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Announcing . . . 

U-100  Iletin®  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 


This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 

U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 
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Leadership  in  Diabetes  Research 
for  Half  a Century 
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Additional  information 
available  to  the  profession  on  request. 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states ; somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  st^nd^^l.^ivt^convulsant 


1 

medication  ; abrupt  withdrawal  ma  I 

be  associated  with  temporary  in-  ft 
crease  in  frequency  and/or  severitjft 
of  seizures.  Advise  against  simul-  I 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon-  I 
tinuance  (convulsions,  tremor,  ab-  ft 
dominal  and  muscle  cramps,  vomitin  ft 
and  sweating).  Keep  addiction-pronft 
individuals  under  careful  surveil- 
lance  because  of  their  predispositicl 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
1 or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  gready  intensified  at  bedtime. 

In  such  situadons,  Valium  offers  an 
addidonal  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


:;ymptom  complex 

lo  Valium*  (diazepam) 


Precautions:  If  combined  with 
er  psychotropics  or  anticonvul- 
! ts,  consider  carefully  pharma- 
cy of  agents  employed ; drugs 
h as  phenothiazines,  narcotics, 
i biturates,  MAO  inhibitors  and 
er  antidepressants  may  poten- 
e its  action.  Usual  precautions 
icated  in  patients  severely  de- 
ssed,  or  with  latent  depression, 
r vith  suicidal  tendencies.  Observe 
al  precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium 


2-mg,  5-mg,  io-mg  tablets 
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The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 

begins  to  work  within  30  minutes,  yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster'  nor  a "hangover''  effect 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs 


SODIUM* 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming.  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease:  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  ‘hangover 
and  gastrointestinal  disturbances  are  seldom  seen  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d  For  hypnosis,  50  mg.  to  100  mg  Available  as:  Tablets,  15  mg..  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital) ] 15  mg.,  30  mg.,  50  mg.,  100  mg 


(McNEIL) 


McNeil  Laboratories.  Inc  Fort  Washington.  Pa.  19034 
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Kellas,  Wheeling;  Jack  Leckie,  Huntington;  Mary  Lou  L.  Lewis,  Char- 
leston; John  D.  Lindsay,  Jr.,  Fairmont;  David  Z.  Morgan;  Morgan- 
town; Robert  R.  Pittman,  Martinsburg;  Herbert  H.  Pomerance,  Char- 
leston; Howard  B.  Sauder,  Wheeling;  Harold  Selinger  and  Edwin 
M.  Shepherd,  Charleston;  Philip  M.  Sprinkle,  Morgantown;  Richard 
G.  Starr,  Beckley;  Hartwell  G.  Thompson,  Charleston;  John  W. 
Traubert,  Wellsburg;  and  J.  Hugh  Wiley,  Morgantown. 

Medical  Emergencies  and  Civil  Defense 

John  A.  B.  Holt,  Charleston,  Chairman;  Harold  D.  Almond,  Buck- 
hannon; Dominic  A.  Brancazio,  Weirton;  Harry  F.  Coffman,  Keyser; 
Salvador  Diaz,  Huntington;  Ernest  G.  Guy,  Philippi;  Charles  H.  Hiles, 
Wheeling;  John  J.  Mahood,  Bluefield;  Donald  R.  Lantz,  Parkersburg; 
Joseph  T.  Mallamo,  Fairmont;  John  B.  Markey,  Charleston;  James  G. 
Ralston,  Clarksburg;  William  S.  Sadler,  Barboursville;  Lyle  D.  Vincent, 
Parkersburg;  John  W.  Whitlock,  Beckley;  and  E.  Andrew  Zepp,  Mar- 
tinsburg. 

Medical  Scholarships 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Marshall  J.  Carper, 
Charleston;  Robert  D.  Hess,  Bridgeport;  Thomas  J.  Holbrook,  Hunting- 
ton,  Russel  Kessel,  Charleston;  John  Mark  Moore,  Wheeling;  and 
Clark  K.  Sleeth,  Morgantown. 

Mental  Health 

Roy  A.  Edwards,  Jr.,  Huntington,  Chairman;  Mildred  Mitchell- 
Bateman,  Charleston;  Randall  Connolly,  Vienna;  Thomas  S.  Knapp, 
Charleston;  S.  Elizabeth  McFetridge,  Shepherdstown;  L.  J.  Pace, 
Princeton;  William  B.  Rossman,  Charleston;  O.  Lee  Trick,  Morgan- 
town; A.  L.  Wanner  and  Stephen  D.  Ward,  Wheeling;  Charles  C. 
Weise,  Charleston;  and  A.  C.  Woofter,  Parkersburg. 

Military  Medical  Affairs 

Russel  Kessel,  Charleston,  Chairman;  Bert  Bradford,  Jr.,  Charleston; 
Robert  D.  Hess,  Bridgeport;  and  Logan  W.  Hovis,  Vienna. 

Program 

J.  Hugh  Wiley,  Morgantown,  Chairman;  John  T.  Chambers,  Charles- 
ton; William  E.  Gilmore,  Parkersburg;  Winfield  C.  John,  Huntington; 
Ray  M.  Kessel,  Logan;  and  Philip  M.  Sprinkle,  Morgantown. 

Public  Service 

Albert  C.  Esposito,  Huntington,  Chairman;  John  M.  Bobbitt,  Hunt- 
ington; George  A.  Curry,  Morgantown;  C.  R.  Davisson,  Weston;  Leon- 
ard M.  Eckmann,  South  Charleston;  G.  Thomas  Evans,  Fairmont;  Louis 
W.  Groves,  Jr.,  Richwood;  N.  B.  Groves,  Martinsburg;  Carl  E.  Johnson, 
Morgantown;  E.  Lee  Jones,  Wheeling;  C.  A.  Logue,  Morgantown; 
George  E.  McCarty,  Parkersburg;  Charles  W.  Merritt,  Beckley;  L.  J. 
Pace,  Princeton;  Joseph  B.  Reed,  Buckhannon;  Page  H.  Seekford, 
Charleston;  Jack  J.  Stark,  Belpre,  Ohio;  Stephen  D.  Ward,  Wheeling; 
and  A.  J.  Weaver,  Clarksburg. 

Rehabilitation 

Buford  W.  McNeer,  Hinton,  Chairman;  Jean  P.  Cavender,  Charleston; 
James  A.  Gardner,  Beckley;  James  A.  Heckman,  Huntington;  Thomas 
M.  Howes,  Morgantown;  Francis  H.  Hughes,  Parkersburg;  Ralph  H. 
Nestmann,  Charleston;  J.  C.  Pickett,  Morgantown;  Jack  Pushkin, 
Charleston;  M.  D.  Reiter,  Wheeling;  L.  Dale  Simmons,  Clarksburg; 
Robert  R.  Weiler,  Wheeling;  J.  Hugh  Wiley,  Morgantown;  and  Roy 
James  Yates,  Beckley. 

Resolutions 

Richard  E.  Flood,  Weirton,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  C.  A.  Hoffman,  Huntington;  Worthy  W.  McKinney,  Beck- 
ley; L.  J.  Pace,  Princeton;  and  Harry  S.  Weeks,  Jr.,  Wheeling. 

Rural  H ea  ith 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Harold  D.  Almond, 
Buckhannon;  J.  C.  Arnett,  Rowlesburg;  Ralph  H.  Boone,  Sistersvllle; 
B.  S.  Brake,  Clarksburg;  Robert  W.  Coplin,  Elizabeth;  Del  Roy  R.  Davis 
Kingwood;  N.  H.  Dyer,  Charleston;  Vernon  L.  Dyer,  Petersburg;  Earl 
L.  Fisher,  Gassaway;  Robert  R.  Frye,  Mannington;  O.  M.  Harper,  Clen- 
denin;  Mehmet  V.  Kalaycioglu,  Shinnston;  Charles  T.  Lively,  Weston; 
Ralph  McGraw,  Follansbee;  Joseph  B.  Reed,  Buckhannon;  Charles  J. 
Sites,  Franklin;  and  Charles  E.  Staats,  Charleston. 

Tuberculosis 

Hugh  S.  Edwards,  Beckley,  Chairman;  J.  N.  Aceto,  Wheeling; 
Charles  E.  Andrews,  Morgantown;  Robert  M.  Biddle,  Parkersburg; 
J.  M.  Brand,  Chester;  William  L.  Cooke,  Charleston;  N.  Allen  Dyer, 
Bluefield;  George  F.  Evans,  Clarksburg;  Dominic  J.  Gaziano,  Charles- 
ton; G.  R.  Maxwell,  Morgantown;  Ralph  H.  Nestmann  and  Morris  H. 
O'Dell,  Charleston;  Robert  J.  Reed,  III,  Wheeling;  James  T.  Smith, 
Charleston;  M.  A.  Viggiano,  New  Martinsville;  James  H.  Walker, 
Charleston;  and  David  H.  Williams,  Weirton. 

Venereal  Disease 

N.  H.  Dyer,  Charleston,  Chairman;  Hunter  Boggs,  Charleston;  C.  Y. 
Moser,  Kingwood;  Frank  M.  Peck,  Huntington;  David  S.  Pugh,  Chester; 
Thomas  L.  Thomas,  Wheeling;  M.  A.  Viggiano,  New  Martinsville; 
Lyle  D.  Vincent,  Parkersburg;  and  Isaiah  A.  Wiles,  Morgantown. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDlCATIONStTfierapeut/caf/y,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


i 
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Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN  Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  >/z  oz.  and  y32  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalms 
...  r i (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  fund 

T 0 1311 V©  Sell  ©XV  was  noted  in  patients  ad  ministered  recommended  or  higherdos 

for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom 
quired  discontinuance  of  therapy.  Morning  "hang-over”  with  Dalmane  has  been  relatively  infrequent.  Di; 
ness,  drowsiness,  lightheadedness  and  the  like 


have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hour 
without  need  to 


repeat  dosage  No  sleep  me 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patie 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  mg 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  rep 
dosage  during  the  night. 


,leep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

;OnSiStenCV  secutlve  nights  of  administration, 

' J with  no  need  to  increase  dosage. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication -a 
mzodiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
urate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ailable  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
adication,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
irbiturate  agent  proved  effective  and  relatively  safe  for  relief  of 
somnia. 


D/VL  IE 

(flurazepam  HCI) 


When  restful  sleep 
is  indicated 


One  30-mg  capsule  h.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g,,  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation.  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage.  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div , Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


loint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
o affirm  the  support  of  the  participat- 
ng  organizations  for  the  laws,  regula- 
ionsand  professional  trad  it  ions  which 
prohibit  the  unauthorized  substitution 
>f  drug  products. 

Traditionally,  physicians,  den- 
ists  and  pharmacists  have  worked 
:ooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
ion  has  been  achieved  through 
nutual  respect  as  well  as  a common 
:oncern  for  the  ideals  of  public 
;ervice.  This  mutual  respect  has  been 
eflected,  in  part,  by  joint  support 
)ver  the  years  for  the  adoption  and 
mforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
Jiscussion  and  selection  of  the 
source  of  supply  of  drug  products, 
rhe  basic  principles  of  medical,  den- 
:al  and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
}f  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
orofessional  status  of  pharmacy  any 
nore  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
ion  from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
Torn  their  responsibilities  to  patients, 
^sa  practical  matter,  however,  such 
aws  and  regulations  encourage  inter- 
professional communications  regard- 
ng  drug  product  selection  and  assure 
sach  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
jsage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
pe  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients' 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg  erythromycin  per  5-ml  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 


400054 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Specific  Learning  Disabilities  In  Children 

William  ft.  Svoboda,  M.  D. 


/T<he  physician  who  treats  children  is  frequently 
confronted  by  a parent  seeking  a reason  and 
a remediation  for  her  child  who  is  failing  at 
school  despite  suspected  capabilities.  The  phy- 
sician, the  teacher  and  the  parents  share  in 
common  the  frustration  of  observing  the  erratic 
and  incomplete  performance  of  the  child  who 
seems  to  have  the  ability  to  do  better.  Many  of 
these  children  have  some  of  the  cluster  of  learn- 
ing problems  now  known  as  Specific  Learning 
Disabilities  which  prevent  them  from  achieving 
their  learning  potentials.  These  specific  learning 
disabilities  now  can  be  specifically  diagnosed 
and  thus  specifically  remediated  if  the  child  is 
discovered,  referred  and  adequately  evaluated. 

Definition 

A specific  learning  disability  is  a disorder  of 
one  or  more  of  the  basic  psychologic  processes 
involved  in  the  understanding  or  usage  of  spoken 
or  written  language.  This  may  involve  visual- 
motor  skills  or  audio-vocal  skills  or  both.  These 
may  manifest  as  disorders  of  listening,  of  think- 
ing, of  speaking,  of  reading,  of  writing,  of 
spelling  or  of  arithmetic.  The  problem  is  not 
necessarily  dependent  on  the  intellect  and  indeed 
may  lower  the  true  intellectual  capacities.  The 
child  of  average  or  above  average  intelligence 
may  be  able  in  part  to  circumvent  his  block  by 
various  mnemonic  tricks;  the  child  of  below 
average  intelligence  is  already  basically  limited 
in  his  abilities  . . . any  further  block  may  com- 
pletely inhibit  further  learning. 

Secondary  specific  learning  disabilities  also 
exist.  These  are  disabilities  due  to  a primary 
problem  such  as  a visual  handicap,  a hearing 
problem,  a motor  or  movement  handicap,  a 
mental  or  emotional  problem,  a prior  educa- 
tional lack  or  to  an  environmental  or  social 
problem. 


The  Author 

• William  B.  Svoboda,  M.  D.,  Assistant  Pro- 
fessor, Pediatric  Neurology,  and  Head  of 
the  Division  of  Learning  Disabilities,  West 
Virginia  University  School  of  Medicine, 
Morgantown. 


These  individual  abilities  are  inborn  related 
skills  which  like  an  assembly  line,  process  in- 
coming stimuli  stagewise  through  decoding 
organization  and  recoding  of  the  derived  infor- 
mation into  a manner  of  expression.  By  nature 
we  are  all  endowed  with  varying  skills.  It  is 
only  when  an  ability  is  so  underdeveloped  as  to 
inhibit  performance,  i.e.,  to  imbalance  learning, 
that  it  becomes  a disability.  Any  ability  can  be 
developed;  it  is  only  the  potential  of  that 
ability  that  limits  the  response.  Musical  abilities 
would  be  an  analogy.  Two  individuals  may  begin 
piano  lessons.  Both  will  eventually  learn  to  play 
the  piano  but  the  individual  with  greater  in- 
herent talent  will  make  further  progress  than  the 
individual  of  limited  native  talent. 

Learning  disabilities  tend  to  be  disguised  in 
numerous  diagnostic  terms  of  non-specific  nature. 
Such  entities  as  perceptual  handicaps,  minimal 
brain  damage-dysfunction  or  injury,  the  hyper- 
kinetic syndrome,  cerebral  palsy,  developmental 
dyslexia,  dysgraphia,  aphasia,  agnosia,  apraxia, 
dysoalculia,  anarithmia  as  well  as  various  adoles- 
cent and  pre-adolescent  emotional  problems  may 
have  specific  learning  disabilities  as  a significant 
if  not  the  basic  component.  Problems  in  school 
that  are  manifestations  of  the  specific  learning 
disabilities  include  difficulties  with  reading 
(dyslexia),  with  writing  and  spelling  (manual 
and  verbal  dysgraphia)  with  arithmetic  (dyscal- 
culia,  anarithmia ) , in  speech,  in  attention,  in 
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memory,  or  in  the  understanding,  comprehen- 
sion and  expression  of  ideas. 

Though  these  problems  may  be  acquired  at 
any  age  through  a direct  insult  to  the  brain 
(such  as  a stroke,  a trauma,  or  a metabolic 
problem)  by  far  the  most  common  childhood 
representation  is  as  an  underdevelopment  or  a 
developmental  delay  in  that  ability.  There  rarely 
are  any  valid  and  significant  findings  on  EEG  or 
even  on  autopsy  examination  of  such  a brain. 
The  most  common  findings  are  of  variances  from 
the  expected  normals,  the  so-called  soft  signs 
which  indeed  are  other  manifestations  of  devel- 
opmental delays.  These  immature  signs  would 
be  normal  in  a younger  child.  A true  pathologic 
finding  would  be  abnormal  at  any  age  and  is 
often  only  coincidentally  found  in  the  child  with 
a learning  disability. 

The  Developing  and  Developed  Brain 

The  plasticity  of  the  developing  brain  does 
not  have  the  strict  localization  of  these  functions 
that  the  adult  “set-in-its-way”  fully  developed 
brain  has  achieved.  The  developing  brain  has 
the  inherent  ability  to  transfer  a skill  to  an  ad- 
jacent cortex  or  to  develop  the  same  skill  in  the 
opposite  hemisphere  if  damage  should  preclude 
development  in  the  original  locus.  The  devel- 
oped brain  has  lost  this  ability  to  shift  the  skill 
through  the  full  development  of  the  skills.  Thus, 
a disability  is  far  less  localizing  in  the  child 
unless  it  is  an  abrupt  loss  with  prior  normal 
developmental  functioning.  Basically  then,  in  the 
childhood  learning  disabilities,  localization  by 
psychologic  testing  or  correlation  to  EEG  abnor- 
malities or  various  abnormalities  on  the  neuro- 
logic examination  often  is  inaccurate  and  usually 
only  speculative. 

Basic  Processing 

In  basic  learning  experiences  we  commonly 
receive  our  information  via  two  avenues  of  stimu- 
lation, namely,  sight  and  sound.  We  express  our 
ideas  through  speech  or  through  a motor  act 
such  as  in  writing,  drawing  or  gesturing.  We  do 
also  receive  stimuli  by  other  sensory  modalities 
but  these  are  not  common  vehicles  of  learning 
save  perhaps  in  handicapped  individuals  and  in 
multisensorial  remediative  approaches. 

We  process  these  stimuli  into  expression 
through  three  main  stages,  namely,  reception, 
integration  with  other  past  and  present  stimuli, 
and  then  expression  of  the  formulated  idea.  We 
do  this  for  sound  and  we  do  this  for  sight. 

We  process  these  stimuli  on  at  least  two  levels. 
We  process  on  a basic  or  automatic  level.  The 
secretary'  who  types  a dictated  letter  may  do  so 
with  great  accuracy  and  speed  yet  may  not  be 


aware  of  the  content.  This  is  an  automatic  pro- 
cess and  it  relates  to  accuracy,  effort  and  rate. 
We  also  process  stimuli  on  a higher  level  for  we 
receive  many  stimuli  as  a symbol  (e.g.,  a word 
spoken  or  written)  which  represents  a concept. 
We  must  decode  this  symbol  into  a concept, 
integrate  it  to  other  past  and  present  experiences 
and  then  recode  it  into  a spoken  or  written 
symbol  again  as  a means  of  expressing  our 
formulated  ideas.  This  higher  or  representational 
level  involving  symbolic  comprehension  is  similar 
to  the  entity  of  aphasia  and  relates  most  closely 
to  understanding,  comprehension,  formulation- 
expression  of  ideas,  and  thus  to  basic  intelli- 
gence. 

A person  can  have  a problem  in  automatic 
functioning  and  as  a result  struggle  with  many 
bizarre  errors,  despite  much  effort  and  a slowed 
rate  but  yet  comprehend  amazingly  well.  Simi- 
larly, a person  can  basically  produce  fairly 
adequately  but  not  comprehend  what  he  pro- 
duces when  he  has  a problem  of  the  higher  level 
of  representational  processing. 

Indications 

A child  who  performs  significantly  beneath 
his  suspected  ability  may  have  a learning  disa- 
bility. A child  who  comprehends  fairly  well  but 
performs  inaccurately  with  much  effort  and  a 
slowed  rate,  or  the  child  who  performs  with 
acceptable  accuracy  and  rate  but  lacks  compre- 
hension, may  have  a learning  disability.  The 
child  who  essentially  learns  through  hearing  and 
expresses  himself  through  speech  but  is  unable 
to  adequately  learn  by  sight  (reading)  or  to 
express  himself  through  writing,  or  the  child  who 
reads  and  writes  acceptably  but  appears  not  to 
understand  what  he  hears  or  to  be  able  to  express 
himself  accurately  in  speech  . . . both  may  have 
learning  disabilities.  Thus  handicapping  imbal- 
ances of  performance/capabilities,  comprehen- 
sion/accuracy and  audiovisual/visuomotor  pro- 
cessing should  alert  the  observer  to  the  possible 
existence  of  a learning  disability. 

Significant  signs  indicating  a learning  disability 
are  found  in  the  child’s  performance.  The  phy- 
sician, teacher  or  parent  who  observes  the  types 
of  errors  rather  than  the  number  of  errors  may 
make  the  presumptive  diagnosis. 

The  more  specific  indications  of  a learning 
disability  may  be  applied  to  auditory  stimuli  and 
processes  as  well  as  to  visual  processes.  The 
child  may  have  difficulties  in  recognizing,  dis- 
criminating and  differentiating  the  received 
stimuli  from  other  similar  stimuli.  He  may 
spatially  confuse  and  disorient  items  he  sees.  He 
may  have  a poor  memory.  He  may  recall  items 
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but  recall  them  in  the  wrong  order.  He  may  not 
recognize  a stimulus  unless  he  perceives  the  en- 
tire stimulus  and  if  he  receives  only  a partial 
stimulus  he  may  be  unable  to  complete  the  item 
in  his  mind.  This  can  affect  his  grammatic  abili- 
ties and  his  phonetic  abilities.  He  may  have 
speech  problems  such  as  delayed  onset  or  matu- 
ration of  speech,  scant  and  superficial  efforts, 
tangled  and  disordered  performance,  immature 
patterns  and  mispronunciations. 

He  may  have  problems  in  recognizing  the  stim- 
ulus for  its  meaning,  particularily  if  the  meaning 
is  a concept.  He  may  have  problems  in  compre- 
hending the  significance  and  relationships  of  the 
stimulus  to  past  and  present  items  in  order  to  de- 
rive an  idea.  He  may  have  difficulties  in  formu- 
lating the  derived  ideas  into  an  expression.  A 
problem  in  any  or  all  of  these  skills  most  likelv 
is  the  manifestation  of  a learning  disability,  be  it 
for  a visuomotor  problem  or  an  audiovocal  prob- 
lem. 

There  are  some  common  manifestations  of 
learning  disabilities  that  are  less  specific  but  still 
suggestive.  Incoordination  of  fine  or  gross  move- 
ments are  common  to  visuomotor  process  dis- 
abilities and  probably  represent  efforts  to  re- 
spond to  faulty  visual  sensation.  Spatial,  lateral- 
ity, and  directionality  confusions  as  well  as  right- 
left  confusions  also  are  common  to  visuomotor 
processing  problems  and  are  other  manifesta- 
tions of  faulty  visual  sensations. 

A hyperkinetic  syndrome  is  commonly  found 
with  learning  disabilities.  The  hyperkinetic  be- 
havior may  be  the  cause  of  scattered  learning 
disabilities  or  it  may  be  the  result  of  a disability 
in  receptive  processes.  The  principal  manifesta- 
tions of  the  hyperkinetic  reaction  are  ( 1 ) excess 
of  uncontrolled  and  unproductive  energy,  (2) 
distractability,  (3)  behavioral  problems,  (4) 
emotional  hyperreactivity  and  (5)  poor  social 
interactions  with  sibs,  peers,  parents  and  teach- 
ers. 

The  typical  emotional  reactions  to  the  daily 
frustration  of  not  succeeding  in  learning  are  es- 
sentially those  of  a flight  or  fight  reaction.  These 
manifest  primarily  into  five  types  of  reactions, 
namely;  ( 1 ) indifference  to  the  problem,  ( 2 ) 
defeatism  and  drop-out  reaction,  (3)  anger  and 
resentment,  (4)  anxiety  and  (5)  discouragement 
and  depression.  These  become  especially  evident 
and  may  become  the  most  prominent  problem  as 
the  child  approaches  adolescence. 

Many  notable  personalities  have  experienced 
learning  problems.  Retrospective  reviews  of  their 
childhood  efforts  are  highly  suggestive  of  learn- 


ing disabilities.  Such  notables  as  Thomas  Edison, 
Harvey  Cushing,  Albert  Einstein,  Hans  Christian 
Andersen,  Woodrow  Wilson,  George  Patton  and 
Lee  Harvey  Oswald  are  numbered  among  those 
with  suspected  learning  disabilities.  One  can  only 
speculate  how  their  later  lives  were  affected  by 
their  early  academic  frustration. 

Diagnosis 

The  learning  disability  may  be  identified  and 
confirmed  by  three  cooperative  approaches, 
namely;  ( 1 ) by  a review  of  history  of  the  learn- 
ing problems  and  the  neurophysical  examination. 
(2)  by  review  of  the  aoademic  performance  and 
the  types  of  errors  and  (3)  by  formal  psyeholin- 
guistic  testing  of  the  language  processing.  In 
more  simple  terms  the  problem  can  be  consid- 
ered ( 1 ) as  the  physician  might  see  it,  ( 2 ) as  the 
teacher  might  see  it,  and  (3)  as  the  psychologist 
might  see  it. 

Medical  History  Essentials 

The  medical  history  should  review  the  family 
status  and  heredity,  the  socio-economic  status, 
the  environment,  the  prior  academic  experiences, 
the  family  attitudes  toward  learning  and  the 
medical  history.  The  history  may  yield  traumatic 
experiences,  avoidance  reactions,  undue  family 
pressures,  sensory  deprivation,  multiple  or  inade- 
quate language  experiences,  deficient  prior 
school  experience  or  depreciatory  family  atti- 
tudes as  contributory  factors. 

The  physical  examination  may  demonstrate 
visual  or  hearing  defects.  The  child  may  demon- 
strate spatial  confusions,  left-right  confusions,  in- 
coordination, mixed  laterality,  speech  problems, 
undernourishment,  poor  body  image,  or  hyper- 
activity. 

The  examination  proper  may  demonstrate 
some  physical  or  neurological  disorder  which  in- 
terferes with  adequate  school  attention  and  per- 
formance. Visual  problems  may  be  missed  for 
commonly  vision  is  tested  at  20  feet  whereas 
reading  and  writing  are  performed  at  much 
closer  range.  Vision  testing  by  a near  vision  hand 
card  may  be  better  unless  the  child  sees  the  let- 
ter stimulus  clearly  but  confuses  it  for  a similar 
letter  because  of  a perceptive  disability.  If  the 
tester  does  not  realize  the  true  cause  for  the 
depressed  performance,  the  child  may  be  fitted 
for  glasses  without  need. 

Observation  of  the  performance  in  academic 
tasks  often  can  reveal  much  if  the  error  type  is 
determined.  The  performance  also  should  be 
judged  for  rate,  accuracy  and  comprehension. 
Reading  should  be  observed  and  compared  both 
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by  aloud  and  by  silent  methods.  Listening  com- 
prehension should  be  tested.  Writing  (and  spel- 
ling) and  drawing  should  be  evaluated  and  com- 
pared by  spontaneous,  dictated,  visual  recall  and 
copy  approaches. 

Complete  psycholinguistic  evaluation  should 
be  obtained  to  cover  all  stages  of  processing.  Too 
often  only  a few  stages  are  adequately  evaluated 
and  the  child  thus  does  not  appear  to  respond 
well  to  therapy  for  the  real  problem  may  be 
missed.  Psychological  examination  may  suggest 
poor  visual  or  auditory  perceptive  and  discrim- 
inative skills,  poor  concept  understanding  and  in- 
terpretation, disorganization,  poor  generalization 
abilities,  limited  expressivity,  reduced  motor  or 
verbal  skills,  poor  memory  skills  or  learning  im- 
balances in  performance.  An  excellent  basic  test 
battery  covering  many  of  these  defects  is  the 
Illinois  Test  of  Psycholinguistic  Abilities.  Un- 
fortunately, this  battery  does  not  cover  or  ade- 
quately indicate  errors  in  auditory  and  visual 
perceptive  skills  and  recent  reviews  suggest  that 
these  perceptive  skills  may  be  among  the  most 
common  of  disabilities  in  reading  and  writing. 
Though  there  are  no  totally  satisfactory’  tests  for 
this  area  of  perceptive  skills,  commonly  used  and 
simple  tests  include  the  Wepman  Test  of  Audi- 
tory Discrimination,  the  Bender  Gestalt  Test  and 
the  Marianne  Frostig  Developmental  Test  of 
Visual  Perception,  among  others. 

If  the  history  and  physical  examination,  the 
academic  problems  and  the  formal  psycholinguis- 
tic testing  agree  in  the  diagnosis,  the  disability  is 
confirmed.  If  there  is  disagreement,  the  prob- 
ability is  that  either  an  item  was  missed  or  a 
handicap  was  somehow  circumvented. 


Remediation 

The  approach  toward  the  handling  of  the 
learning  disability  is  threefold:  (1)  the  specific 
identification  of  the  disability,  (2)  the  specific 
remediation  of  the  disability  and  (3)  the  moni- 
toring of  the  response  to  the  remediation  by  re- 
testing. The  aims  of  the  testing  are  twofold:  (1) 
to  find  strengths  for  use  in  basic  learning,  and 
(2)  to  identify  weaknesses  for  specific  remedia- 
tion. The  remediation  should  be  interesting,  use- 
ful, encouraging,  motivating,  and  pertinent  to  the 
age  needs  and  interests  of  the  child.  Often  the 
parents  are  best  advised  to  leave  formal  remedia- 
tion to  the  schools  and  other  remediative  groups 
and  to  limit  their  efforts  to  encouragement,  sup- 
port and  involvement  of  the  child  in  games  and 
non-pressure  exercises  within  the  areas  of  his 
weakness. 

Formal  remediative  approaches  must  be  tail- 
ored within  the  available  programs  of  the  various 
school  districts  and  regional  remediative  centers 
which  are  developing  in  cooperation  with  various 
centers  throughout  the  state  actively  engaged  in 
diagnostic  and  remediative  supportive  services. 

Summary 

The  concept  of  specific  learning  disabilities 
and  the  manifestations  related  to  these  problems 
are  presented  with  the  concept  of  diagnostic  ap- 
proaches for  the  specific  disabilities  to  derive  spe- 
cific remediative  approaches.  The  concepts, 
cardinal  historical  features  and  diagnostic  ap- 
proaches as  utilized  by  the  West  Virginia  Medi- 
cal Center  Learning  Disabilities  Clinic  are  out- 
lined and  the  aims  of  the  remediative  approaches 
are  briefly  presented. 

A list  of  references  may  be  obtained  by  writing 
The  Journal. 


A Difference  of  Opinion 

Can  a person’s  spine  get  out  of  alignment,  press  on  nerves  and  thus  cause  many 
different  forms  of  illness?  Chiropractors  say  yes,  but  the  first  experimental  study 
of  that  “subluxation”  theory  says  no.  Dr.  Edmund  S.  Crelin,  professor  of  anatomy  at 
Yale  University  School  of  Medicine,  found  that  subluxation  of  a vertebra  “does  not 
occur.”  He  studied  the  effects  of  pressure  applied  to  the  spinal  columns  of  six  persons 
within  six  hours  of  their  deaths  and  noted,  “the  nerves  did  not  become  unduly 
stretched  when  the  column  was  maximally  twisted.” 
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A management  of  polypoid  lesions  of  the  colon 
and  rectum  has  been  clouded  by  many  fac- 
tors including  confusing  terminology,  and  con- 
troversy regarding  their  benign  or  malignant  na- 
ture or  predisposition.  No  argument  will  be  ad- 
vanced at  this  time  for  or  against  the  polyp- 
carcinoma  relationship.  Despite  the  on-going  con- 
troversy, reasonable  deductions  can  be  made  re- 
garding the  clinical  significance  of  various  poly- 
poid lesions,  and  rational  therapeutic  plans  can 
be  carried  out  in  light  of  our  current  state  of 
knowledge. 

Diagnosis 

The  fundamental  tools  of  physical  diagnosis 
are  vital  for  the  proper  assessment  of  patients 
with  such  lesions.  Each  patient  should  be  care- 
fully questioned  regarding  change  in  bowel 
habit,  tenesmus,  rectal  bleeding,  abdominal  pain, 
weight  loss,  or  mucoid  stools.  A family  history  of 
colon  polyps  or  colon  carcinoma  should  be  re- 
corded. A complete  physical  examination  is  im- 
perative and  must  include  digital  rectal  exam- 
ination and  proctosigmoidoscopy.  An  air  con- 
trast barium  enema  is  a necessary  adjunctive 
measure  to  define  the  magnitude  of  the  present- 
ing problem  and  to  search  for  associated  lower 
gastrointestinal  tract  pathology. 

On  digital  rectal  examination,  induration,  de- 
gree of  fixation,  and  extent  of  the  lesion  serve  as 
guides  to  the  presence  of  invasive  tumor.  If  a 
polyp  is  visualized  on  proctosigmoidoscopy,  par- 
ticular attention  should  be  paid  to  its  size,  shape, 
texture  and  mobility.  The  presence  or  absence  of 
a stalk  should  be  determined,  and  one  should 
look  for  areas  of  ulceration.  Barium  enema  stu- 
dies must  be  carefully  scanned  for  associated  les- 
ions, and  all  filling  defects  should  be  accurately 
measured. 

Although  the  clinical  assessment  of  polypoid 
lesions  is  important,  diagnosis  can  be  made  only 
by  histological  examination.  The  pathology  will 
establish  the  diagnosis,  dictate  the  management, 
and  provide  a clue  to  prognosis.  The  pathologist 
must  inform  the  surgeon  of  the  presence  or  ab- 
sence of  blood  vessel  invasion,  lymph  vessel  in- 

*Supported by  the  Charleston  Foundation  for  Cancer  Re- 
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Eagles;  and  American  Cancer  Society  Clinical  Fellowship. 


vasion,  and  invasion  of  polyp  stalk  or  the  under- 
lying muscularis  mucosae. 

Table  I gives  the  description  of  polypoid  les- 
ions as  modified  from  Morson  and  Bussey.  There 
are  four  categories  of  polypoid  lesions  of  the 
colon  to  be  discussed.  These  are  (1)  metaplastic 
( hyperplastic ) polyps,  (2)  juvenile  (retention) 
polyps,  (3)  adenomatous  polyps,  and  (4)  vil- 
lous (papillary)  adenomas. 

Clinical  presentation,  gross  and  histologic  ap- 
pearance, clinical  significance  and  management 
will  be  discussed  for  each  type  of  lesion.  A num- 
ber of  less  common  entities  will  be  omitted  from 
this  discussion.  One  should  remember,  however, 
that  carcinoid  tumors,  heredofamilial  polyposis, 
submucous  lipomas,  fibromas,  leiomyomas,  ma- 
lignant melanoma,  lymphoid  polyps,  lymphosar- 
comas, metastatic  carcinoma  and  hypertrophied 
anal  papillae  are  encountered  and  can  present  as 
polypoid  colon  and  rectal  lesions.  Pseudopoly- 
posis associated  with  inflammatory  lesions  such 
as  ulcerative  colitis,  diverticulitis  and  amebiasis 
are  also  seen. 

Metaplastic  Polyps 

Metaplastic  polyps  probably  are  the  most  com- 
mon of  all  intestinal  polyps,  but  surprisingly  lit- 
tle is  known  about  them.  The  term,  “metaplastic,” 
is  used  only  to  describe  a change  in  the  appear- 
ance of  the  mucosa  as  compared  with  the  normal. 

Table  1 

Histologic  Classification  of 
Benign  Intestinal  Polyps 

Unclassified Metaplastic  Polyp 

Hamartomas Juvenile  Polyp 

Peutz-Jeghers  Polyp 

Neoplastic Adenoma 

Papillary  Adenoma 
Villous  Papilloma 

Inflammatory Benign  Lymphoid  Polyp 
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These  lesions  are  known  also  as  hvpei-plastic 
polyps,  simple  polyps  and  small  mucosal  polyps. 

The  gross  appearance  of  these  lesions  is  char- 
acteristic. Certainly  all  physicians  who  have  per- 
formed proctosigmoidoscopies  have  encountered 
these  small,  plaque-like  nodules  in  the  rectal 
mucosa  or,  less  frequently,  in  the  distal  sigmoid 
colon. 

Occasionally  a rudimentary  pedicle  is  present, 
but  the  majority  are  sessile  and  less  than  one 
centimeter  in  diameter.  These  lesions  frequently 
are  multiple  and  usually  the  same  color  as  the 
normal  bowel  mucosa.  Metaplastic  polyps  are 
found  in  patients  of  all  ages,  but  there  is  a much 
increased  incidence  in  patients  over  40  years  of 
age.  In  Arthur’s2  postmortem  series,  metaplastic 
polyps  were  present  in  40  per  cent  of  those  less 
than  40  years  of  age  and  in  75  per  cent  of  those 
over  age  40.  There  was  no  sex  predilection. 

Microscopic  features  are  distinct  from  those 
seen  in  adenomatous  polyps  (Figure  1).  Mucosal 
tubules  are  of  varying  lengths,  and  there  is  some 
tendency  toward  cystic  dilatation.  The  lining 
epithelial  cells  tend  to  lose  their  regular  columnar 
and  goblet  cell  pattern,  with  infolding  and 
patchy  flattening  of  cells  giving  it  a serrated  ap- 
pearance. This  has  been  compared  to  the  en- 
dometrium during  the  late  secretory  phase  of  the 
menstrual  cycle.  Cellular  nuclei  are  large, 
rounded  and  usually  located  in  the  central  or 
basal  portions  of  the  cell.  Mitotic  activity  is 
modest.  The  muscularis  mucosae  deep  to  the 
polyp  frequently  fragments  into  an  interlacing 
network  of  fibers,  some  of  which  extend  toward 
the  surface  between  dilated  tubules. 

To  our  knowledge,  these  lesions  have  never 
produced  significant  symptoms,  and  no  specific 
therapy  is  indicated  once  the  diagnosis  is  estab- 
lished. The  significance  of  these  lesions  still  is 


polyp  demonUrating  mucosal  tubules  of  varying  lengths  and 
moderate  cystic  dilatation.  There  is  fragmentation  of  the 
muscularis  mucosae. 


the  subject  of  debate,  as  they  have  been  classi- 
fied as  (1)  hamartoma,  (2)  mucosal  response 
to  inflammation  or  trauma,  (3)  benign  neoplasm 
and  (4)  a degenerative  process.  The  relative  in- 
frequency during  childhood  and  lack  of  signifi- 
cant inflammation  histologically  mitigate  against 
the  first  two  possible  etiologies.  Some  have  felt 
that  metaplastic  nodules  might  be  an  early  stage 
in  the  development  of  adenomas.  Morson3  re- 
futed this  by  noting  that  transitional  forms  be- 
tween metaplastic  polyps  and  adenomas  are  not 
seen.  Further,  he  states  that  there  would  be  a 
disproportionate  number  seen  in  patients  with 
adenomas  of  all  sizes,  such  as  those  with  fam- 
ilial polyposis  coli.  Arthur2  notes  that  Cole  dem- 
onstrated differences  in  the  uptake  of  tritiated 
thymidine  in  the  epithelium  of  metaplastic 
polyps  and  adenomas. 

Degenerative  in  Nature 

A likely  explanation  is  that  metaplastic  polyps 
are  degenerative  in  nature  as  reflected  in  their 
predominance  in  the  population  over  40  years  of 
age.  Based  on  the  study  by  Weakley  and  Swin- 
ton,4  there  is  no  suggestion  that  they  are  prema- 
lignant.  In  a series  of  295  cases  of  metaplastic 
polyps,  carcinoma  of  the  colon  subsequently 
developed  in  three  cases,  while  the  expected 
incidence  was  two  and  two-tenths  cases. 

Juvenile  (Retention)  Polyps 

Juvenile  or  retention  polyps  are  relatively  rare 
lesions.  Hehvig5  reported  an  incidence  of  3 per 
cent  in  a series  of  449  consecutive  autopsies  on 
persons  under  21  years  of  age.  Shapiro6  noted 
juvenile  polyps  to  account  for  3.7  per  cent  of  all 
patients  seen  with  proctologic  disorders  of  in- 
fancy and  childhood.  Males  are  involved  more 
than  females  in  about  a three  to  two  ratio.  The 
overwhelming  majority'  of  patients  (90  per  cent 
plus)  with  this  lesion  present  in  the  first  decade 
of  life,  with  an  average  age  of  four  and  one- 
tenth  years.7  It  should  be  stressed,  however,  that 
this  lesion  can  occur  throughout  adult  fife,  with 
Roth  and  Hehvig7  reporting  such  a histologically 
confirmed  lesion  in  a 61-year-old  patient. 

Presenting  Symptom 

The  most  common  presenting  sympton  (80  per 
cent)  is  bright  red  rectal  bleeding  in  small  quan- 
tities during  or  immediately  following  a bowel 
movement.7*8’9  The  bleeding  characteristically 
stops  rapidly,  and  exsanguinating  hemorrhage  is 
not  a reported  complication.  About  one-third  of 
children  will  have  prolapse  or  protrusion  of  the 
mass  from  the  anus.  This  has  been  compared  in 
appearance  to  a mulberry,  cherry  or  piece  of 
meat.  The  most  striking  feature  is  its  dark  red 
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color  in  contrast  to  the  much  lighter  normal 
rectal  mucosa.  Abdominal  cramps  or  pain  is  pres- 
ent in  a varying  number  of  patients  and  is  more 
common  in  the  presence  of  polyps  with  a long 
pedicle  than  with  sessile  lesions.  The  pain  is  us- 
ually located  in  the  lower  abdomen  and  occurs 
when  the  polyp  is  in  the  more  mobile  segments 
above  the  rectosigmoid.  The  mechanism  is 
thought  to  be  on  the  basis  of  traction  on  the 
bowel  wall  by  the  pedicle  as  the  polyp  acts  as  a 
foreign  body  and  is  carried  along  by  the  intest- 
inal peristalsis  trying  to  expel  it  from  the  body. 
Self-amputation  and  spontaneous  extrusion  oc- 
cur on  occasion  in  the  pediatric  age  range,  while 
diarrhea,  constipation  and  intussusception  are 
rare.  A few  lesions  in  adolescents  or  adults  will 
first  be  discovered  on  routine  proctosigmoidos- 
copy. 

According  to  Harrillemo8  and  associates,  ap- 
proximately 75  per  cent  of  juvenile  polyps  are 
found  in  the  rectum  and  nearly  all  of  these  are 
palpable  on  rectal  examination.  Most  lesions  have 
definite  pedicles,  and  about  25  per  cent  of  the 
patients  have  two  or  more  lesions.  Grossly,  juv- 
enile polyps  usually  are  ovoid  in  shape— some 
nearly  spherical  while  some  are  flattened  on  one 
axis  and  may  be  likened  to  a lollipop,  and  a few 
are  mushroom-like.  The  usual  greatest  diameter 
is  one  to  one  and  one-half  cm.  with  a range  from 
three  mm.  to  four  cm.  even  in  infants.  The  exter- 
nal surface  is  generally  smooth  although  some 
are  finely  granular.  A very  characteristic  beefy 
red  color  usually  is  in  evidence.  The  small  les- 
ions tend  to  be  friable,  whereas  the  larger  ones 
are  firm  and  rubbery. 


Figure  2.  Photomicrograph  of  a juvenile  polyp  showing 
stromal  proliferation  with  marked  acute  and  chronic  cellular 
infiltration.  Note  the  cystic  glandular  spaces  lined  with 
flattened  epithelial  cells. 


The  microscopic  picture  of  the  juvenile  polyps 
is  characteristic  (Figures  2 and  3).  There  is  pro- 
liferation of  glandular  and  stromal  elements  with 
marked  vascularity  and  infiltration  with  lympho- 
cytes, polymorphonuclear  cells,  plasma  cells  and 
eosinophils.  Early  lesions  may  show  little  more 
than  localized  mucosal  hyperplasia  with  active 
mucous  glands.  Larger  lesions  frequently  show 
areas  of  surface  epithelial  denudation  with  re- 
placement by  a layer  of  fibrin  infiltrated  with 
polymorphonuclear  cells.  As  this  seals  off  the 
mucous  gland  orifices,  cystic  glandular  spaces 
appear  lined  by  flattened  epithelial  cells.  The 
actively  secreting  mucous  glands  are  lined  with 
tall  columnar  epithelial  cells  with  small  basally 
located  nuclei.  Goblet  cells  are  numerous  and 
normal  mitotic  figures  are  evident.  Lymphoid  fol- 
licles are  rare. 

As  these  lesions  grow,  focal  areas  of  necrosis 
and  hemorrhage  are  seen  more  commonly  and 
occasionally  infarction  results.  Although 
Kerr9-11’12  and  others  have  reported  malignant 
change,  most  clinicians  feel  that  these  lesions  al- 
most never  undergo  malignant  transformation. 
Roth  and  Helwig,7  in  analyzing  reports  of  malig- 
nant change,  note  that  most  have  occurred  in 
patients  with  a heredofamilial  form  of  juvenile 
polyposis. 

Many  question  whether  or  not  these  lesions  are 
true  neoplasms.  A number  of  theories  of  patho- 
genesis have  been  advanced  for  juvenile  polyps, 
and  these  include  retained  secretions,  hereditary, 
congenital,  inflammatory,  allergic  and  neoplastic. 
The  theory  advocated  by  many  observers7’8’13  is 
that  of  inflammation  with  mucosal  ulceration 
leading  to  edema  and  obstruction  of  colonic 
glands.  The  blocked  glands  proliferate,  branch, 
and  dilate,  with  exposure  of  a large  surface  and 
progression  in  ulceration  and  inflammation,  with 
production  of  granulation  tissue,  and  renewal  of 


Figure  3.  High  power  of  the  characteristic  cystic  glandular 
spaces  and  actively  secreting  mucous  glands  seen  in  juvenile 
polyps. 
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this  cycle  until  a large,  intraluminal  lesion  is  pro- 
duced. Morson  and  Bussey,1  however,  feel  that 
juvenile  polyps  are  hamartomas  and  that  second- 
ary infection  and  necrosis  occur  and  modify  the 
typical  histology. 

Treatment 

Based  upon  the  data  available,  one  can  treat 
the  juvenile  polyp  as  a benign  neoplasm  without 
malignant  potential.  Removal  is  important  to  re- 
lieve the  lower  gastrointestinal  symptoms  and 
rectal  bleeding,  and  to  confirm  the  diagnosis  his- 
tologically. The  majority  can  be  excised  with 
cold  biopsy  forceps  or  electrothermic  snare 
through  the  sigmoidoscope.  Polyps  low  in  the 
rectum  may  be  prolapsed  through  the  anus  and 
excised  after  pedicle  ligation. 

Fulguration  may  be  implemented  in  sessile 
growths.  Lesions  above  the  peritoneal  reflection 
are  better  dealt  with  via  transabdominal  colot- 
omy  and  polypectomy,  or  short  segmental  resec- 
tion if  the  polyp  has  a broad-based  attachment. 
The  true  recurrence  rate  of  juvenile  polyps  prob- 
ably is  low.  The  “recurrence”  rates  of  up  to  18 
per  cent  reported,8  probably  represent  missed 
lesions  on  initial  examination.  Nevertheless,  fol- 
low-up visits  at  six-month  intervals  for  two  or 
three  years  is  recommended. 

Adenomatous  Polyps 

The  incidence  of  adenomatous  polyps  of  the 
colon  and  rectum  is  generally  acknowledged  to 
be  from  five  to  ten  per  cent  of  the  general  popu- 
lation.14’15’16’17 Most  feel  that  they  occur  at  least 
eight  times  as  frequently  as  villous  adenomas, 
although  some  writers  report  “villous  changes”  in 
up  to  45  per  cent  of  adenomatous  polyps.18 
Whereas  villous  adenomas  have  a high  incidence 
of  malignant  change,  Grinnell  and  Lane19  report 
a 2.9  per  cent  incidence  of  carcinoma  in  adeno- 
matous polyps.  About  26  per  cent  of  the  patients 
have  multiple  adenomatous  polyps,19  and  the 
incidence  of  malignant  change  in  this  group  is 
reported  to  be  12  per  cent20  exclusive  of  familial 
polyposis  patients.  The  extreme  example  of  this 
group  is  the  patient  with  familial  polyposis  with 
hundreds  of  adenomatous  polyps.  There  is  close 
to  100  per  cent  incidence  of  malignant  change  in 
these  patients’  colons  by  the  age  of  40  years.20 

True  adenomatous  polyps  are  extremely  rare 
in  patients  under  the  age  of  20  years.  The  find- 
ing of  an  adenomatous  polyp(s)  in  patients  un- 
der this  age  should  alert  the  physician  to  the 
possibility  of  heredofamilial  polyposis.  The  in- 
cidence of  adenomatous  polyps  increases  after 
the  age  of  20  years  until  the  ninth  decade  of  life. 
Blatt21  noted  that  one-third  were  in  patients  age 


50-69  and  about  one-half  in  the  70-89  age  range. 
There  is  no  apparent  sex  predilection. 

The  majority  of  these  patients  are  asympto- 
matic, with  most  adenomatous  polyps  discov- 
ered on  routine  proctosigmoidoscopy  or  on 
barium  enema  performed  for  other  reasons.  In 
the  symptomatic  patient,  the  most  common  pre- 
senting complaint  is  a modest  or  moderate  degree 
of  rectal  bleeding,  or  anemia  of  unknown  cause. 
Mucous  discharge,  abdominal  pain,  prolapse 
through  the  anus,  and  intussusception  are  rare 
presenting  symptoms.  When  a polyp  is  large 
enough  to  cause  obstructive  symptoms,  it  usually 
is  malignant.19 

One-half  of  adenomatous  polyps  are  found  in 
the  sigmoid  and  28  per  cent  in  the  rectum,  with 
the  remainder  in  the  more  proximal  colon.19 
On  gross  examination,  they  usually  are  peduncu- 
lated, firm  and  vary  in  size  from  one  mm.  to 
several  cm.  in  diameter.  The  bulbous  polyp 
head  is  pink  to  red  in  color,  and  usually  irregu- 
larly lobulated. 

Cole  and  McKalen22  studied  adenomatous 
polyps  histologically  after  the  intravenous  ad- 
ministration of  radioactive  ( Initiated)  thymidine. 
This  is  rapidly  incorporated  into  the  nuclei  of 
epithelial  cells  which  are  synthesizing  DNA 
preparatory  to  undergoing  mitotic  division.  Their 
findings  suggest  that  the  initial  derangement  in 
the  morphogenesis  of  the  adenomatous  polyp  is  a 
shift  in  the  normal  zone  of  cell  regeneration  and 
proliferation  from  the  crypt  bases  to  a more 
superficial  position  in  the  epithelium.  This  is 
followed  by  an  exocentric  growth  pattern  with 
subsequent  tumor  formation  and  epithelial 
growth  occurring  at  the  surface  of  the  neoplastic 
lesion. 

The  early  microscopic  change  is  replacement 
of  some  of  the  lining  cells  of  the  crypts  begin- 
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Figure  4.  Low  power  view  of  an  adenomatous  polyp  show- 
ing increased  chromaticity  and  height  of  the  glands  covering 
the  head  of  the  lesion.  The  vascular  connective  tissue  stalk 
is  an  extension  of  normal  bowel  mucosa. 
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ning  at  the  base,  by  cells  that  are  taller,  more 
slender,  and  more  hyperchromatic  than  normal 
(Figure  4.)  The  nuclei  stain  darkly,  and  there 
are  few  vacuoles  indicative  of  mucin  secretion. 
Mitotic  figures  can  be  abundant.  As  the  lesion 
grows,  one  notes  a vascular  connective  tissue 
stalk  covered  by  mucosa  which  is  an  extension 
of  the  normal  adjacent  mucosa.  This  suggests 
the  pedicle  is  pulled  out  by  peristaltic  traction, 
and  is  not  part  of  the  neoplastic  process.  The 
head  of  the  polyp  consists  of  glands  with  con- 
siderable variability  in  size  and  shape,  but  are 
generally  larger  and  more  basophilic  than  nor- 
mal. 

Polypoid  Adenocarcinoma 

Not  infrequently,  small,  usually  peripheral 
areas  in  the  head  of  the  adenomatous  polyp  dem- 
onstrate marked  pleomorphism,  atypical  glands 
and  cells,  hyperchromatism,  and  frequent  mito- 
sis. This  represents  carcinoma  in  situ.  Truly 
invasive  carcinoma  can  be  diagnosed  only  when 
invasion  is  seen  beneath  the  muscularis  mucosae 
True  stalk  invasion  by  malignant  glands  is  un- 
usual, but  serial  sectioning  of  the  stalk  of  all 
prJyps  is  imperative  to  rule  out  this  possibility. 
Occasionally,  the  surgeon  removes  a polyp  which 
is  grossly  indistinguishable  from  an  adenomatous 
polyp,  and  is  shocked  to  find  that  microscopically 
it  consists  solely  of  carcinomatous  glands.  This 
is  the  so-called  polypoid  adenocarcinoma.  Most 
of  these  lesions  are  broad  and  sessile,  but  occa- 
sionally there  is  a pedicle  present. 

Until  the  work  of  Spratt,  in  1958,23  the  adeno- 
matous polyp  generally  was  considered  to  be  a 
pre-malignant  lesion.  Controversy  has  abounded 
during  the  past  fourteen  years  regarding  this. 
Despite  the  fact  that  the  question  is  not  settled, 
rational  therapy  can  be  carried  out.  Most  would 
agree  that  the  only  treatment  indicated  for  an 
adenomatous  polyp,  or  adenomatous  polyp  with 
carcinoma  in  situ  is  complete  removal  of  the 
polyp  and  stalk  and  fulguration  of  the  base  if  it  is 
removed  transproctoscopically.  Transabdominal 
colotomy  and  polypectomy  or  short  sleeve  re- 
section is  indicated  for  lesions  beyond  the  safe 
reach  of  the  proctoscope.  For  adenomatous 
polyps  with  malignant  invasion  beneath  the 
muscularis  mucosae  or  stalk  invasion,  or  for  the 
so-called  polypoid  adenocarcinoma,  a standard 
cancer  operation  is  mandatory. 

How  should  one  approach  the  suspected  aden- 
omatous polyp?  It  is  advocated  that  all  polyps 
within  the  reach  of  the  sigmoidoscope  be  excised 
and  studied  histologically  by  serial  sectioning  of 
the  polyp  and  stalk.  The  finding  of  malignant 
invasion  beneath  the  muscularis  mucosae  of  the 


stalk  dictates  performance  of  a standard  cancer 
operation,  combined  abdominoperineal  resection 
or  a low  anterior  resection. 

The  practical  problem  posed  by  the  demon- 
stration of  a polyp  more  proximal  in  the  colon  is 
a challenging  one.  In  order  to  justify  trans- 
abdominal surgery  for  colonic  polyps,  the  chance 
of  malignancy  must  outweigh  the  risk  of  surgical 
mortality.  In  spite  of  the  quoted  three  per  cent 
incidence  of  malignancy  in  adenomatous  polyps, 
Welch20  tells  us  that  10  per  cent  of  his  patients 
with  suspected  adenomatous  polyps  proximal  to 
the  reach  of  the  sigmoidoscope  will  have  invasive 
cancer.  Patients  with  multiple  lesions,  obstruct- 
ing lesions,  or  sessile  polyps  also  have  a higher 
rate  of  malignancy. 

The  mortality  rate  of  patients  who  have  oper- 
ations on  the  colon  for  polyps  is  about  two  per 
cent.20  Studies  of  1,041  patients  by  Pagtalunen 
and  associates24  and  Wychelis  and  co-workers25 
revealed  the  absence  of  invasive  cancer  in  all 
adenomatous  polyps  up  to  one  cm.  in  diameter. 
Grinnell  and  Lane19  found  a 1.3  per  cent  inci- 
dence of  malignancy  in  a series  of  1,013  patients 
with  polyps  less  than  one  and  one-half  cm.  in 
diameter.  In  a series  published  by  Lescher  and 
associates26  an  eight  per  cent  incidence  of  in- 
vasive cancer  was  found  in  127  patients  with 
adenomatous  polyps  greater  than  one  cm.  in 
diameter.  Spratt  and  Ackerman27  found  a 
twelve  per  cent  incidence  of  malignancy  in  the 
one  and  one-fourth  to  two  cm.  range. 

One  may  conclude,  therefore,  that  with  small 
asymptomatic,  round,  regular,  and  stalked  poly- 
poid lesions  above  the  reach  of  the  sigmoido- 
scope, the  patient  may  be  safely  followed  by 
barium  enema  every  three  to  six  months.  The 
development  of  safe  fiberoptic  colonoscopy  may 
allow  biopsy  of  these  controversial  lesions  and 
better  follow-up  evaluation.  In  lesions  which 
exhibit  growth,  are  irregular,  greater  than  one 
cm.  in  diameter,  sessile,  or  are  symptomatic, 
laparotomy  is  indicated  and  colotomy  and  polyp- 
ectomy or  short  sleeve  resection  should  be  per- 
formed. Frozen  section  should  be  done,  and 
serial  sections  taken  through  the  stalk.  In  the 
majority  of  cases,  no  further  treatment  is  needed 
but  in  instances  of  invasive  cancer,  standard 
cancer  bowel  resection  should  be  immediately 
performed. 

Follow-up  is  mandatory  for  all  patients.  For 
those  with  malignant  lesions,  particular  attention 
is  paid  to  the  suture  line  area  on  sigmoidoscopy 
and  barium  enema  examinations,  at  initially 
three,  and  then  six-month  intervals.  Periodic 
blood  counts,  liver  function  tests,  and  chest  x-rays 
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should  be  obtained.  For  those  patients  with  be- 
nign lesions,  follow-up  examinations  at  six-month 
intervals  for  at  least  two  or  three  years  is  im- 
portant. In  a small  percentage  of  cases,  new 
adenomatous  polyps  will  develop  within  a short 
period  of  time,  and  in  some  the  size,  location  or 
number  of  them  may  even  dictate  performance  of 
a partial  colectomy. 

Villous  Adenomas 

The  most  challenging  polypoid  lesions  of  the 
colon  and  rectum  to  manage  are  the  villous 
(papillary)  adenomas.  In  Southwood’s28  series 
of  188  cases  of  villous  adenoma,  the  age  range 
of  patients  was  from  28  to  89  years.  The  majority, 
however,  were  in  the  55-80  year  age  range  with 
four  to  three  male  predominance.  These  lesions 
are  very  rare  proximal  to  the  sigmoid  colon. 

The  manner  and  magniture  of  symptoms  are 
highly  variable,  and  indeed  these  lesions  may  be 
asymptomatic.  Two-thirds  of  the  patients  will  pre- 
sent with  bright  red  rectal  bleeding,  and  nearly  as 
many  will  have  complaints  of  mucous  discharge 
or  watery  diarrhea.  Weight  loss  is  reported  in  from 
14  to  45  per  cent  of  patients.28’29  A villous  aden- 
oma of  the  rectum  may  not  commonly  present  as 
a prolapsing  rectal  mass.  As  reported  by  several 
observers,30’31’32  a small  but  important  per- 
centage of  patients  will  present  with  severe  fluid 
and  electrolyte  depletion.  Most  of  these  patients 
are  elderly  (average  of  64  years)  and  may  have 
had  symptoms  for  a considerable  length  of  time 
(average  of  four  and  two-tenths  years).32  The 
most  striking  symptom  in  these  patients  is  a pro- 
fuse watery  rectal  discharge  which  frequently  is 
passed  separately  from  the  normally  formed 
stool.  The  volume  may  approach  three  to  four 
liters  per  day.  In  association,  vague  abdominal 
pain,  tenesmus,  and  tumor  prolapse  may  occur. 
The  excessive  fluid  loss  leads  to  excessive  thirst, 
anorexia,  progressive  weakness,  lethargy,  mental 
confusion,  orthostatic  hvpotension,  extreme  de- 
hydration and  oliguria.  While  the  serum  calcium 
and  phosphorus  remain  normal,  the  urea  nitro- 
gen usually  is  elevated.  Electrolyte  abnormalities 
include  hyponatremia,  hypochloremia  and  hypo- 
kalemia usually  associated  with  decreased  carbon 
dioxide  combining  power,  suggesting  metabolic 
acidosis. 

Mechanisms  Not  Known 

The  physiologic  mechanisms  responsible  for 
the  increased  net  fluid  and  electrolyte  transfer 
into  the  distal  colon  are  not  known.  The  rectal 
fluid  volume  seems  to  correlate  well  with  the 
tumor  size,  surface  secretory  area,  state  of  the 
patient’s  hydration,  and  secretory  cell  activity. 
While  the  sodium  and  chloride  losses  in  the  rec- 


tal fluid  are  nearly  isotonic,  potassium  concen- 
tration is  about  13  times  serum  level,  suggesting 
an  active  electrolyse  transfer  system.30-32’33  Da 
Cuiz  et  al33  suggest  that  net  fluid  and  electrolyte 
transfer  may  be  mediated  by  humoral  secretions 
of  the  villous  adenoma. 

Eighty  per  cent  of  villous  adenomas  of  the 
colon  are  found  in  the  rectosigmoid.29-32  Many 
of  these  will  entirely  encircle  the  lower  bowel 
lumen.  In  spite  of  their  large  size  and  easy 
accessibility',  they  may  be  difficult  to  palpate  due 
to  their  characteristic  soft  texture  and  mobility. 
The  villous  adenoma  usually  is  sessile  with  the 
central  portion  raised  more  than  the  periphery'. 
The  surface  is  soft,  reddish-gray,  fleshy,  and  con- 
voluted, due  to  the  villous  processes  which  pro- 
ject above  the  level  of  the  surrounding  intestinal 
mucosa. 

Microscopically,  these  villi  are  composed  of 
finger-like  projections  of  loose  supporting  vascu- 
lar stroma  covered  bv  a single  layer  of  columnar 
epithelial  cells  (Figures  5,  6,  & 7).  The  epi- 
thelial cells  are  somewhat  longer,  more  slender, 
and  more  darkly  staining  than  the  normal  large 
bowel  mucosal  cells.  They  have  darkly  staining 
elongated  nuclei  and  the  outer  portion  of  the 
cells  contains  less  mucous  than  the  usual  epi- 
thelial cell  and  at  the  tumor  margin,  there  is  a 
transitional  zone  of  low  papillary  growth  where 
villous  tumor  gradually'  merges  with  normal 
bowel  mucosa. 

The  management  of  these  lesions  is  complex, 
but  adherence  to  several  basic  fundamentals 
should  dictate  the  logical  course  of  action.  Oper- 
ative intervention  should  not  be  undertaken  until 
fluid  and  electrolyte  problems,  if  present,  are 
under  control.  Drug  therapy  to  control  lower 
bowel  synuptoms  is  ineffectual. 

Although  a plea  for  conservative  treatment  has 
been  advanced  by  Raminez  and  associates34  and 


Figure  5.  Low  power  photomicrograph  of  a vertical  cross 
section  of  a villous  adenoma  showing  villi  composed  of  a 
loose  connective  tissue  stroma  covered  by  a single  layer  of 
hyperchromatic  columnar  epithelial  cells. 
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others,  most  writers  feel  that  fulguration,  wire 
loop  cautery,  “biting”  them  out,  local  irradiation, 
or  external  irradiation  have  no  place  in  the  defini- 
tive treatment  of  villous  tumors.  They  may  be 
implemented  under  extraordinary  circumstances 
as  temporary  control  measures.  Complete  ex- 
cision of  the  lesion  with  a margin  of  normal  sur- 
rounding tissue  is  the  treatment  of  choice  and 
the  only  curative  procedure.  This  basically  means 
use  of  a wide  local  excision  when  the  tumor  is 
amenable  to  this,  but  large  tumors  frequently 
require  an  extensive  resection.  Evidence  com- 
piled by  many  observers  suggests  that  excision 
with  scalpel  rather  than  use  of  cautery  or  fulgu- 
ration is  preferable.29’35’36 

Incidence  of  Malignancy 

The  incidence  of  malignancy  in  villous  aden- 
omas has  been  reported  in  large  series  to  be  from 
eight  and  one-half  to  69  per  cent29’35’37’38  al- 
though most  would  agree  to  a 30  per  cent  occur- 
rence. This  malignant  change  may  be  manifest 
by  a small  focus  of  anaplasia  or,  at  times,  a 
carcinoma  will  virtually  replace  all  preexisting 
villous  adenoma.  The  villous  adenoma  is  asso- 
ciated with  additional  colon  tumors  about  30 
per  cent  of  the  time  and  a substantial  number  of 
these  will  be  malignant.29 


Figure  6.  High  power  view  of  individual  frond-like  pro- 
jections in  a villous  adenomc. 


The  need  to  establish  whether  a villous  tumor 
is  benign  or  malignant  is  critical.  In  a retrospec- 
tive study  of  21  malignant  villous  adenomas,  17 
were  biopsied  and  only  three  were  positive,  two 
were  doubtful,  and  12  were  negative.28  The  con- 
clusion, therefore,  was  that  biopsy  was  worthless. 
This  is  not  entirely  true  but  it  points  out  the 
need  for  careful  examination  and  sound  clinical 
judgment.  A shotgun  approach  with  random 
biopsies  from  several  portions  of  the  tumor  usu- 
ally is  unrewarding.  The  ideal  manner  to  estab- 
lish the  diagnosis  is  by  excisional  biopsy  of  the 
entire  tumor  if  it  is  sufficiently  small.  Otherwise, 
selective  biopsy  should  be  employed.  Biopsy 
specimens  should  be  taken  from  sites  which  are 
firm,  indurated,  friable  or  ulcerated.  If  one’s 
clinical  suspicion  still  is  toward  cancer  despite 
negative  biopsies  (on  the  basis  of  size,  growth 
rate,  personal  or  family  history),  it  often  is  wise 
to  treat  this  as  a malignant  neoplasm. 

In  the  unusual  situation  in  which  the  tumor  is 
small,  in  the  lower  two-thirds  of  the  rectum,  and 
pedunculated,  it  may  be  removed  by  use  of  a 
snare  through  an  operating  sigmoidoscope.  In 
the  more  common  situation  of  a sessile  lesion,  it 
may  be  excised  in  situ  after  adequate  exposure 


Figure  7.  Junction  between  normal  mucous  secreting  col- 
umnar epithelium  at  right  and  epithelium  of  a villous 
adenoma  at  left. 
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with  a self-retaining  rectal  speculum.  In  this 
case,  the  tumor,  with  a one-half  cm.  margin  of 
normal  appearing  mucosa  is  excised  to  the  mus- 
cular layer.  Closure  should  be  in  a transverse 
manner  in  two  layers. 

Larger  sessile  villous  adenomas  of  the  lowei 
two-thirds  of  the  rectum  can  be  pulled  down 
and  delivered  outside  the  anus.  The  tumor  can 
be  re-examined  for  possible  malignancy.  An  arti- 
ficial stalk  of  normal  mucosa  is  created,  and  can 
be  ligated  and  excised  with  the  lesion.  The  dan- 
ger is  that  the  entire  bowel  wall  may  be  drawn 
down  as  an  artificial  pedicle  and  included  in  the 
ligature,  with  subsequent  pelvic  inflammation 
resulting.  David,39  in  1943,  advocated  splitting 
the  anal  sphincter  posteriorly  for  large  sessile 
rectal  villous  adenomas.  A modified  Lockhart 
Mummery40  posterior  approach  to  the  rectum 
may  be  necessary  to  remove  a segment  of  rectum 
containing  a benign  tumor  too  large  for  local 
excision.  If  faced  with  lower  rectal  lesions  which 
cannot  be  adequately  handled  by  any  of  the  pre- 
viously mentioned  methods,  one  has  two  choices. 
It  has  been  said  that  the  benign  villous  adenoma 
is  an  “ideal  indication”  for  the  abdomino-anal  re- 
section and  pull-through  operation  as  described 
by  Bacon  in  1956.41  This  procedure  must  be 
accompanied  by  a temporary  transverse  colos- 
tomy, as  there  is  a high  incidence  of  leakage 
from  the  sigmoid-anal  anastomosis.  Occasionally, 
however,  one  of  these  patients  may  require  a 
Miles42  A-P  resection  and  permanent  colostomy. 

For  villous  adenomas  above  the  peritoneal 
reflection,  a transabdominal  sleeve  resection  is 
advocated.  This  is  preferred  over  a colotomy 
and  local  excision,  as  it  reduces  the  chance  of 
contamination  and  the  risk  of  implantation,  with- 
out a real  increase  in  morbidity  or  mortality.  The 
lesion  should  be  examined  carefully  in  the  oper- 
ating room  after  removal.  Suspicious  areas  and 
the  basal  portion  should  be  submitted  for  frozen 
section.  Anterior  resection  has  been  employed 


for  lesions  with  their  lower  margins  as  little  as 
seven  cm.  from  the  anus,  as  a one-half  cm.  in- 
ferior margin  of  resection  probably  is  sufficient.28 
The  need  for  caution  is  vividly  exemplified  in 
the  experience  of  Wheat  and  Ackerman.29  They 
had  a patient  with  a microscopically  benign 
villous  tumor  removed  by  colotomy,  only  to 
have  her  return  two  years  later  with  an  en- 
larging left  rectus  mass  under  her  previous  lapa- 
rotomy incision.  Local  excision  revealed  another 
benign  papillary  tumor  similar  microscopically 
to  that  removed  at  colotomy. 

Diagnosis  of  malignant  villous  adenoma  may 
be  made  by  incisional  biopsy  on  permanent  or 
frozen  section,  or  microscopically  after  excision 
of  a clinically  benign  lesion.  Once  the  diagnosis 
is  made,  the  appropriate  cancer  operation  should 
be  earned  out. 

Careful  follow-up  of  all  patients  with  benign 
and  malignant  villous  adenomas  is  necessary. 
Recurrence  is  frequent  in  both  groups.  South- 
wood28  stresses  the  need  for  diligent  follow-up, 
but  notes  that  only  11  of  24  local  recurrences 
took  place  within  one  year,  so  long-term  re- 
evaluation  is  veiy  important.  Although  figura- 
tion is  not  recommended  for  the  primary  care, 
small  local  recurrences  may  be  satisfactorily 
treated  by  this  method.  Not  to  be  overlooked  in 
these  patients  with  an  unstable  epithelium,  is 
an  apparent  increased  incidence  of  a second,  not 
recurrent,  villous  adenoma  elsewhere  in  the  large 
bowel. 

Summary 

The  clinical  importance  and  management  of 
four  common  and  important  polypoid  lesions  are 
outlined.  The  need  for  careful  examination,  at- 
tention to  detail,  sound  clinical  judgment,  reliable 
histologic  evaluation,  and  individualized  therapy 
and  follow-up  are  stressed. 

A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Discretion  in  speech  is  more  than  eloquence. 

Bacon 
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Cataracts  represent  a major  visual  problem, 
particularly  in  patients  after  the  fifth  decade 
of  life.  There  is  no  known  medical  treatment  for 
cataracts;  they  are,  however,  readily  amenable  to 
surgical  removal. 

There  are  three  major  indications  for  removing 
a cataract.  The  first  is  based  on  the  maturity  of 
the  lens  itself.  If  a lens  becomes  hypermature,  it 
may  become  swollen,  causing  secondary  glau- 
coma or  may  leak  proteins  from  the  substance 
of  the  lens,  causing  inflammation  (iritis  or  uvei- 
tis) and  potentially  destroying  the  eye.  Hence,  a 
unilateral  mature  lens  should  be  removed  even 
with  20/20  vision  in  the  fellow  eye. 

The  second  indication  for  removal  of  a uni- 
lateral cataract  of  significant  severity  is  to  pro- 
vide binocular  vision,  a valued  ability  for  those 
patients  engaged  in  active  work,  driving,  or  the 
operation  of  mechanical  equipment.  Extraction 
of  one  lens  when  the  fellow  eye  can  see 
20/20  may  be  indicated  in  the  younger  age 
group  (50’s  - 6'0’s)  but  is  rarely  carried  out  in  the 
retired  age  group,  due  to  the  somewhat  dimin- 
ished visual  needs  of  the  patient. 

The  third  and  most  common  reason  for  catar- 
act extraction  is  to  provide  better  vision.  When 
lens  opacities  limit  the  patient’s  visual  efficiency, 
cataract  extraction  is  considered.  Cataracts  lim- 
iting vision  to  20/40,  or  20/50  in  some  patients, 
would  result  in  significant  vision  loss  if  they  were 
actively  engaged  in  activities  requiring  good  vi- 
sion, e.g.,  reading,  accounting,  driving,  or  other 
activities  requiring  discrimination  of  visual  de- 
tail. Naturally,  the  level  of  vision  required  for 
one  patient  to  perform  his  duties  successfully 
may  be  quite  different  from  that  required  by 
another  patient.  A farmer,  for  instance,  may  func- 
tion very  well  with  20/200  vision;  whereas  an 
accountant  may  experience  considerable  visual 
disability  with  20/40  vision.  The  exact  visual 
level  at  which  a cataract  or  cataracts  should  be 
removed  is  a decision  which  has  to  be  individ- 
ualized for  each  patient  and  discussed  between 
the  patient  and  his  physician. 

Technically,  removal  of  a cataract  is  nearly  al- 
ways successful;  usual  success  rates  are  quoted 
in  the  range  of  96-98  per  cent.  Perhaps  the  real 
skill  involving  the  cataract  patient  rests  in  pro- 
viding the  patient  high  quality  vision  following 
surgery.  Good  visual  efficiency  involves  not  only 


good  visual  acuity,  i.e.,  20/20  on  the  Snellen 
chart,  but  also  adequate  peripheral  vision  and 
patient  comfort,  tolerance  and  acceptance. 

At  this  time,  vision  following  cataract  surgery 
can  be  corrected  either  with  cataract  (aphakic) 
glasses  or  cataract  contact  lenses.  Contact  lenses 
currently  are  available  as  hard  lenses,  which  are 
ground  from  ordinary  plastic  ( Lucite  or  Plexi- 
glass) or  a soft  contact  lens.  The  soft  lens,  cur- 
rently approved  by  the  Food  and  Drug  Admin- 
istration, is  manufactured  by  the  Bausch  and 
Lomb  Company  under  the  name  of  Soflens.® 
This  material  is  generically  polymacron,  a hy- 
drophilic (38  per  cent  water)  polymer.  The  cir- 
cumstances in  which  each  of  these  means  of 
visual  correction  following  cataract  surgery 
would  be  utilized  will  be  described. 

Use  of  Cataract  Glasses 

Cataract  glasses  will  provide  20/20  central  vi- 
sion in  most  postoperative  cases.  They  are  in- 
dicated when  both  eyes  have  undergone  cataract 
surgery,  especially  in  the  older  age  group.  Cat- 
aract glasses  can  be  of  help  also  when  one  eye 
has  undergone  cataract  extraction  and  the  other 
is  limited  in  vision  by  some  sort  of  eye  disease. 
Cataract  glasses  are  not  very  helpful  when  a cat- 
aract has  been  removed  from  one  eye  and  the 
other  eye  has  20/60  vision  or  better.  The  reason 
for  this  last  statement  represents  one  of  the  most 
difficult  concepts  to  explain  to  cataract  patients. 
If  a thick  cataract  lens  is  placed  before  an  op- 
erated eye,  the  image  observed  by  the  patient  is 
magnified  about  30  per  cent.  This  magnification 
is  not  particularly  troublesome  to  the  patient,  un- 
less the  fellow  eye  is  seeing  a normal-sized  image 
through  a regular,  thin  eye-glass.  If  one  eye  is 
seeing  an  object  magnified  by  30  per  cent,  and 
the  other  eye  sees  the  same  object  as  its  normal 
size,  double  vision,  or  diplopia,  will  result.  Nat- 
urally, it  would  be  most  confusing  for  one  eye 
to  see  an  image  of  a man  as  six  feet  tall  and  the 
operated  eye  to  see  the  same  man  as  eight  feet 
tall.  A contact  lens  either  of  the  hard  or  soft 
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variety  magnifies  the  image  only  about  five  to 
six  per  cent,  which  almost  always  permits  the 
fusion  of  a single  image  with  the  fellow,  unop- 
erated eye. 

Further  disadvantages  of  the  cataract  glasses 
are  in  the  heavy  weight  (plastic  lenses  are  pre- 
ferable to  glass  for  this  reason)  and  their  limi- 
tation of  the  peripheral  field  of  vision.  A thick 
cataract  eye-glass  lens  can  provide  perfect  vision 
when  the  patient  looks  through  the  precise  cen- 
ter of  the  lens;  however,  vision  is  greatly  dis- 
torted through  the  edges  of  a thick  lens.  Patients 
particularly  describe  dizziness,  difficulty  in  walk- 
ing, especially  up  and  down  stairs,  and  hesitancy 
to  drive  or  even  cross  streets  by  themselves  be- 
cause of  the  poor  peripheral  vision.  Glasses  are, 
on  the  other  hand,  less  trouble  to  care  for  than 
contact  lenses  and  definitely  indicated  in  the 
older,  more  sedentary  patient. 

Advantages  of  Contact  Lenses 

The  major  advantages  of  contact  lenses  include 
the  ability  of  the  contact  lens  to  provide  binoc- 
ular vision  when  the  fellow  eye  has  normal  or 
near-normal  vision.  The  additional  major  ad- 
vantage involves  the  provision  of  full  peripheral 
vision  with  the  cataract  contact  lenses.  This  peri- 
pheral vision  is  most  important  in  active  pati- 
ents, particularly  those  operating  an  automobile 
or  other  dangerous  machinery.  A contact  lens 
may  be  optically  helpful  in  the  rare  case  in  which 
there  is  considerable  corneal  astigmatism  follow- 
ing cataract  surgery.  In  the  cases  of  patients  who 
can  tolerate  the  extra  trouble  and  inconvenience 
of  inserting  and  removing  contact  lenses,  visual 
quality  and  efficiency  are  greatly  enhanced.  A 
definite  medical  indication  for  such  lenses  exists 
in  contradistinction  to  the  purely  cosmetic  rea- 
son for  contact  lenses  in  myopic  young  girls. 
There  is,  to  be  sure,  a major  cosmetic  advantage 
to  the  cataract  patient  who  wears  paper  thin  con- 
tact lenses  as  opposed  to  thick  cataract  glasses. 
In  these  days  of  greater  awareness  of  the  needs 
and  welfare  of  our  senior  citizens,  many  of  these 
factors  take  on  additional  importance.  The  de- 
cision of  wrhether  a cataract  contact  lens  or  catar- 
act glass  is  better  for  a given  patient  must  result 
from  discussion  between  the  patient  and  his 
ophthalmologist. 

If  a contact  lens  is  used  in  a postoperative  cat- 
aract patient,  it  usually  is  used  only  to  correct 
distant  vision.  In  that  all  accommodative  ability' 
for  near  vision  is  removed  when  the  lens  is  ex- 
tracted, the  patient  is  like  any  advanced  pres- 
byope  and  requires  a stronger  lens  for  reading 
than  for  distance  (a  bifocal  segment  in  the 
glasses).  In  the  cases  of  patients  with  cataract 


contact  lenses,  a bifocal  or  half  reading  glass  is 
nearly  always  required.  The  cataract  contact 
lens  does  not  eliminate  the  need  for  glasses  in 
these  patients  but,  rather,  the  contact  lens  serves 
to  replace  the  natural  crystalline  lens  removed 
from  the  eye  due  to  disease  or  opacity.  These 
glasses  are,  however,  no  thicker  than  ordinary, 
every-day  glasses. 

Cataract  glasses  may  be  necessary  also  in  those 
patients  who  have  been  fitted  with  aphakic  con- 
tact lenses.  Such  glasses  are  necessary'  to  provide 
the  patient  with  the  vision  to  “find  his  contacts” 
and  insert  them.  Glasses  are  necessary  also  for 
emergency  use  by  the  patient  at  times  when  the 
contacts  are  not  in  the  eyes  or  temporarily  lost. 
Indeed,  it  is  more  satisfactory  to  simply  grab  a 
pair  of  glasses  than  to  insert  contact  lenses  for 
those  unexpected,  or  even  frequent,  nocturnal 
trips.  Relatively  inexpensive  stock  or  temporary 
cataract  glasses  ( those  not  ground  especially  for 
the  patient)  sometimes  can  be  utilized  for  this 
purpose. 

Choice  of  Lens  Provided 

Within  the  past  two  years,  the  ophthalmologist 
has  been  provided  with  a choice  as  to  the  kind 
of  contact  lens  to  use  for  his  patient.  The  tradi- 
tional kind  of  hard  contact  lens  is  one  excellent 
choice.  Its  advantages  lie  in  its  relatively  inexpen- 
sive cost,  easy  cleaning  feature,  and  its  ability 
to  correct  corneal  astigmatism.  Many  patients 
can  be  fitted  successfully  and  comfortably  with 
the  hard  lens.  The  major  advantages  of  the  soft 
contact  lens  are  in  patient  tolerance,  comfort  and 
acceptance.  The  soft  lens  centers  easily  on  the 
cornea,  is  accepted  immediately  without  discom- 
fort by  most  patients,  and  can  be  worn  all  the 
waking  hours  without  discomfort  or  irritation  of 
the  eye.  The  soft  lens  is  less  likely  to  cause  any 
damage  to  the  corneal  epithelium  of  the  eye  with 
improper  insertion  or  prolonged  wearing.  Disad- 
vantages of  the  soft  lens  include  its  greater  cost, 
more  cumbersome  sterilization  techniques,  and 
its  inability  to  fully  correct  the  residual  corneal 
astigmatism.  The  last  named  disadvantage  is  min- 
imized as  aphakic  contact  lens  patients  are  fit 
with  bifocals  to  correct  their  near  vision  anyway, 
and  this  residual  astigmatism  can  be  readily  cor- 
rected in  these  glasses. 

As  with  many  medical  situations,  the  visual 
correction  following  cataract  surgery  must  be 
individualized  for  any  given  patient.  As  has  been 
outlined,  there  are  many  factors  which  must  be 
considered  for  any  given  aphakic  patient  to  ob- 
tain the  maximal  visual  efficiency  for  his  needs. 
The  advent  of  the  new,  soft  contact  lens  provides 
one  additional  tool  for  the  ophthalmologist  in 
providing  effective  vision  following  surgery'. 
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TA  ecent  books  have  been  presenting  presumed 
causes,  precipitating  factors  and  diagnoses 
of  mental  illness  in  various  communities.  Social 
Class  and  Mental  Illness 1 deals  with  treatment 
prevalence  in  New  Haven.  A complete  census 
was  made  of  all  patients  under  treatment,  both 
in  the  hospital  or  on  an  out-patient  basis;  these 
included  private  patients  of  psychiatrists  in  the 
town.  The  principal  finding  is  that  the  diagnosis 
and  type  of  treatment  which  a person  receives 
depends  to  a great  measure  upon  his  social 
class.  Lower  social  class  people  are  more  likely 
to  be  called  psychotic  and  hospitalized  for  so- 
matic treatment.  Upper  social  class  people  are 
more  likely  to  be  called  neurotic  and  treated  with 
out-patient  psychotherapy. 

People  of  Cove  and  Woodlot,2  a study  of  Stir- 
ling County,  was  the  first  large-scale  study  of 
true  prevalence.  It  was  done  in  a rural  Canadian 
community  and  used  the  technique  of  presenting 
a questionnaire  to  a sample  of  the  population  and 
judging  mental  health  from  the  answers.  They 
found  much  more  mental  illness  than  was  pre- 
viously supposed.  Prevalence  rates  of  those  show- 
ing significant  impairment  from  mental  disorders 
are  about  20  to  30  per  cent  and  only  17  per  cent 
are  completely  symptom  free. 

Mental  Health  in  the  Metropolis 3 and  Life 
Stress  and  Mental  Health 4 study  both  true  and 
treatment  prevalence  of  mental  disorder.  Treated 
prevalence  was  determined  by  a complete  treat- 
ment census  of  all  hospitals,  clinics,  psychiatrists 
and  psychologists  who  might  serve  people  in  the 
area.  They  found  the  percentage  of  the  popula- 
tion who  are  impaired  due  to  mental  illness  is 
about  20  per  cent.  The  percentage  of  the  popu- 
lation in  whose  cases  no  symptoms  of  mental 
disorders  at  all  could  be  found  was  20  per  cent; 
this  was  similar  to  those  in  rural  Stirling  County. 

The  cases  presented  here  differ  in  locale  and 
diagnosis;  this  presents  an  interesting  contrast 
between  the  two.  One  community  seems  to  sup- 
port and  breed  depression  while  the  other  seems 
dominated  by  schizophrenia.  These  two  commu- 
nities are  within  50  miles  of  one  another.  The 
educational  and  economic  advantages  are  simi- 
lar. The  patients  in  both  communities  were  seen 
by  two  psychiatrists  jointly  so  that  differences  in 
diagnostic  criteria  should  be  minimal. 


In  the  last  year,  treated  patients  in  this  psy- 
chiatric clinic  included  persons  living  within  a 
100-mile  radius  in  the  tri-state  area  of  West 
Virginia,  Kentucky  and  Ohio. 

It  is  of  interest  to  note  that  in  the  one  commu- 
nity the  major  industries  are  railroad,  steel 
manufacture  and  farming.  In  this  particular  com- 
munity, the  major  religions  are  Baptist  and 
Methodist.  Symptoms  of  patients  from  this  area 
were  sleeplessness,  weight  loss,  feeling  of  worth- 
lessness, inferiority  and  suicidal  thoughts.  Social 
activities  in  the  area  are  recreation  in  state  parks, 
going  to  church  and  church-associated  activities. 

In  another  community  approximately  50  miles 
into  the  hills,  the  symptomatology  was  altogether 
different;  fear,  hallucinations  (several  of  dogs 
barking  and  howling  in  the  night),  delusions, 
religious  preoccupation  and  subjective  and  ob- 
jective signs  of  schizophrenia.  The  major  industry 
in  this  area  is  coal  mining.  Religious  denomina- 
tion is  Jehovah’s  Witnesses  or  Catholic.  These 
people  spend  a good  deal  of  their  leisure  time  in 
beer  parlors.  The  outlook  of  this  segment  is  more 
violent  than  that  of  the  other  group;  they  see 
most  situations  on  a life  and  death  basis,  and  one 
of  this  group  had  been  involved  in  a murder. 
These  people  are  within  the  Bible  Belt  and  see 
everything  as  right  or  wrong,  black  or  white. 
They  are  very  uncompromising  in  their  attitudes. 

What  is  there  about  an  area  that  causes  the 
inhabitants  to  take  on  a depressive  mood?  Your 
eyes  tell  you  here  are  about  7,000  people  spread 
out  on  green  hills  and  gentle  valleys  in  $20,000 
homes,  all  built  in  the  last  10  years.  There  are 
roses  blooming,  little  or  no  air  pollution,  a clean, 
clear  sky,  away  from  major  industry  but  close 
enough  to  industry  to  afford  a good  income  for 
the  inhabitant. 

In  the  other  community  their  entire  life  is 
dependent  upon  the  mine,  its  whole  life  revolves 
around  the  routine  of  the  whistles,  the  shifts, 
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the  trains,  and  the  tipple.  The  whole  community 
dances  to  the  tune  of  the  coal  company,  tem- 
pered by  the  effects  of  United  Mine  Workers 
organizations.5  Of  the  population  here,  approxi- 
mately 18  per  cent  have  been  seen  by  a psychia- 
trist (266  are  included  in  this  report),  about  8 
per  cent  greater  than  average,  as  given  by 
Noyes,5  but  similar  to  the  People  of  Cove  and 
Woodlot.  Of  this  18  per  cent,  about  75  per  cent 
or  200  have  a depressive  neurosis,  5 per  cent  or 
13  alcoholic,  5 per  cent  or  13  anxiety  neurosis,  5 
per  cent  or  13  phobic,  5 per  cent  or  13  schizo- 
phrenia, paranoid  type,  and  5 per  cent  or  14 
chronic  brain  syndrome  on  an  atherosclerotic 
basis.  Sexual  division  was  55  per  cent  or  146 
female  and  45  per  cent  or  120  male.  Forty  per 
cent  or  48  of  the  men  worked  on  the  railroad, 
50  per  cent  or  60  men  worked  for  a steel  com- 
pany, and  10  per  cent  or  12  were  farmers.  All  of 
the  females  were  housewives. 


Mazer6  gives  a number  of  patients  with  psy- 
chiatric disorder  as  12  per  cent. 


Psychiatric  Disorders 

Male 

Female 

Psychoneurotic  disorders 

49.6% 

39.5% 

56.0% 

Psychophysiologic  disorders 

30.1% 

32.5% 

28.6% 

Personality  disorders  - 

7.1% 

12.3% 

3.9% 

Chronic  brain  disorders  - 

6.1% 

8.8% 

4.4% 

Transient  situational 
personality  disorders 

3.7% 

3.7% 

3.9% 

Psychotic  disorders 

2.4% 

3.5% 

1.7% 

Mental  deficiency 

1.0% 

0% 

1.7% 

Twelve  per  cent  of  the  population  consulted 
physicians  because  of  psychiatric  problems. 

Silverman7  in  the  epidemiology  of  depression 
gave  the  prevalence  note  for  depressive  psycho- 
sis as  being  less  than  one  per  1,000  population. 
Paykel8  gave  precipitating  factors  of  depressive 
neurosis  as: 

Increased  arguments  with  spouse 
Marital  separation 
New  type  of  work  started 
Change  in  work  conditions 
Serious  personal  illness 
Death  in  immediate  family 
Serious  illness  of  family  member 
Family  member  leaves  home 
Moves 

New  person  in  home 

Major  financial  problems 

Pregnancy 

Unemployment 

Court  appearance 

Childbirth 

Lawsuit 

Why  is  the  community  so  inflicted  with  a de- 
pressive attitude?  Is  it  political?  Hardly.  They 
are  about  equally  divided  Republicans  and  Dem- 
ocrats. Religion- Methodist,  Baptist,  Presbyterian 


and  Church  of  God.  Recreation— state  parks  ( two 
in  area,)  with  swimming,  boating,  picnicking, 
horseback  riding  and  other  family  activity.  They 
have  a skating  rink,  no  obvious  beer  joints  or 
taverns,  no  Woman’s  Clubs  or  Men’s  Lodges. 
There  is  a YFW  Hall.  The  area  is  dry  as  far  as 
purchasing  alcohol  is  concerned. 

Typical  patient:  White  female,  age  32,  married 

14  years,  three  children.  Husband  is  plant  em- 
ployed. Patient  works  part  time  on  the  psychi- 
atric unit  in  a nearby  city  hospital.  Hospitalized 
when  husband  accused  her  of  being  unfaithful. 
Patient  denies  this.  She  has  suffered  from  sleep- 
lessness, loss  of  appetite,  weight  loss,  suicidal 
thoughts;  and  she  gave  a history  of  overdose  of 
medication  in  the  past.  Family  history':  Mother 
died  when  the  patient  was  12.  Father  is  living 
and  well;  father  has  an  alcohol  problem,  and  has 
been  hospitalized  for  treatment.  Patient  is  quite 
sensitive  about  any  drinking.  One  brother,  living 
and  well,  lives  in  another  state.  Patient  has  con- 
sidered suing  for  divorce  but  fears  she  can’t 
support  herself.  She  has  a seventh  grade  educa- 
tion and  no  occupational  skill.  Physically  she  is 
in  good  health,  slightly  overweight.  Patient  re- 
ceived Triavil  and  electroshock  therapy;  marked 
improvement  was  noted. 

The  other  community— population  almost  iden- 
tical. Less  than  10  per  cent  of  the  population  or 
244  people  are  emotionally  ill,  with  20  per  cent 
or  49  alcoholic,  10  per  cent  or  24  depressive  neu- 
rosis, and  70  per  cent  or  171  schizophrenic.  Home 
and  incomes  are  essentially  the  same  as  in  the 
other  community;  85  per  cent  or  94  were  miners, 

15  per  cent  or  16  were  clerks,  postoffice  employ- 
ees, and  farmers.  The  community  was  set  be- 
tween two  hills.  It  was  as  if  the  hills  were 
pushing  in  on  the  population.  The  oppressive 
thoughts  of  the  hills  caving  in— the  miner’s  curse. 

Typical  patient:  White  female,  age  37,  married 
at  age  17  to  a miner  13  years  her  senior.  Husband 
beat  her  and  injured  her  back.  Patient  was  first 
hospitalized  for  backache. 

Patient  was  depressed  and  delusional.  She  felt 
people  were  talking  against  her.  She  had  been 
brought  to  court  by  a neighbor  for  slander. 
Patient  saw  and  heard  dogs  barking  at  night, 
but  she  had  never  found  the  dogs  during  day- 
light hours.  She  has  three  children,  a 14-year-old 
son,  12-year-old  daughter,  and  a 6-year-old  son. 
Her  father  and  mother  are  living  and  well.  She 
has  two  brothers  and  two  sisters  living  and  well. 
She  is  unable  to  do  her  own  housework.  Patient 
tried  to  perform  an  abortion  on  herself  with  a 
catheter  and  laxative  when  she  found  she  was 
pregnant  with  her  last  son;  she  has  considerable 
guilt  feelings  concerning  this.  Her  husband 
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killed  a neighbor  who  was  drunk  and  tried  to 
enter  their  home  because  of  fighting  between 
her  children  and  the  neighbor’s  children;  her 
husband  was  acquitted. 

Physically,  this  patient  has  a constricted  ure- 
thra, endometriosis  and  a fused  spine  from  disc 
surgery.  Patient  belongs  to  Jehovah’s  Witnesses. 
She  has  a high  school  education.  Diagnosis: 
Paranoid  schizophrenia.  Treated  with  Mellaril 
and  psychotherapy.  Prognosis  is  poor. 

This  patient  lives  in  a much  more  isolated 
area  surrounding  her  town.  The  hills  are  higher 
and  the  valleys  deeper  than  those  of  the  other 
community.  The  area  is  filled  with  lawful  and 
unlawful  alcohol;  the  valleys  are  filled  with  stills, 
and  the  blue  smoke  curls  up  from  one  just  over 
the  hill  from  her  home.  This  particular  still  be- 
longs to  a friend  of  her  husband  whom  the 
patient  blames  for  many  of  her  husband’s  faults. 
This  patient  states  she  never  was  allowed  to  be 
free— to  enjoy  her  teenage.  She  was  married  at  17. 
Her  bitterness  is  almost  as  intolerable  as  her 
paranoid  thinking.  She  hates  with  a passion.  She 
ndes  her  home  and  her  sick-thinking  rules  her 
home.  She  states  one  of  her  doctors  tried  to  rape 
her  and  another  made  her  a drug  addict.  She  has 
some  addiction  to  Percodan. 

Both  communities  were  cursed  with  the  repea- 
ted intermarriage  of  cousins;  no  chance  for 
upgrading  the  mentality.  The  changing  role  of 
male  and  female  is  having  a profound  effect  on 
the  folk  culture;  as  the  mountain  man  has  been 
more  and  more  eliminated  from  the  job  market, 
his  strength  being  no  longer  needed,  the  moun- 
tain woman  has  found  her  place  in  hospitals  as 
practical  nurse,  in  assembly  plants  where  her 
nimble  fingers  have  given  her  an  advantage  over 
her  less  social  husband. 

This  case  does  not  (nor  dees  any  other  from 
this  community)  show  the  symptoms  of  isolation 


described  in  Gunderson’s9  article,  who  lists  symp- 
toms as: 

Sleep  disturbance 

difficulty  falling  asleep 
waking  during  night 

Depression 

blue,  lonely,  feeling  people  were  watching  or 
talking  about  them 
preferring  to  be  alone 

Aggression 

feeling  easily  annoyed 
feeling  critical  of  others 
feeling  others  short-tempered 
burning  up  with  anger 

Anxiety 

somatic  complaints 

headaches 

heart  pain 

backache 

nausea 

itching 

What  is  it  about  these  communities  that  de- 
termines the  emotional  climate  of  the  inhabitant? 
The  schizophrenic  leads  a much  more  violent 
life,  exposed  to  the  sudden  death  of  the  miner; 
her  personality  is  more  explosive— as  if  sitting  on 
a powder  keg.  But  what  of  the  quiet  isolated 
hamlet?  Is  depression  born  from  boredom? 

Most  rare  cases?  No,  these  are  merely  two  of 
hundreds  of  patients  seen  in  the  clinic  daily  prac- 
tice. Complete  battery  of  psychological  tests  were 
given  these  patients;  these  test  results  and  clinical 
impressions  were  similar,  and  usually  the  same. 
No  adequate  explanation  of  the  diagnostic  dis- 
tribution is  evident. 

On  visiting  the  two  communities  as  a casual 
observer,  one  cannot  but  feel  more  depressed  in 
the  coal  mining  community.  Then  why  the  ex- 
cessive number  of  patients  with  diagnosis  of 
depressive  neurosis  in  the  other  community?  No 
answer  is  obvious  to  us. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Abnormalities  of  Nerve  Cells 

Strong  evidence  that  abnormalities  of  nerve  cells  are  present  in  patients  with  severe 
mental  illness  is  reported  by  University  of  Chicago  investigators.  They  demon- 
strated abnormalities  in  nerves  connecting  skeletal  muscle  to  the  spinal  cord  in  16  of  24 
psychotic  patients.  Changes  comparable  to  those  found  might  also  be  occurring  in  the 
brain  and  spinal  cord  and  be  related  to  the  cause  of  psychosis  itself,  they  said. 
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The  irritations  of 
day  are  often 
reflected  in  his  lint. 


The  causes  of  irritable  colon  and  the  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di- 
verse  as  the  systemic  and  emotional  irritations 
' - man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
/ times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
colon  must  often  be  diagnosed  by  exclusion. 
Such  diagnostic  exploration  takes  time.  Discov- 
-C^ery  of  the  nature  of  any  emotional  problems  may 
take  more.  During  that  time,  Lomotil  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 


maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


Lomotil 


TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur ; treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
ofatropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d. ; 5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


takes  care  of  the  gut  issue 
in  irritable  colon 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  uital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action— involving  the  doctor, 
the  patient,  the  American 
Cancer  Society  — a partner- 
ship for  life. 


WEST  VIRGINIA  DIVISION,  INC 
325  Professional  Building 
Charleston,  West  Virginia 


»'BUTED  BYTHE  PUBLISHER  AS  A PUBLIC  SERVICE 


A Continuing  Medical  Education  Special! 

Such  sponsors  and  participants  as  the  West  Virginia  State  Medical  Association;  its 
Section  on  Urology;  West  Virginia  Chapter,  American  Academy  of  Pediatrics  and  the 
Department  of  Pediatrics,  Charleston  Area  Medical  Center;  West  Virginia  Division,  Ameri- 
can Cancer  Society;  West  Virginia  Diabetes  Association;  West  Virginia  Thoracic  Society; 
American  Heart  Association,  West  Virginia  Affiliate;  West  Virginia  Tuberculosis  and 
Respiratory  Disease  Association;  West  Virginia  University  School  of  Medicine  and  Alumni 
Association;  West  Virginia  State  Health  Department;  West  Virginia  Chapter  of  the 
Arthritis  Foundation  and  Woman’s  Auxiliary  to  the  Kanawha  Medical  Society. 

are  pleased  to  announce 

“The  Seventh  Mid-Winter  Clinical 

Conference” 

at  the 

Heart-O-Town  Motor  Inn 
Washington  and  Broad  Streets 
Charleston,  West  Virginia 

8 P.M.  Friday,  January  18 
10  A.M.  and  1:30  P.M.  Saturday,  January  19 
10  A.M.  and  1:30  P.M.  Sunday,  January  20 

THE  PROGRAM  again  will  offer  a wide-ranging  clinical  and  educational  experience  for 
the  practicing  physician.  FRIDAY  EVENING,  JANUARY  18,  presentations  will  include  Pro- 
fessional Standards  Review  Organizations  (PSROs)  and  a session  open  to  the  public  on  the 
“battered  child.”  A medically  oriented  battered  child  program  will  follow  SATURDAY 
MORNING,  JANUARY  19,  with  these  other  scheduled  subject  areas:  SATURDAY  AFTER- 
NOON, asthma,  diabetes,  heart  disease  and  hypertension,  diuretic  management;  SUNDAY 
MORNING,  JANUARY  20,  cancer  chemotherapy,  antimicrobial  therapy  and  arthritis; 
and  SUNDAY  AFTERNOON,  obstetrics  and  gynecology,  urology  and  chemotherapy  of 
the  venereal  diseases. 

THE  FACULTY  will  include  outstanding  specialists  in  their  fields  from  various  educa- 
tional and  other  settings,  both  outside  and  from  within  West  Virginia. 

THE  PROGRAM  CO-CHAIRMEN  again  are  Ralph  H.  Nestmann,  M.D.,  and  Joseph  T. 
Skaggs,  M.D.,  both  of  Charleston. 

THE  REGISTRATION  FEE  of  $15  for  the  entire  conference  will  be  charged  all  regis- 
trants except  nurses,  medical  students,  interns  and  residents;  and  will  include  admission  to 
a group  buffet  luncheon  on  Sunday,  January  20.  Advance  registration  is  requested,  and 
please  make  checks  payable  to  “WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  Attendance  will  be  acceptable  for  credit  toward  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association;  and  the  program  also  is  expected 
to  carry  prescribed  credit  by  the  American  Academy  of  Family  Physicians. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  planning  to  spend  one  or  more  nights 
in  Charleston  should  communicate  directly  with  the  reservation  manager  of  the  hotel  or 
motor  inn  of  their  choice,  with  the  conference  headquarters  inn  setting  aside  rooms 
for  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST 
VIRGINIA  STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  1031,  CHARLESTON,  W.  Va. 

25324. 


Please  register  me  for  the  Seventh  Mid-Winter  Clinical  Conference  in  Charleston,  W.  Va., 
January  18-20,  1974.  My  $15  registration  fee  is  (is  not)  enclosed. 

I will  attend  sessions  at  8 P.M.  Friday,  January  18  10  A.M.  Saturday,  Jan- 


uary 19  , 1:30  P.M.  Saturday  10  A.M.  Sunday,  January 

20  1:30  P.M.  Sunday  all  sessions  . 

Name  (please  print)  Specialty 

Address  City 
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BACK  TO  BUSINESS! 

The  holiday  season  with  all  its  beautiful  trimmings  and  wonderful  family 
togetherness  is  behind  us.  Now  we  must  look  forward  to  the  months 
immediately  ahead  which  will  be  filled  with  many  activities  directly 
affecting  every  member  of  the  West  Virginia  State  Medical  Association. 

We  must  be  alert  to  the  fact  that  the  members  of  the  State  Legislature 
will  gather  in  Charleston  early  this  month  for  the  regular  60-day  session. 
At  this  point,  we  don’t  know  how  practicing  physicians  will  be  affected  by 
bills  placed  in  the  hopper — but  please  take  time  to  talk  with  your  elected 
representatives  concerning  any  bills  in  which  we  have  an  interest.  Discus- 
sion on  the  grassroots  level  is  much  more  effective  than  last  minute  and 
hurried  conferences  in  the  hallways  of  the  Capitol  in  Charleston. 

Continuing  medical  education  is  a must!  Make  it  a point  to  attend 
the  Seventh  Annual  Mid-Winter  Clinical  Conference  in  Charleston  Janu- 
ary 18-20.  Drs.  Ralph  Nestmann  and  Joe  Skaggs — along  with  a number 
of  other  interested  individuals  and  organizations — deserve  much  credit 
for  making  this  scientific  program  an  ideal  way  to  keep  abreast  of  modern 
advances  in  the  practice  of  medicine. 

Even  with  the  snow  on  the  ground,  it  is  not  too  early  to  send  in  your 
reservation  form  for  the  107th  Annual  Meeting  at  The  Greenbrier  in  August. 
The  scientific  program  has  been  completed  and  the  names  of  the  speakers 
will  be  publicized  in  future  issues  of  The  Journal.  I can’t  imagine  a better 
place  to  combine  the  best  in  continuing  medical  education  and  recreation 
than  at  this  marvelous  resort  hotel.  Don’t  forget — the  Program  Committee 
has  ruled  there  will  be  no  afternoon  scientific  sessions — but  your  morning 
hours  will  be  occupied  in  absorbing  the  best  there  is  to  offer  in  postgraduate 
medical  education. 

Therefore,  shake  the  snow  off  your  boots  and  prepare  for  a busy  year 
ahead.  We  hope  to  intersperse  some  fun  with  the  many  serious  problems 
during  a period  which  no  doubt  will  prove  crucial  to  all  of  us  in  the  practice 
of  medicine. 


A.  Thomas  McCoy,  M.  D.,  President 
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EDITORIALS 


There  is  a general  belief,  presumably  because 
of  long  hours  of  work,  often  under  stressful  con- 
ditions, that  physicians  have  a life  expectancy 
shorter  than  that  of 

MORTALITY  AMONG  the  general  population. 
PHYSICIANS  Three  rather  extensive 

studies  have  been  re- 

ported on  deaths  of  physicians  which  occurred 
during  the  years  1925,  from  1938  to  1942,  and 
from  1949  to  1951.  The  study  covering  the  years 
between  1938  and  1942  showed  that  the  mor- 
tality' of  physicians  is  about  the  same  as  that 
of  white  males  in  the  general  population.  The 
other  two  studies  suggested  that  the  life  span 
of  physicians  is  considerably  longer  than  the 
average  white  male. 

More  recently,  Williams  et  al.1  reported  a 
cohort  study  ( the  first  of  its  kind  on  physician 
mortality)  on  nine  classes  from  the  Harvard 
Medical  School  roughly  at  ten-year  intervals; 
1923-1924,  1932-1934  and  1942-1944  (two 

classes  were  graduated  in  1943).  In  essence, 
their  findings  confirmed  work  reported  during 
1925  and  from  1949  to  1951,  namely  that  phy- 
sicians live  somewhat  longer  than  other  groups 
in  the  general  population.  The  present  study  was 
done  almost  exclusively  on  specialists,  but  the 
authors  point  out  that  this  is  not  an  important 
factor  since  no  difference  could  be  demonstrated 
when  this  study  group  was  compared  with  the 
total  population  of  physicians. 


Although  the  causes  of  death  were  not  de- 
termined particularly  in  this  group,  it  was  em- 
phasized that  previous  reports  have  shown  that 
the  leading  cause  of  death  in  the  physicians’ 
population  is  diseases  of  the  heart,  particularly 
coronary  artery  disease.  In  fact,  death  from  heart 
disease  is  more  common  in  the  physician  popu- 
lation than  in  control  population  of  white  males. 
There  are  two  other  conditions  which  produce 
death  more  frequently  in  physicians  than  in 
other  people— namely  diabetes  mellitus  and  sui- 
cide. The  latter  accounts  for  from  one  to  three 
per  cent  of  the  total  number  of  physicians’ 
deaths. 

It  is  also  mentioned  in  this  article  that  on  the 
whole  physicians  work  longer  than  other  profes- 
sional groups.  Data  obtained  from  the  1960 
Census  of  the  United  States  population  showed 
that  physicians  and  surgeons  work  48.2  weeks 
during  the  year,  while  the  other  professional 
groups  worked  an  average  of  44.5  weeks.  Another 
figure  is  significant:  in  1965,  office-oriented  phy- 
sicians estimated  they  practiced  55.8  hours  a 
week. 

The  fact  that  the  life  span  of  physicians  ex- 
ceeds that  of  the  average  layman  is  somewhat 
surprising,  for  they  work  long  hours  and  the 
nature  of  their  work  often  makes  significant  emo- 
tional demands.  The  authors  suggest  several 
reasons  to  account  for  the  increased  longevity  ol 
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physicians.  One  factor  stressed  is  that  the  highly 
selective  process  of  medical  schools  admits  pre- 
viously healthy  individuals  from  the  middle  and 
upper  socioeconomic  class  to  the  medical  pro- 
fession. Another  factor  is  that  the  competitive 
academic  training  for  the  M.  D.  degree  effec- 
tively prevents  many  of  those  who  are  in  poor 
health  from  becoming  a physician.  Furthermore, 
as  students  in  college  and  in  medical  school  the 
pre-medical  and  medical  students  probably  re- 
ceive better  medical  care  than  the  general  popu- 
lation for  many  institutions  of  higher  learning 
maintain  excellent  student  health  care  programs. 
Later,  when  the  student  becomes  a member  of 
the  medical  profession,  he  has  easy  access  to  the 
effective  therapeutic  measures  which  his  profes- 
sion can  offer.  It  is  emphasized,  however,  that 
many  physicians  do  not  always  take  advantage 
of  this  latter  situation. 

All  of  the  above  suggestions  are  pertinent  and 
presumably  sum  up  fairly  well  the  possible  rea- 
sons why  physicians  live  somewhat  longer  than 
the  average  layman.  It  is  possible  of  course  that 
there  may  be  still  other  factors. 

1.  Williams,  S.  V.  et  al.  J.  Chronic  Diseases  24:393,  1971. 


Physicians  Urged  to  Help  Parents 
In  S.I.D.S.  Tragedy 

Suddenly,  and  silently,  a baby  dies  in  his  bed, 
for  no  apparent  reason.  When  they  find  him,  the 
parents  reel  under  an  ordeal  of  not  only  grief,  but 
uncertainty.  Was  it  their  fault?  Should  they  have 
watched  the  child  more  closely?  How  could  it  have 
happened?  Unfortunately,  reassurance  and  support 
for  them  are  often  lacking,  and  their  uncertainty  is 
never  resolved,  says  Dr.  Abraham  B.  Bergman  of 
Seattle. 

The  mysterious  disease,  Sudden  Infant  Death 
Syndrome,  kills  about  8,000  infants  a year  in  the 
United  States.  So  far,  there  is  no  way  to  prevent 
the  tragic  occurrence.  But,  Doctor  Bergman  said, 
the  second  tragedy — that  of  emotionally  battered 
parents — can  be  prevented  or  greatly  relieved  with 
help  of  an  understanding  and  compassionate  phy- 
sician, and  public  officials. 

Doctor  Bergman,  president  of  the  National  Foun- 
dation for  Sudden  Infant  Death,  Inc.,  spoke  recently 
to  the  American  Academy  of  Pediatrics,  meeting  in 
Chicago.  Although  the  cause  of  SIDS,  also  known 
as  “crib  death,”  remains  unknown,  he  said,  a great 
deal  of  data  has  been  collected. 

In  just  the  last  decade,  crib  death  has  been  estab- 
lished as  a distinct  disease.  “Secondly,  a whole  host 
of  possible  etiologic  (cause)  theories  were  effectively 
disproven,  among  them  being  allergic,  traumatic 
and  toxic  causes.  Lastly,  viral  upper  respiratory 
agents  were  generally  recognized  as  playing  some 
role  in  the  majority  of  cases.” 


This  also  is  known,  he  said: 

— SIDS  is  more  likely  to  occur  in  males,  of  low 
birth  weight,  in  low  socio-economic  class  families 
(although  it  happens  in  all  families)  and  during 
seasons  of  upper  respiratory  illness.  It  is  uncommon 
before  two  weeks  and  after  six  months  of  age,  with 
peak  incidence  between  two  and  three  months  of 
age. 

— The  victims  seem  typical  of  the  entire  popula- 
tion of  that  age  group.  “There  are  fat  ones,  thin  ones, 
unkempt  ones,  immaculate  ones — all  kinds,”  Doctor 
Bergman  said.  “About  half  of  them  have  symptoms 
of  a cold  in  the  week  before  death.”  Virtually  all  die 
during  sleep,  and  silently. 

The  bed  clothes  are  usually  in  disarray  and  there 
are  other  signs  that  the  infant  died  in  a turbulent 
manner,  as  in  a sudden  spasm  struggling  for  breath. 

Much  research  is  proposed  and  going  cm  into  crib 
death,  some  of  which  will  take  years  and  much 
money  to  complete,  but  which  is  “crucial  if  we  wish 
to  gain  a true  understanding  of  SIDS,”  Doctor  Berg- 
man said. 

More  immediate  good  can  be  done  in  relieving  the 
agony,  and  sometimes  suspicious  hostility,  facing  the 
parents  of  the  child,  he  said. 

In  doing  early  research  on  SIDS,  the  physician 
said,  “I  learned  a few  more  things,  like  the  destruc- 
tion of  families  from  needless  guilt,  and  the  callous- 
ness of  the  medical  profession,  myself  included,  for 
allowing  such  an  enormous  amount  of  psychiatric 
morbidity  (illness)  to  fester  without  lending  a help- 
ing hand. 

“Very  simply,  though  the  disease  can’t  be  pre- 
vented, the  attendant  guilt  reactions  in  surviving 
family  members  can  be  prevented  through  proper 
management.  A physician  has  few  opportunities  to 
accomplish  more  in  the  way  of  preventive  psy- 
chiatry than  when  faced  with  a case  of  SIDS.  Of 
course,  all  families  suffer  tremendous  grief  when 
their  child  dies  of  SIDS,  but  if  an  informed  and 
compassionate  physician  is  at  their  side,  the  pain 
will  diminish  and  they  will  go  on  living.  If  they  are 
left  to  suffer  in  ignorance  and  guilt,  the  results  are 
devastating,  and  in  many  cases  cause  permanent 
emotional  damage.” 

These  are  some  of  the  reasons  such  support  for 
the  families  is  badly  needed,  Doctor  Bergman  said, 
as  revealed  by  a survey  of  158  communities: 

— Autopsies  were  routinely  performed  in  sudden 
infant  deaths  in  only  25  per  cent  of  the  communities 
and  only  when  a crime  was  suspected  in  20  per  cent. 
In  the  others,  it  “depended  on  available  funds  and 
how  hard  the  family  and  private  physician  pushed 
for  an  autopsy.” 

— The  person  certifying  the  cause  of  death  was  not 
even  a physician  in  43  per  cent  of  the  communities 
(thus  to  him  all  deaths  were  a mystery). 

— Although  “it  is  heartless  to  keep  families  in  the 
agony  of  suspense  waiting  to  learn  why  their  baby 
has  died,”  only  39  per  cent  of  families  got  autopsy 
results  in  less  than  a week.  Others  got  them  in  from 
under  a month  to  under  three  months,  but  9 per  cent 
never  got  them  at  all. 
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PSRO  Discussion  To  Launch 
Mid-Winter  Conference 

A practical  discussion  of  what  Professional  Stan- 
dards Review  Organization  (PSRO)  activities  likely 
will  mean  to  the  physician  in  his  day-to-day  prac- 
tice will  be  a feature  of  the  January  18-20  Mid- 
Winter  Clinical  Conference  at  Charleston’s  Heart 
O’  Town  Motor  Inn. 

The  PSRO  workshop  will  be  held  at  8 P.M.  on 
Friday,  January  18,  and 
will  be  led  by  one  who 
has  “been  there”  in 
development  of  closely 
related  programs  — Ex- 
ecutive Administrator  E. 
David  Buchanan  of  the 
Utah  Professional  Re- 
view Organization 
(UPRO). 

Also  on  the  Friday 
night  program  is  a ses- 
sion, to  be  open  to  the 
public,  on  “The  Battered 
Child,”  with  speakers  to 
include  physicians,  a 
school  psychologist,  an 
assistant  Kanawha  County  prosecuting  attorney  and 
a West  Virginia  Department  of  Welfare  representa- 
tive. 

Beginning  on  Saturday  morning,  January  19,  the 
Conference  will  offer  a wide  range  of  clinical  topics 
with  particular  emphasis  on  drug  therapy.  The  pro- 
gram will  have  11  principal  speakers,  with  ample 
time  for  questions  and  group  discussions. 

“The  suggestion  that  the  PSRO  meeting  emphasize 
a give-and-take  between  myself  and  the  audience, 
and  among  the  audience  itself,  is  entirely  consistent 
with  my  views,”  Mr.  Buchanan  observed  in  accept- 
ing an  invitation  to  participate  in  the  January  18 
program.  He  added: 

“I’ll  be  able  to  suggest  answers  to  many  questions 
based  on  our  experience  (with  professional  review) 
in  Utah,  but  I think  the  meeting  will  be  more 
productive  and  useful  if  it  helps  your  physicians  to 
decide  for  themselves  what  the  answers  ought  to  be 
in  West  Virginia.” 

Mr.  Buchanan  has  held  additional  UPRO  respon- 
sibilities as  Director  for  an  Experimental  Medical 
Care  Review  Organization  (EMCRO)  project  carried 
out  in  Utah  from  May,  1972,  to  the  present  with  a 


special  grant  from  the  U.  S.  Bureau  for  Health 
Services  Research  and  Evaluation. 

He  currently  is  a member  of  both  the  PSRO 
Task  Force  on  Rules  and  Regulations  of  the  Ameri- 
can Medical  Association,  and  the  Joint  Task  Force 
on  PSRO  of  the  American  Association  of  Medical 
Society  Executives  and  the  AMA. 

From  1968  to  1972,  Mr.  Buchanan  was  Director 
of  the  AMA’s  Department  of  Health  Care  Financing; 
and  prior  to  1968,  he  spent  10  years  in  various 
positions  in  the  commercial  health  insurance 
industry. 

He  served  as  managing  editor  and  shared  author- 
ship of  the  Peer  Review  Manual  published  by  the 
AMA. 

Another  of  the  Conference’s  speakers,  addressing 
himself  to  “Current  Chemotherapy  of  the  Venereal 
Diseases”  on  the  Sunday  afternoon,  January  20, 
program  will  be  Paul  J.  Wiesner,  M.D.  He  is  Chief 
of  the  Operational  Research  Section,  Venereal 
Disease  Branch,  Bureau  of  State  Services,  at  the 
U.  S.  Center  for  Disease  Control  in  Atlanta. 

Doctor  Wiesner  received  undergraduate  and 
medical  degrees  from  the  University  of  Wisconsin  in 
1963  and  1967,  respectively,  and  is  a native  of 
Wausau  in  that  state.  He  won  Phi  Beta  Kappa 
honors  as  an  undergraduate,  and  also  is  a member 
of  Alpha  Omega  Alpha. 

Doctor  Wiesner  served  an  internship  and  his 
residency  at  Strong  Memorial  Hospital  in  Rochester, 
New  York;  and  is  a Diplomate  of  the  American 
Board  of  Internal  Medicine. 

Physicians  who  have  not  pre-registered  for  the 
Clinical  Conference  still  may  do  so  by  using  the 
form  provided  them  in  an  earlier  mailing;  or  by 
completing  the  same  form  printed  elsewhere  in  this 
issue  of  The  Journal. 

The  conference  is  approved  for  credit  toward  the 
Physician’s  Recognition  Award  of  the  American 
Medical  Association;  and  for  12  hours  of  elective 
credit  by  the  American  Academy  of  Family 
Physicians. 


West  Virginia  PSRO  Area 
The  Medical  Journal  learned  just  before 
going  to  press  that  Federal  officials  have 
designated  West  Virginia  as  a single  Pro- 
fessional Standards  Review  Organization 
(PSRO)  area  under  provisions  of  a 1972 
Congressional  enactment. 


nl  J.  Wiesner,  M.D. 
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Medicaid  Program  Broadened 
To  Medically  Needy 

West  Virginia’s  Medicaid  Program  administered 
by  the  Department  of  Welfare  has  been  broadened, 
effective  this  month,  to  include  additional  state 
residents  classified  as  “medically  needy.” 

Since  July  1,  1986,  the  program  has  provided 
medical  coverage  for  those  individuals  receiving 
money  payments  from  the  welfare  agency,  and 
thus  has  primarily  embraced  those  on  the  public 
assistance  rolls. 

Under  the  expansion,  individuals  and  families 
who  meet  eligibility  requirements  for  a money  pay- 
ment except  for  income  now  will  be  covered.  Per- 
sons in  this  group  are  able  to  provide  for  their 
food,  clothing  and  shelter — but  do  not  have  suffi- 
cient resources  to  pay  for  their  medical  care. 

The  Department  of  Welfare’s  Division  of  Medical 
Care  will  be  distributing  to  physicians  and  other 
providers  under  the  Medicaid  Program  further  spe- 
cific details  about  the  broadened  coverage. 

Those  now  eligible  will  apply  at  welfare  offices 
in  their  counties  of  residence;  and  will  be  issued 
identification  cards  each  month  containing  certifi- 
cate numbers,  initials  and  birthdates  of  those 
eligible,  along  with  periods  of  eligibility. 

The  Department  has  explained  that  program 
benefits  will  be  the  same  for  the  new  group  as  for 
other  eligible  recipients — and  program  coverage 
and  billing  procedures  will  remain  unchanged. 

The  period  of  Medicaid  eligibility  for  the  new 
group  generally  will  be  from  the  first  to  the  last 
day  of  the  current  month.  There  will,  however, 
be  some  exceptions  to  this  general  rule. 

For  example,  Medicaid  coverage  will  be  extended 
up  to  three  months  prior  to  application  for  all 
eligible  recipients.  This  means  that  the  initial 
Medicaid  card  for  this  group  may  reflect  more  than 
one  month’s  coverage  prior  to  the  current  month. 

Also,  Medicaid  coverage  for  medically  needy 
“spend-downers”  will  begin  on  specific  days  in  a 
month,  and  initial  cards  for  this  group  of  eligibles 
will  show  days,  months  and  years. 

“Spend-downers”  are  individuals  and  families 
who  may  not  be  initially  eligible  for  Medicaid  be- 
cause their  income  exceeds  the  medically  needy 
eligibility  standards.  These  persons,  however,  may 
become  eligible  after  application  by  incurring 
medical  expenses  which  equal  or  exceed  their 
excess  income,  in  a process  called  “spend-down.” 


Vietnam  Program  Terminated 

A program  in  which  American  doctors  voluntarily 
served  South  Vietnamese  civilians  during  the  war 
there  has  been  terminated.  The  American  Medical 
Association’s  Physicians  for  Vietnam  Program  op- 
erated for  eight  years.  A total  of  774  physicians 
served  1,029  tours  of  duty,  60  days  long,  in  provin- 
cial or  civilian  hospitals.  One  hundred  and  thirty- 
six  doctors  served  more  than  one  tour,  and  some 
went  back  four  or  five  times. 


Four- Year  Approval  Granted 
Association  CME  Program 

The  West  Virginia  State  Medical  Association’s 
accreditation  program  for  continuing  medical  edu- 
cation has  been  granted  full  approval  for  a four- 
year  period. 

The  approval  was  announced  by  the  Council  on 
Medical  Education  of  the  American  Medical  Asso- 
ciation after  it  reviewed  the  program’s  activities 
during  a one-year  provisional  period. 

The  Council  also  has  approved  provisional  cer- 
tification, for  one  year,  of  a developing  continuing 
medical  education  program  at  the  Beckley  Appa- 
lachian Regional  Hospital. 

The  AMA  unit’s  action  followed  a recommenda- 
tion from  the  State  Medical  Association  and  its 
Committee  on  Medical  Education  and  Hospitals 
after  a survey,  including  an  on-site  visit  by  a 
survey  team,  at  the  hospital. 


New  Corporation  To  Support 
Asthmatic  Youth  Effort 

Allergy  Rehabilitation  Foundation,  Inc.,  of 
Charleston  has  announced  the  formation  of  a new 
non-profit  West  Virginia  corporation  to  assist  in 
educational  and  fund  raising  activities  centered 
about  a summer  camping  program  for  asthmatic 
children. 

The  Foundation  operates  the  camp,  Bronco 
Junction,  which  each  year  draws  children,  staff 
personnel  and  volunteer  physicians/consultants  from 
various  parts  of  the  nation  to  the  Putnam  County 
site. 

Foundation  officials  said  that  the  new  corporation, 
Bronco  World,  Inc.,  will  have  among  its  objectives 
the  development  of  regional  and  local  chapters 
throughout  the  United  States  and  elsewhere  to 
support  the  summer  camp. 


Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  President  of  the  new 
West  Virginia  Medical  Institute.  Inc.,  was  an  intent  observer 
at  sessions  devoted  to  the  new  Professional  Standards  Review 
Organization  (PSRO)  statute  during  the  American  Medical 
Association’s  December  2-5  Clinical  Convention  at  Anaheim, 
California.  Doctor  Weeks  (left)  is  shown  above  with  Mr. 
John  W.  Pompelli  of  Chicago,  a member  of  the  American 
College  of  Surgeons  staff;  and  Dr.  Henry  Simmons,  currently 
heading  the  Office  of  Professional  Standards  Review  (OPSR) 
in  the  U.  S.  Department  of  Health,  Education  and  Welfare  in 
Washington,  D.  C.  The  Medical  Institute  expects  to  seek  an 
HEW  contract  to  implement  PSRO  in  West  Virginia  once 
necessary  Federal  guidelines  for  such  a step  are  provided. 
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Dr.  Richard  W.  Corbitt,  left,  of  Parkersburg  chats  with 
American  Broadcasting  Company  sportsea^ter  Frank  Gifford, 
who  addressed  a luncheon  during  the  15th  National  Confer- 
ence on  Medical  Aspects  of  Sports  at  Anaheim,  California, 
December  1.  Doctor  Corbitt  presided  at  the  Conference  in  his 
role  as  Chairman  of  the  American  Medical  Association’s  Com- 
mittee on  Medical  Aspects  of  Sports.  The  Conference  was 
held  just  prior  to  the  AMA’s  annual  Clinical  Convention. 


Charleston  Meeting  To  Review 
Malpractice  Problems 

A panel  of  attorneys  will  discuss  malpractice 
problems  facing  physicians  and  hospitals  during  a 
special  program  to  be  held  in  Charleston  on  Satur- 
day, January  26. 

The  program,  to  run  from  8 to  10  A.M.,  has  been 
arranged  by  the  medical  staff  of  Charleston  Area 
Medical  Center,  and  will  be  held  in  Room  101  of 
the  administration  building  at  CAMC’s  General 
Division. 

Charleston  attorney  David  D.  Johnson  will  mod- 
erate the  discussion.  The  CAMC  staff  said  that  all 
physicians  and  hospital  administrators  are  invited 
to  attend. 


Student  from  Kanawha  County 
Newest  NYLIC  Scholar 


The  newest  NYLIC  (New  York  Life  Insurance 


Company)  scholar  at  the 
School  of  Medicine  is 
Jerry  W.  Froelich,  a 
first-year  student  and 
son  of  Mrs.  Helen  A. 
Froelich  of  Cabin  Creek, 
Kanawha  County.  WVU 
is  one  of  12  schools  in 
the  United  States  and 
Canada  the  company 
selected  for  the  program, 
begun  in  1966,  which 
covers  tuition,  books, 
room,  board,  fees  and 
equipment  for  one  stu- 
dent in  each  of  four 
classes. 

Other  WVU  NYLIC 


West  Virginia  University 


Jerry  W.  Froelich 


scholars  are  Curtis  A.  Chambers,  a senior,  and 
Robert  W.  Rectenwald  II,  a junior,  both  of  Charles- 
ton, and  Thomas  Csencsitz,  a sophomore  from 
Morgantown. 


Doctor  Hoffman  Honored 
By  Surgeons’  Section 

Dr.  C.  A.  (Carl)  Hoffman  of  Huntington,  immed- 
iate Past  President  of  the  American  Medical  As- 
sociation, has  received  an  honorary  degree  repre- 
senting the  highest  award  bestowed  by  the  United 
States  Section  of  the  International  College  of  Sur- 
geons. 

Doctor  Hoffman  was  honored  during  an  annual 
convocation  in  Chicago  in  November.  He  addressed 
the  organization  on  “International  Aspects  of  Mal- 
practice” in  his  role  as  Chairman  of  a new  U.S. 
organization,  the  Medical  Liability  Commission. 


West  Virginia’s  two  Delegates,  Drs.  Frank  J.  Holroyd  of  Princeton  (seated)  and  Dr.  Richard  E.  Flood  of  W'eirton, 
compare  notes  in  the  left  photo  above  before  a meeting  of  the  House  of  Delegates  at  the  American  Medical  Association’s 
Clinical  Convention  December  2-5  in  Anaheim,  California.  In  the  center  photo.  Dr.  C.  A.  (Carl)  Hoffman  (right)  of  Hun- 
tington, Immediate  Past  President  of  the  AMA,  is  shown  with  Dr.  E.  Bryce  Robinson,  Jr.,  of  Birmingham,  Alabama, 
AMA  Vice  President,  and  Dr.  John  H.  Budd  of  Cleveland,  Ohio,  an  AMA  Trustee.  At  the  right  is  Dr.  Russell  B.  Roth, 
the  AMA  President  from  Erie,  Pennsylvania. 
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Fourteen  Receive  Certificates 
After  Paramedic  Course 

Fourteen  members  of  the  Southern  West  Virginia 
Regional  Health  Council’s  Emergency  Care  Program 
have  been  certified  by  the  Medical  Licensing  Board 
of  West  Virginia  to  serve  as  paramedics. 

Dr.  N.  H.  Dyer,  West  Virginia’s  Director  of 
Health,  said  that  the  14  completed  the  curriculum 
required  for  certification  in  a pilot  program  he 
termed  very  successful. 

The  new  graduates  can,  when  in  voice  communi- 
cation with  a physician,  administer  certain  medi- 
cations and  initiate  intravenous  therapy.  They  may 
defibrillate  pulseless  patients  without  voice  contact. 

Doctor  Dyer  said  that  other  courses  in  the  para- 
medic training  program  were  under  way  in  Charles- 
ton, Elkins  and  West  Union.  Additional  ones  are 
anticipated  in  Parkersburg,  Clarksburg,  Morgan- 
town, Philippi  and  Beckley. 

Over  the  past  two  years,  Doctor  Dyer  added, 
more  than  2,000  persons  have  completed  the  81-hour 
basic  Emergency  Medical  Technicians  (EMT) 
Course  offered  in  the  state.  They  have  included 
personnel  from  volunteer  ambulance  organizations, 
private  ambulance  providers  and  non-profit  ambu- 
lance organizations. 

Currently,  the  Office  of  Emergency  Health  Ser- 
vices is  conducting  15  EMT  training  programs  in 
various  parts  of  the  state. 


The  State’s  first  mobile  intensive  care  paramedic,  Dave 
Harman  (center)  of  Princeton,  receives  congratulations  from 
Frank  J.  Holroyd,  M.D.  (right),  Chairman  of  the  Medical 
Licensing  Board  of  West  Virginia  and  also  a Princeton  resi- 
dent. Looking  on  at  the  left  is  N.  H.  Dyer.  M.D.,  M.P.H., 
Director  of  the  West  Virginia  Department  of  Health.  Harman, 
a former  military  service  medic,  is  employed  by  the  Emer- 
gency Care  Program  of  the  Southern  West  Virginia  Regional 
Health  Council,  an  agency  which  conducts  a comprehensive 
health  care  program  in  nine  counties  in  Southern  West 
Virginia. 


Dr.  Thomas  P.  Long  Citetl 

The  Logan  County  Chapter  of  the  American  Red 
Cross  has  cited  Dr.  Thomas  P.  Long  of  Man  as  a 
“prime  example  of  compassion  in  action”  for  his 
service  during  the  February,  1972,  Buffalo  Creek 
flood  disaster  in  which  125  persons  died. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 
and  district  medical  meetings  scheduled  in  the 
coming  months. 

1974 

Jan.  6-8 — See.  of  Gyn.  Oncol.,  Key  Biscayne,  Fla. 
Jan.  18-20 — Mid-Winter  Clinical  Conf.,  Charleston. 
Jan.  19-23 — Am.  Acad.  Allergy,  Bal  Harbour,  Fla. 
Jan.  19-24 — Am.  Acad.  Ortho.  Surgeons,  Dallas. 

Jan.  20-24 — James  C.  Kimbrough  Urol.  Sem.,  Silver 
Spring,  Md. 

Jan.  21-23 — Hemophilia  (N.  Y.  Acad,  of  Sciences  & 
Natl.  Hemo.  Found.)  N.  Y. 

Jan.  25-27 — So.  Rad.  Conf.,  Point  Clear,  Ala. 

Jan.  25-27 — AMA  Natl.  Leadership  Conf.,  Chicago. 
Jan.  28-30 — Soc.  of  Thoracic  Surgeons,  L.  A. 

Feb.  1-3 — AMA  Council  on  Med.  Educat.  Congress, 
Chicago. 

Feb.  10-16 — Am.  Soc.  of  Contemp.  Ophthal.,  Miami 
Beach. 

Feb.  10-16 — Am.  Soc.  of  Ccntemp.  Med.  & Surg., 
Miami  Beach. 

Feb.  11-14— Am.  Coll.  Card.,  N.  Y. 

Feb.  13-16 — National  Assn.  Med.  Examiners,  Dallas. 
Feb.  14-16 — Soc.  Univ.  Surgeons,  St.  Louis. 

Feb.  24-28— Med.  Soc.  State  of  N.  Y.,  N.  Y.  City. 
Mar.  1-3 — Student  Am.  Med.  Assn.,  Dallas. 

Mar.  7-9 — Central  Surg.  Assn.,  Cincy. 

Mar.  15-17 — AMA-AMPAC  Pub.  Affairs  Workshop 
Washington,  D.  C. 

Mar.  22-23 — Am.  Assn,  of  Ob. -Gyn.,  Los  Angeles. 
Mar.  24-25 — Am.  Soc.  Clinical  Pharmacology  and 
Therapeutics,  Maui,  Hawaii  (San  Francisco, 
Mar.  28-29). 

Mar.  25-27 — Am.  Coll.  Surgeons,  Houston. 

Mar.  28-29 — Am.  Bd.  Med.  Specialties,  Chicago. 
Mar.  29-April  3 — Am.  Soc.  Abdom.  Surgeons,  Las 
Vegas. 

Mar.  31 — April  5 — Am.  Coll.  Physicians,  N.  Y. 

April  1-5 — Am.  Coll,  of  Rad.,  New  Orleans. 

April  5-7 — W.  Va.  Chapter,  AAFP,  Charleston. 

April  17-19 — Maryland  Medical,  Baltimore. 

Ap-il  '7-20 — W.  Va.  Acad,  of  Ophth.  and  Otol., 
White  Sulphur  Springs. 

April  20-25 — Am.  Assn,  of  Neur.  Surg.,  St.  Louis. 
April  22-24 — .Am.  Assn  Thcracic  Surgery,  Las 
Vegas. 

April  22-25 — Am.  Acad.  Pediatrics,  Bal  Harbour, 

Fla. 

April  22-27 — Am.  Acad,  of  Neur.,  San  Francisco. 
April  29-May  2 — Am.  Coll.  Ob. — Gyn.,  Las  Vegas. 
May  1-3 — Am.  Surg.  Assn.,  Colorado  Springs. 

May  1-4 — W.  Va.  Chapter,  ACS,  White  Sulphur 
Springs. 

May  12-15 — Am.  Thoracic  See.,  Cincy. 

May  12-15 — S.  Carolina  Med.  Assn.,  Myrtle  Beach. 
May  12-15 — Ohio  State  Med.  Assn.,  Cleveland. 

May  12-16 — Am.  Assn.  Plastic  Surgeons,  Seattle. 
May  16-18 — Childhood  Cancer,  Dallas. 

May  17-18 — Am.  Assn.  Clin.  Urologists,  St.  Louis. 
May  19-22 — Am.  Ophthal.  Soc.,  Hot  Springs,  Va. 

Aug.  21-24 — 107th  Annual  Meeting,  VV.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF 


William  D.  Keck,  M.  D. 
Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 

James  P.  King, 

Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 

Carl  McGraw,  Ph.  D. 


Delano  W.  Bolter,  M.  D. 
Edward  E.  Cale,  M.  D. 
Terkild  Vinding,  M.  D. 

M.  D.  (Emeritus) 

Don  Phillips,  Administrator 
George  K.  White 
Asst.  Administrator 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

Twice  the  light  intensity  of  conventional 
instruments 

Twice  the  life  between  lamp  replacements 
Superior  color  fidelity — closer  to  natural 
sunlight 

Higher  percentage  of  initial  output  throughout 
lamp  life 

Distinctive  black  chrome  rechargeable 
battery  handles 


Ask  for  a demonstration. 

HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 

CHARLESTON,  WEST  VIRGINIA 


the  smooth  road 
to  thyroid  replacement 

therapy; 

Synth  roid  is  T4. 

It  provides  your  patients  with 
what  is  needed  for  eoniplete 
thyroid  replacement  therapy. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  lor  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison's  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 


should  be  administered  with  caution  to  patient 
with  cardiovascular  disease;  development  c 
chest  pains  or  other  aggravations  of  cardiova: 
cular  disease  requires  a reduction  in  dosage. 
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Contraindications:  Thyrotoxicosis,  acute  myocai 
dial  infarction.  Side  effects:  The  effects  of  SYfi 
THROID  (sodium  levothyroxine)  therapy  are  slot 
in  being  manifested.  Side  effects,  when  they  d 
occur,  are  secondary  to  increased  rates  of  bod 
metabolism;  sweating,  heart  palpitations  witl 
or  without  pain,  leg  cramps,  and  weight  loss 
Diarrhea,  vomiting,  and  nervousness  have  als 
been  observed.  Myxedematous  patients  witl 
heart  disease  have  died  from  abrupt  increase 
in  dosage  of  thyroid  drugs.  Careful  observatioi 
of  the  patient  during  the  beginning  of  any  thy 
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It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs. L 2 


1 Synthroid  is  T4. 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3 T4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 


In  most  cases  with  side  effects,  a reduction  of 
sage  followed  by  a more  gradual  adjustment 
ward  will  result  in  a more  accurate  indication 
the  patient's  dosage  requirements  without  the 
pearance  of  side  effects. 


sage  and  Administration:  The  activity  of 
D.l  mg.  SYNTHROID  (sodium  levothyroxine) 
BLET  is  equivalent  to  approximately  one  grain 
rroid,  U.S.P.  Administer  SYNTHROID  tablets 
a single  daily  dose.  In  hypothyroidism  with- 
t myxedema,  the  usual  initial  adult  dose  is 
1 mg.  daily,  and  may  be  increased  by  0.1  mg. 
sry  30  days  until  proper  metabolic  balance  is 
ained.  Clinical  evaluation  should  be  made 
jnthly  and  PBI  measurements  about  every  90 
ys.  Final  maintenance  dosage  will  usually 
nqe  from  0.2-0. 4 mo.  dailv.  In  adult  mvxedema. 


7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy 

I Synthroid 

(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
dav.  a reDeat  iniection  of  100-200  men  mav  he 
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WVU  Medical  Center 
-News  - 


Dr.  John  H.  Vaughan,  noted  rheumatologist  and 
immunologist  of  the  Scripps  Clinic  and  Re- 
search Foundation  of  La  Jolla,  California,  will  be 
the  Alpha  Omega  Alpha  Visiting  Professor  at  the 
West  Virginia  University  School  of  Medicine,  Janu- 
ary 14-18. 

Doctor  Vaughan,  a native  of  Richmond,  Virginia, 
graduated  from  Harvard  College  (cum  laude)  in 
1942,  and  from  Harvard  Medical  School  in  1945. 
After  completing  his  medical  internship  and  resi- 
dency at  Peter  Bent  Brigham  Hospital,  he  was  a 
national  research  fellow  in  the  laboratory  of  Dr. 
Elvin  A.  Kabat  of  Columbia-Presbyterian  Medical 
Center,  New  York  City;  Assistant  Professor  of 
Medicine  at  the  Medical  College  of  Virginia,  and 
Associate  Professor  and  Professor  of  Medicine  at 
the  University  of  Rochester  Medical  School.  In 
1970,  he  became  Chairman  of  the  Clinical  Divisions 
of  Scripps  Clinic  and  Research  Foundation  plus 
Adjunct  Professor  of  Medicine  at  the  University  of 
California  at  San  Diego. 

Doctor  Vaughan  is  a member  of  the  American 
College  of  Physicians,  American  Association  of 
Immunologists,  American  Academy  of  Allergy, 
American  Federation  for  Clinical  Research,  Ameri- 
can Rheumatism  Association,  American  Society  for 
Clinical  Investigation,  Association  of  American 
Physicians,  Infectious  Diseases  Society,  San  Diego 
County  Medical  Society,  Western  Association  of 
Physicians  and  the  Western  Society  for  Clinical 
Research. 

His  honors  include  AO  A;  Sigma  Xi;  President, 
American  Academy  of  Allergy,  1966-67;  and  Presi- 
dent, American  Rheumatism  Association,  1970-71. 

He  also  has  served  as  a member  of  the  General 
Medicine  and  the  Allergy  and  Immunology  Study 
Section  of  NIH,  Chairman  of  the  Subspecialty 
Board  of  Allergy  of  the  American  Board  of  In- 
ternal Medicine  and  on  the  editorial  boards  of 
Arthritis  and  Rheumatism,  Journal  of  Allergy, 
Journal  of  Clinical  Investigation,  Journal  of  Im- 
munology, Annals  of  Internal  Medicine  and  Journal 
of  Infectious  Diseases. 

While  at  WVU,  Doctor  Vaughan  will  deliver  the 
Annual  AOA  Lecture  an  January  14  at  4 P.M.  He 
also  will  be  spending  time  with  the  Departments 
of  Medicine,  Surgery,  Pediatrics  and  the  Basic 
Sciences. 

All  interested  persons  are  cordially  invited  to 
attend  any  of  the  week’s  activities. 

HELP  HOTLINE  Service 

To  enhance  the  quality  of  its  service  to  patients, 
their  families,  visitors  and  staff,  West  Virginia  Uni- 
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• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


versity  Hospital’s  administration  has  installed  a 
HELP  HOTLINE. 

Purpose  of  the  new  program  is  to  provide  quick 
answers  to  questions  and  assistance  in  resolving 
University  Hospital-related,  non-medical  problems 
such  as  admission  arrangements,  discharge  policy, 
billings,  insurance,  housing  or  parking. 

Posters,  signs  and  “take  home”  cards  in  heavily 
used  areas  of  the  building  inform  the  public  of  the 
administration’s  personal  and  special  telephone  ser- 
vice, located  in  and  operated  by  staff  members  of 
the  hospital’s  Social  Service  Department. 

When  someone  telephones  293-HELP  (4357),  the 
message  is  recorded  and  relayed  to  the  appropriate 
administrative  officer  for  prompt  action. 

Since  the  Social  Service  Department  at  Univer- 
sity Hospital  has  always  provided  assistance  of  this 
type  to  patients  and  their  families,  its  staff  mem- 
bers are  informed  and  experienced  and  can  solve 
many  callers’  problems  immediately. 

University  Hospital’s  HELP  HOTLINE  functions 
24  hours  a day.  From  8 A.M.  to  5 P.M.,  it’s  based 
in  Social  Service.  At  all  other  times,  messages  are 
received,  recorded  and  relayed  from  the  HOTLINE 
extension  in  the  hospital’s  admissions  office. 

Assistant  Dean  Named 

John  Arlen  Thomas,  Professor  of  Pharmacology, 
has  been  named  Assistant  Dean  of  the  West  Vir- 
ginia University  School  of  Medicine. 

In  his  new  position,  Doctor  Thomas’  first  major 
task  will  be  to  assist  in  Basic  Sciences  planning. 
His  office  will  remain  in  the  Department  of  Pharma- 
cology. 

In  addition  to  his  administrative  duties,  Doctor 
Thomas  hopes  to  continue  development  of  his  re- 
search interests  in  endocrine  pharmacology. 

Doctor  Thomas  has  published  more  than  100 
scientific  articles  and  is  the  co-author  of  a recently 
published  book,  “Synopsis  of  Endocrine  Pharma- 
cology.” He  also  is  the  co-editor  of  the  soon-to-be- 
released  annual  series,  “Advances  in  Sex  Hormone 
Research,”  which  contains  a collection  of  scientific 
papers  from  internationally  recognized  endocrin- 
ologists. 

A graduate  of  the  University  of  Wisconsin,  Doc- 
tor Thomas  received  his  master’s  and  doctoral  de- 
grees from  the  State  University  of  Iowa. 
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Protecting 
a reputation  is 
as  important 

building  one. 


That’s  why  there’s  a special 
program  for  loss  control  and 
education  in  the  WVSMA  Liability 
nsurance  Package  from  /Etna 
Life  & Casualty.  How  does  it  help 
you?  By  giving  you  information 
on  losses.  Information  about  actual 
claims  and  suits,  potential  sources 
and  causes  of  malpractice,  even 
suggestions  as  to  how  claims  might 
be  prevented.  When  you're  better 
informed,  you’re  better  able  to 
avoid  a malpractice  incident  and 
thus  protect  your  reputation.  What’s 
more,  your  total  insurance  costs 
may  be  significantly  reduced 
through  a special  dividend  feature. 

Of  course,  you  also  get  broad 
liability  protection  under  /Etna’s 
5^  plan.  Protection  that  includes 
professional,  office  premise  and 
catastrophe  liability.  It  can  even  be 
extended  to  cover  your  professional 
equipment.  Find  out  more  about 
this  important  package  of  liability 
nsurance.  It’s  officially  endorsed 
and  recommended  by  the  West 
Virginia  State  Medical  Association. 
Contact  your  WVSMA  office  or 
your  nearest  /Etna  Life  & Casualty 
agent. 


The  Month 


in  Washington 


Two  more  major  national  health  insurance 
proposals  have  been  thrown  into  the  Con- 
gressional hopper,  bringing  the  total  to  eight  with 
at  least  two  more  waiting  in  the  wings,  including 
that  of  the  Administration. 

Chairman  Harley  O.  Staggers  (D-W.Va.)  of  the 
House  Commerce  Committee  has  introduced  his 
own  national  health  insurance  proposal  (NHI), 
saying  hearings  will  be  held  on  his  bill  in  the 
coming  year. 

The  second  new  NHI  proposal  came  from  Senate 
Republican  leader  Hugh  Scott  (R-Pa.)  and  Charles 
Percy  (R-Ill.). 

Staggers’  National  Comprehensive  Health  Benefits 
Act  of  1973  would  provide  comprehensive  health 
care  benefits  and  complete  protection  against  the 
costs  of  catastrophic  illness  to  all.  It  would  be 
financed  by  a combination  of  contributions  from  em- 
ployers, the  federal  government  and  individuals, 
scaled  to  income.  The  federal  funds  are  for  health 
insurance  and  catastrophic  illness  benefits  for  the 
poor  and  near-poor. 

The  introduction  came  shortly  before  hearings 
on  NHI  by  the  Commerce  Subcommittee  on  Public 
Health  and  Environment. 

It  is  the  first  major  NHI  proposal  to  be  referred 
to  the  Interstate  and  Foreign  Commerce  Committee 
rather  than  the  Committee  on  Ways  and  Means, 
Staggers  noted,  adding  that  it  is  the  first  NHI 
proposal  by  a chairman  of  a major  committee  in 
the  House. 

Major  features  of  the  proposal,  as  described  by 
Staggers: 

— a strong  role  for  state  governments  in  the 
development  and  administration  of  the  pro- 
gram; 

— incentives  for  the  creation  and  use  of  Health 
Maintenance  Organizations; 

— a six-year  transitional  period  for  orderly  de- 
velopment; 

— the  use  of  existing  private  health  insurance 
carriers  for  administration  of  the  insurance 
provisions; 

— and  the  fact  that  the  program  builds  on, 
rather  than  federalizing,  the  existing  health 
care  system. 

The  bill  provides  that  newly  created  State 
Health  Commissions  (SHC’s)  would  be  responsible 
for  the  actual  administration  of  much  of  the  pro- 
gram, including  standard  setting  and  quality  con- 
trol, assisting  in  the  development  of  Health 
Maintenance  Organizations  (HMO’s),  and  adminis- 
tration of  some  of  the  insurance  provisions. 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


Existing  private  health  insurance  carriers  would  be 
used  to  underwrite  most  of  the  legislation’s  insur- 
ance benefits.  The  development  and  use  of  HMO’s 
would  be  encouraged  through  additional  direct 
development  assistance  and  through  a 10  per  cent 
federal  subsidy  of  HMO  premiums. 

Within  two  years  of  enactment  all  aged,  low  in- 
come and  unemployed  individuals  and  families 
would  be  provided  coverage  for  basic  health  ser- 
vices. Within  four  years  of  enactment,  all  individ- 
uals and  famihes  would  be  provided  coverage  for 
basic  health  services  and  the  costs  of  catastrophic 
illness.  Within  seven  years  of  enactment,  all  individ- 
uals and  families  would  be  provided  coverage  for 
comprehensive  health  care  benefits  and  the  costs  of 
catastrophic  illness. 

Senator  Scott  said  his  two-part  “Health  Rights 
Act”  would  provide  for  in-patient  protection  for 
all  persons  suffering  major  illness,  and  would  set 
up  an  out-patient  health  maintenance  insurance 
plan.  It  would  replace  both  the  Medicare  and 
Medicaid  programs  now  in  effect. 

Under  the  Scott-Percy  Health  Rights  Act,  both 
the  in-patient  and  out-patient  plans  would  be 
administered  by  insurance  carriers  or  other  public 
or  private  agencies  on  a regional  basis,  under  con- 
tract with  the  newly  created  Office  of  Health  Care 
within  the  Department  of  Health,  Education  and 
Welfare. 

The  in-patient,  “major  illness”  protection  differs 
from  traditional  catastrophic  plans  by  covering  all 
costs  above  each  family’s  health  cost  ceiling,  which 
is  determined  by  a formula  taking  into  account 
both  family  income  and  family  size.  Money  for 
the  plan  would  be  financed  in  part  through  the 
present  health  insurance  portion  of  Social  Security 
payroll  taxes  and  in  part  through  general  revenues. 

The  out-patient  plan  would  be  financed  in  part 
through  family  premium  payments  which  would  be 
supplemented  in  whole  or  part  with  federal  pay- 
ments for  low-income  families.  Employers  could 
arrange  to  finance  all  or  part  of  their  employees’ 
premiums. 

The  Act  would  also  establish  a two-year,  Presi- 
dentially  appointed  “Health  Delivery  Committee” 
to  study  the  current  and  long-range  needs  for 
medical  personnel  and  facilities.  It  would  make 
recommendations  to  the  President  and  Congress. 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 
EDWARD  J.  FLYNN.  M.  D. 
R.  A.  RANA,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  H1LLIER,  M.  D. 

E.  L.  GAGE,  JR  , M.  D 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 
e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D 
M.  S.  HAJJAR,  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER,  M.  D 
H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D 

R.  O.  ROGERS,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR.,  M.  D 
JOHN  J.  BRYAN.  M.  D 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING,  M.  D. 
BRENNAN  PURKALL,  JR.,  M.  D 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 

JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 
Phone:  l-(304)-343-4371 


OPHTHALMOLOGY 

Edwin  M.  Shepherd,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Milton  J.  Lilly,  Jr.  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Robert  E.  O'Connor,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Moseley  H.  Winkler,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Retinal  Surgery 

Fluorescein  Angiography 

Argon  Laser  Photocoagulation 

Contact  Lenses 

Strontium  90  Beta  Irradiation 


OTOLOGY 

William  C Morgan,  Jr.,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

OTOLARYNGOLOGY 

Romeo  Y.  Lim,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

Micro-surgery 
Maxillo-facial  Surgery 
Reconstructive  Surgery 
Head  & Neck  Surgery 
Cryosurgery 
Endoscopy 
Oncology 

OPHTHALMOLOGY  and 
OTOLARYNGOLOGY 

John  B.  Haley,  M.D. 

John  A.  B.  Holt,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 


Ancillary  Services 

Orthoptics 

Visual  Fields — Flow  Studies 

Laboratory 

X-ray 

Audiometry 

Audiology 

Nancy  McClung,  M.S. 

Anesthesia 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 
Muriel  Dodds,  CRNA 
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Obituaries 


A.  DAVID  BELTON,  M.  D. 

Dr.  A.  David  Belton,  who  practiced  in  the  Beck- 
ley  area  for  45  years  before  his  retirement  in  1972, 
died  on  November  12  in  a Beckley  hospital.  He 
was  75. 

A native  of  Palatka,  Florida,  Doctor  Belton  was  a 
graduate  of  Lincoln  University  in  Pennsylvania  and 
received  his  M.  D.  degree  in  1926  from  Howard 
University  College  of  Medicine  in  Washington,  D.  C. 
He  interned  at  Freedmen’s  Hospital  in  Washing- 
ton, D.  C. 

After  a short  period  of  practice  in  Mt.  Hope, 
Doctor  Belton  began  practice  in  Beckley  in  1927. 
He  had  been  the  staff  physician  and  instructor  of 
nurses  in  neurology  and  psychiatry  at  Providence 
Hospital  in  Bluefield  from  1928  through  1934,  a 
member  of  the  courtesy  staff  of  the  Beckley  Hos- 
pital from  1934  to  1948,  the  physician  for  the  West 
Virginia  Home  for  the  Aged  and  Infirm  at  Mc- 
Kendree  (Fayette  County),  1942-1956,  clinician  at 
the  Raleigh  County  Pre-Natal  Clinic,  Department 
of  Health;  physician  for  the  Raleigh  County  Jail, 
and  examining  physician  for  Beckley  area  Army 
officers  seeking  promotion  in  rank. 

Doctor  Belton  served  as  Assistant  Physician,  De- 
partment of  Internal  Medicine  at  the  Beckley 
Memorial  Hospital,  now  Appalachian  Regional 
Hospital,  from  1956  to  1966.  At  the  time  of  his 
retirement  he  was  a member  of  the  staff  at  the 
Southern  West  Virginia  Clinic  in  Beckley. 

He  was  a member  of  the  Raleigh  County  Medical 
Society,  the  West  Virginia  State  Medical  Association, 
the  National  Medical  Society,  the  American  Medical 
Association  and  The  Association  of  Former  Interns 
and  Residents  of  Freedmen’s  Hospital. 

Surviving  are  the  widow;  a daughter,  Sandra 
Belton  of  Chicago,  and  a brother,  Wilbert  Belton 
of  Palatka. 

* * * * 

FRANK  P.  EVES,  M.D. 

Dr.  Frank  P.  Eves  of  Charleston,  who  practiced 
medicine  in  Kanawha  County  for  several  years,  died 
December  10  at  the  Veterans  Administration  Hos- 
pital in  Beckley  after  a long  illness.  He  was  84. 

A World  War  I veteran,  Doctor  Eves  was  a native 
of  Nashville,  Tennessee,  and  received  his  medical 
degree  from  Vanderbilt  University,  in  Nashville,  in 
1915. 

He  interned  at  Fordham  University  in  New  York 
City.  Doctor  Eves  practiced  in  Brooklyn,  New  York, 
before  coming  to  West  Virginia,  and  was  located  at 
Ward,  in  Kanawha  County,  for  a time. 

He  was  a member  of  the  Kanawha  Medical  So- 
ciety, the  West  Virginia  State  Medical  Association 
and  the  American  Medical  Association.  Doctor  Eves 
is  survived  by  a brother,  Robert  L.  Eves,  of  Nash- 
ville. 


Dr.  Thomas  Langfitt  To  Speak 
At  Stoneburner  Event 

Dr.  Thomas  W.  Langfitt  of  Philadelphia  will  be 
among  speakers  for  the  27th  Annual  Stoneburner 
Lecture  Series  to  be  offered  February  7 and  8 at 
the  Medical  College  of  Virginia  in  Richmond. 

The  series,  to  be  a postgraduate  course  in  Clinical 
Advances  in  Medical  and  Surgical  Neurology,  will 
be  sponsored  by  the  Department  of  Continuing  Edu- 
cation and  the  Division  of  Neurosurgery,  School  of 
Medicine,  MCV,  Virginia  Commonwealth  Univer- 
sity. 

Doctor  Langfitt,  Charles  H.  Frazier  Professor  and 
Chairman  of  the  Division  of  Neurosurgery  at  the 
University  of  Pennsylvania,  is  the  son  of  the  late 
Dr.  Frank  V.  Langfitt  and  Mrs.  Langfitt,  of  Clarks- 
burg. 

He  will  give  two  Stoneburner  Lectures  during 
the  two-day  series,  with  his  first  topic  at  2 P.M.  on 
Thursday,  February  7,  to  be  “The  Interrelationship 
of  Intracranial  Pressure  (Cerebral  Blood  Flow  and 
Brain  Metabolism  in  Experimental  Brain  Injury).” 

At  2 P.M.  on  Friday,  February  8,  Doctor  Langfitt 
will  speak  on  “Clinical  Advances  in  the  Manage- 
ment of  Patients  with  Severe  Head  Injury.” 

The  continuing  education  program  at  the  MCV 
School  of  Medicine  is  accredited  by  the  American 
Medical  Association,  and  application  has  been  made 
to  the  American  Academy  of  Family  Physicians  for 
13%  hours  of  prescribed  credit  for  the  February 
program. 

The  $95  tuition  fee  for  the  course  will  include 
registration  and  lunch  on  each  of  the  two  days. 


Radiology: 

Karl  J.  Myers,  M.  D. 


Pathology: 

Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Karl  J.  Myers,  Jr.,  M.  D. 

Anesthesiology: 

G.  E.  Hartle,  M.  D. 


Pediatrics: 

D.  F.  Manger,  M.  D. 

E.  G.  Kreider,  M.  D. 

Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $ 1 ,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $1,500  per  month 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 1 0 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — -Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton -Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


* 


County  Societies 

CABELL 


Burdick 

Ultrasound 


ENGINEERED  TO  MEET  ALL 
PRESENT  AND  PROPOSED 
SPECIFICATIONS  FOR 
ELECTRICAL  CURRENT 
LEAKAGE  TO  INSURE 
MAXIMUM  PATIENT  SAFETY 

DESIGNED  FOR  OPERATOR 
CONVENIENCE  WITH  MAXIMUM 
THERAPEUTIC  RESULTS 

New  specifications  established 
by  UL  and  the  NFPA  for  hospital 
safety  standards  specify  maximum 
ultrasound  therapy  apparatus 
current-leakage  levels  not  to 
exceed  50  microamperes. 

Burdick’s  UT/4300A  Ultrasound/ 
Stimulator  (FCC  Approval  No. 
U-329)  and  UT/420A  Ultrasound 
(FCC  Approval  No.  U-248)  units 
under  worst  possible  conditions 
will  not  exceed  those 
specifications — thanks  to  Burdick 
engineering. 

Your  choice  of  console  or 
portable  models  permits 
f versatile  therapy  pro- 

cedures  to  meet 
' - * patient  needs. 


% 


BURDICK 


General  Medical  WEST  VIRGINIA 


2400  — FOURTH  AVE. 


HUNTINGTON,  WEST  VIRGINIA 


New  officers  for  1974  were  elected  at  the  meeting 
of  the  Cabell  County  Medical  Society  on  November 
8 at  the  Holiday  Inn  in  Huntington.  The  recom- 
mendations of  the  Nominating  Committee  were 
unanimously  accepted.  The  new  officers  are  Drs. 
Edwin  J.  Humphrey,  III,  President;  Gerald  E.  Van- 
ston,  President-Elect;  Robert  L.  Dunworth,  Vice- 
President;  Charles  H.  McKown,  Jr.,  Secretary;  and 
William  J.  Echols,  Treasurer. 

The  guest  speaker  was  the  Huntington  City 
Manager,  who  discussed  the  Civic  Arena  Develop- 
ment in  Huntington. 

The  Society  voted  to  support  plans  for  two  new 
emergency  communication  systems  between  the  two 
major  hospitals  in  Huntington. 

The  Committee  on  Physician  Recruitment  an- 
nounced that  a brochure  promoting  the  advantages 
of  the  Huntington  area  for  the  practice  of  medicine 
was  in  the  process  of  being  produced. — Charles  H. 
McKown,  Jr.,  M.  D.,  Secretary. 

A A A * 

MERCER 

The  Honorable  Edgar  Heiskell,  III,  West  Vir- 
ginia’s Secretary  of  State,  gave  an  interesting 
(Continued  on  page  xvi) 


©PHYSICIANS 
PLANNING 
SERVICE 

WEST  VIRGINIA  SERVICE 
REPRESENTATIVES: 

William  W.  Jones 
R.  T.  Cunningham 
Charles  E.  Derbyshire 
Ron  L.  Lambert 
Larry  R.  McClung 
David  L Singleton 

510  PRICHARD  BUILDING 
HUNTINGTON,  W.  VA. 

Telephone:  529-7366 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kid nev  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec 
tion  when  inactivity  causes  discomfort  ir 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

MPANY,  INC.,  RICHMOND,  VIRGINIA  2 3 2 1 7 
A ltonacea/zca&. 
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COUNTY  SOCIETIES— (Continued) 

talk  on  election  laws  and  possible  means  of 
strengthening  them  at  the  November  19  meeting 
of  the  Mercer  County  Medical  Society  at  the 
University  Club  in  Bluefield. 

New  Society  officers  elected  for  1974  include 
Drs.  Hawey  Wells,  President;  James  Thomas,  Vice 
President;  and  John  J.  Mahood,  re-elected  Secre- 
tary-Treasurer—John  J.  Mahood,  M.D.,  Secretary. 

★ -k  ★ ★ 

MONONGALIA 

Drs.  Allen  Bowyer,  Robert  Marshall  and  Thomas 
Tarnay  offered  an  informative  program  entitled 
“Current  Trends  in  Management  of  Coronary  Dis- 
ease” at  the  November  6 meeting  of  the  Monongalia 
County  Medical  Society  at  the  International  Club  in 
Morgantown. 

Accepted  as  new  members  were  Dr.  William 
Lee  Mossburg,  a resident  in  surgery  at  the  West 
Virginia  University  Medical  Center;  and  Dr.  John 
Wolf,  a Morgantown  allergist. 

The  Society  voted  to  again  sponsor  a program 
to  encourage  medical  students,  interns  and  resi- 
dents to  write  clinical  or  research  papers  for 
reading  before  the  membership;  and  heard  a 
further  progress  report  on  development  of  the 
Family  Practice  Program  at  WVU. — H.  Summers 
Harrison,  M.D.,  Secretary. 


TYGART’S  VALLEY 

Dr.  Donald  McDowell,  a medical  missionary  to 
Paraguay,  was  the  guest  speaker  for  the  meeting 
of  the  Tygart’s  Valley  Medical  Society  on  Novem- 
ber 15  at  Iaquinta’s  Restaurant  in  Galloway  (Bar- 
bour County). 

Doctor  McDowell  showed  pictures  of  the  mission 
and  hospital  at  which  he  worked.  He  also  illus- 
trated his  talk  with  pictures  of  surgery  and  the 
various  diseases  he  encountered  while  practicing  in 
that  part  of  the  world. 

The  following  new  officers  for  1974  were  elected: 
Drs.  Robert  R.  Rector  of  Elkins,  President;  Ernest 
G.  Guy,  Philippi,  First  Vice  President;  Gene  W. 
Harlow,  Grafton,  Second  Vice  President;  A.  Kyle 
Bush,  Philippi,  Secretary;  and  Vernon  E.  Duckwall, 
Elkins,  Treasurer. 

Dr.  K.  P.  S.  Menon  was  elected  to  membership  in 
the  Society. — A.  Kyle  Bush,  M.  D.,  Secretary. 

AMA  Opposes  Restrictions 
On  FDA  Authority 

The  American  Medical  Association  has  asked  the 
Congress  to  reject  proposed  legislation  that  would 
restrict  the  Food  and  Drug  Administration’s  au- 
thority over  food  supplements. 

In  testimony  before  the  House  Commerce  Sub- 
committee on  Health  and  Environment,  C.  E.  But- 
terworth,  Jr.,  M.  D.,  Chairman  of  the  AMA’s  Coun- 
cil on  Foods  and  Nutrition,  said  the  FDA’s  actions 
“are  based  upon  sound  scientific  evidence  and  are 
clearly  in  the  public  interest.” 


General  and  Thoracic  Surgery 

Stephen  T.  J.  Lee,  M.  D. 

James  A.  Gardner,  M.  D. 


Orthopedics 

Clifford  A.  Stevenson,  M.  D. 
S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 


Obstetrics-Gynecology 

Charles  W.  Merritt,  M.  D. 
Warren  D.  Elliott,  M.  D. 
Owen  C.  Meadows,  M.  D 
Robert  P.  Pulliam,  M.  D. 

T.  J.  Ma-Luf,  M.  D. 


Stanaford  Road,  P.  O.  Box  50 
Beckley,  West  Virginia  25801 


Ophthalmology  Phone  (304)  252-7331 

Edward  T.  Liu,  M.  D. 


Urology 

S.  L.  Francis,  M.  D. 


Internal  Medicine 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D. 
Jose  L.  Oyco,  M.  D. 

Eugene  Warvariv,  M.  D. 

R.  James  Yates,  M.  D. 

Pediatrics 

P.  B.  Gogo,  M.  D. 

R.  G.  D.  Concepcion,  M.  D. 


Ear,  Nose  & Throat 

P.  C.  Corro,  M.  D. 


Radiology 

Thomas  L.  Martin,  M.  D. 


Clinic  Manager 

James  P.  Bland 
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Woman’s  Auxiliary 

to  the 

WEST  VIRGINIA  STATE  MEDICAL 
ASSOCIATION 

President:  Mrs.  J.  Dennis  Kugel,  Charleston 
President  Elect:  Mrs.  William  T.  Lawson,  Fairmont 
Vice  President:  Mrs.  James  H.  Walker,  Charleston 
Eastern  Regional  Director:  Mrs.  E.  G.  Friera,  Romney 
Northern  Regional  Director:  Mrs.  John  D.  H.  Wilson, 
Clarksburg 

Western  Regional  Director:  Mrs.  D.  Sheffer  Clark, 
Huntington 

Southern  Regional  Director:  Mrs.  John  J.  Bryan,  Bluefield 
Treasurer:  Mrs.  J.  L.  Mangus,  Charleston 
Recording  Secretary:  Mrs.  Claude  S.  Lawson,  Jr.,  Fairmont 
Corresponding  Secretary:  Mrs.  W.  Paul  Elkin,  Charleston 
Parliamentarian:  Mrs.  Robert  G.  Janes,  Fairmont 


HARRISON 

Mrs.  Ann  Casey,  Consumer  Service  Specialist  for 
Consolidated  Gas  Company,  presented  an  interesting 
program  on  “Holiday  Garnishes”  at  a December  4 
meeting  of  the  Woman’s  Auxiliary  to  the  Harrison 
County  Medical  Society  in  Clarksburg.  The  Aux- 
iliary held  a cookie  sale  prior  to  the  meeting  for 
the  benefit  of  the  American  Medical  Association- 
Education  and  Research  Foundation. — Mrs.  Janice 
E.  Fiester,  Press  and  Publicity. 

* * * * 

KANAWHA 

The  Woman’s  Auxiliary  to  the  Kanawha  Medi- 
cal Society  heard  an  interesting  review  of 


Appalachian  dialects  by  Mrs.  Wylene  Dial  at  its 
November  meeting  at  the  home  of  Dr.  and  Mrs. 
Ramon  Portales  in  Charleston.  Mrs.  Dial,  a 
Lincoln  County  resident,  is  an  extension  specialist 
for  the  aging  for  West  Virginia  University. — Mrs. 
Spencer  L.  Bivens,  Jr.,  Press  and  Publicity. 

* * * * 

McDowell 

The  Woman’s  Auxiliary  to  the  McDowell  County 
Medical  Society  honored  Mrs.  J.  Dennis  Kugel  and 
Mrs.  James  H.  Walker,  both  of  Charleston  and 
President  and  Vice  President,  respectively,  of  the 
Woman’s  Auxiliary  to  the  West  Virginia  State 
Medical  Association,  at  a November  14  luncheon. 

The  luncheon  was  held  at  the  home  of  Dr.  and 
Mrs.  Robert  Hansen  in  Welch.  Mrs.  Kugel  outlined 
the  State  Auxiliary’s  activities,  and  Mrs.  Walker 
spoke  of  advantages  offered  by  membership  in  the 
woman’s  organization. — Mrs.  Allan  A.  Carr,  Press 
and  Publicity  Chairman. 

★ ★ ★ * 

RALEIGH 

Dr.  Eugene  Warvariv,  President  Elect  of  the 
Raleigh  County  Medical  Society,  gave  an  inter- 
esting talk  on  the  new  federal  Professional 
Standards  Review  Organization  (PSRO)  statute  at 
a November  19  meeting  of  the  Woman’s  Auxiliary 
to  the  Raleigh  society.  The  meeting  was  held  at 
the  home  of  Dr.  and  Mrs.  Charles  W.  Nelson,  Jr., 
in  Beckley — Mrs.  John  A.  McKenzie,  Press  and 
Publicity  Chairman. 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  O.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 
Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A.  Athari,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 
Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M.  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 


Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 

David  Hill,  M.  D. 

David  H.  Smith,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 
James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 

Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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Book  Reviews 


THE  PERSECUTED  DRUG:  THE  STORY  OF  DMSO— By 
Pat  McGrady,  Sr.,  retired  Science  Editor  of  the  American 
Cancer  Society.  New  York.  Doubleday  & Company,  Inc., 
Garden  City,  N.  Y.  1st  Edition.  1973.  Pg.  372.  Price:  S7.95. 

Science  writer  Pat  McGrady,  Sr.,  relates  the  his- 
tory of  the  problems  associated  with  getting  federal 
recognition  of  dimethyl  sulfoxide  (DMSO)  as  a drug. 
This  liquid  organic  chemical  has  many  uses  as  a 
clinical  agent.  Because  its  appearance  as  a drug  or 
drug  vehicle  came  shortly  after  the  thalidomide 
disaster,  a distorted  federal  scrutiny  blocked  its 
commercial  appearance.  This  happened  even  after 
DMSO  had  been  shown  to  have  little  toxicity  in 
both  animal  and  human  studies.  Stanley  W.  Jacob, 
M.  D.,  bore  the  brunt  of  the  attack  by  F.D.A.  agents 
and  the  recent  recognition  of  DMSO  as  a new  thera- 
peutic principle  is  a tribute  to  his  sincerity  and 
determination. 

This  book  should  be  of  solid  interest  to  the  medi- 
cal community  because  it  reveals  many  of  the  medi- 
cal possibilities  of  DMSO.  It  is  written  in  a readable 
style  although  it  consists  mainly  of  case  histories 
which  border  on  the  unbelievable. 

As  with  any  work  of  this  type,  the  negative  side 
of  the  DMSO  story  is  not  clearly  revealed.  Because 
DMSO  acting  as  a drug  vehicle  penetrates  mem- 
branes so  easily  it  can  convert  a normally  non  toxic 
substance  into  a lethal  one.  However,  it  can  also 


convert  a drug  that  cannot  penetrate  membranes 
well  into  one  that  is  a good  membrane  penetrator. 
This  has  obvious  clinical  potential  which  few  if 
any  agents  share. 

The  chemistry  of  the  drug  is  improperly  explained 
with  the  correct  bonds  omitted  and  charges  on  atoms 
reversed.  One  might  surmise  that  the  book  was 
not  carefully  researched  from  this  point  of  view. 
One  would  hope,  however,  that  the  book  would  help 
reverse  the  federal  stand  on  this  agent. — Knox  Van 
Dyke,  Ph.  D. 


Purdue  Researchers  Transplant 
Embryonic  Brain  Cells 

Purdue  University  researchers  have  successfully 
transplanted  embryonic  brain  cells  in  young  ani- 
mals, a step  that  adds  to  an  understanding  of  brain 
injury  and  how  it  may  be  corrected. 

The  research  team,  headed  by  Dr.  Gopal  D.  Das 
of  the  Department  of  Biological  Sciences,  found  that 
transplanted  immature  brain  cells  became  func- 
tional and  were  not  rejected  by  the  host  cells.  Their 
results  demonstrate  that  nerve  cell  transplantation 
is  possible  if  the  donor  cells  are  immature  and  the 
host  brains  are  still  developing. 

Dr.  Das’  group  also  found  that  during  embryonic 
development  of  the  brain,  different  nerve  cells 
evolve  at  specified  times  and  from  specified  regions 
of  the  brain.  This  data  may  be  very  important  in 
aiding  clinicians  to  better  understand  and  correct 
damage  or  abnormalities  in  an  embryo’s  developing 
brain. 


40th  YEAR  OF  SERVICE 


Your  area  affiliates  of  the  MEDICAL-DENTAL-HOSPITAL 
BUREAUS  OF  AMERICA,  INC.,  offer  you  their  special 
training  in  handling  professional  COLLECTIONS. 


Charleston: 

PHYSICIANS  AND  DENTISTS 
BUSINESS  BUREAU 

812  Atlas  Building 
Harry  Winston 
Phone  346-0781 


Huntington: 

PH YSICIANS-DENTISTS-HOSPITALS  BUREAU 


Division  National  Credits,  Inc. 
401  14th  Street,  West 
Jerry  Goodman 
Hal  and  Truly  Herbert 
Phone  697-7440 


Call  them  for  the  collection  service 
guaranteed  to  meet  your  needs 
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CLASSIFIED 

WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


W'ANTED — Full-time  Public  Health  Physician  for 
Cabell-Huntington  Health  Department,  Huntington, 
West  Virginia.  Opening  available  immediately.  Con- 
tact Mr.  Ernest  Leaberry,  President,  1336  16th 
Street,  Huntington,  W.  Va.  25701. 


EXCEPTIONAL  OPPORTUNITY — For  physician 
to  take  over  practice  of  well-established  family 
physician  in  Central  West  Virginia.  Immedicate  po- 
tential for  above-average  earnings  and  unlimited 
potential  for  future  earnings.  Progressive  hospital, 
very  congenial  communty.  Contact  Michael  Black, 
5506  Ampere  Drive,  Charleston,  West  Virginia, 
25312  or  telephone  304-776-2046. 

AVAILABLE — Native-born  West  Virginian  seeks 
to  join  established  family  physician  in  solo  or  group 
practice.  Will  consider  position  as  house  officer. 
Please  contact  FEH,  The  West  Virginia  Medical 
Journal,  P.  O.  Box  1031,  Charleston,  W.  Va.  25324. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 
equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 

WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — -Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modem  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring.  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact L.  Perry  Hyde,  M.  D.,  Director,  Emergency  and 
Ambulatory  Care,  Beckley  Appalachian  Regional 
Hospital,  Beckley,  W.  Va.  25801.  Phone:  (304) 

255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact A.  P.  Brooks,  Jr.,  M.  D.,  Parkersburg,  W.  Va. 
Telephone  485-6456. 


FAMILY  PHYSICIANS — To  practice  at  Jackson 
General  Hospital  and  in  the  Ripley-Ravenswood 
area  of  West  Virginia.  Excellent  opportunities  in 
a prosperous  area  with  tremendous  growth  potential. 
Salary  guarantee  for  first  year.  Contact  Administra- 
tor, Jackson  General  Hospital,  Ripley,  West  Virginia 
25271.  Telephone:  (304)  372-2731. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 

PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modem 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED— Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 

SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 
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Before  prescribing,  please  consult 
Dlete  product  information,  a summary 
lich  follows: 

Indications:  Relief  of  anxiety  and 
on  occurring  alone  or  accompanying 
us  disease  states. 

Contraindications:  Patients  with  known 
rsensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
ible  combined  effects  with  alcohol  and 
' CNS  depressants.  As  with  all 
acting  drugs,  caution  patients 
ist  hazardous  occupations  requiring 
olete  mental  alertness  (e.g.,  oper- 
; machinery,  driving).  Though  physi- 
nd  psychological  dependence  have 
y been  reported  on  recommended 
s,  use  caution  in  administering  to 
stion-prone  individuals  or  those  who 
it  increase  dosage;  withdrawal  symp- 
; (including  convulsions),  following 
ontinuation  of  the  drug  and  similar 
ose  seen  with  barbiturates,  have  been 
■rted.  Use  of  any  drug  in  pregnancy, 
ition,  or  in  women  of  childbearing 
requires  that  its  potential  benefits 
'eighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  de- 
3ted,  and  in  children  over  six,  limit  to 
llest  effective  dosage  (initially  10 
or  less  per  day)  to  preclude  ataxia  or 
sedation,  increasing  gradually  as 
fed  and  tolerated.  Not  recommended 
lildren  under  six.  Though  generally 
-ecommended,  if  combination  therapy 
other  psychotropics  seems  indicated, 
‘fully  consider  individual  pharmaco- 
c effects,  particularly  in  use  of  poten- 
ng  drugs  such  as  MAO  inhibitors 
phenothiazines.  Observe  usual  precau- 
s in  presence  of  impaired  renal 
epatic  function.  Paradoxical  reac- 
s (e.g.,  excitement,  stimulation  and 
te  rage)  have  been  reported  in  psychi- 
: patients  and  hyperactive  aggressive 
dren.  Employ  usual  precautions  in  treat- 
it  of  anxiety  states  with  evidence  of 
ending  depression;  suicidal  tendencies 
/ be  present  and  protective  measures 
essary.  Variable  effects  on  blood 
gulation  have  been  reported  very  rarely 
atients  receiving  the  drug  and  oral 
coagulants;  causal  relationship  has 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

:ia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1000.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

* jUim  iiy*®  up  to  100  mg  daily  in 
LIUI  IUI  I I severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


orfollowing  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physicia 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<S>  Librium  10-ma  capsules 

(chlordiazepoxide  HCI) 
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U-100  lie tin@  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 


iS-lOOl  ndc5'k 

Cl  I ULTRAl 

' U iletin 

- INSULIN  » 

- SUSPEND 
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ILETIN 
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This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


NPC 

1 0 cc 


lOO 


ZINCtf 
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zinc  iief 

SUSPENSte*. 
1 00  UNitt  1 


NOC*-**' 

10cc- 
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100  UNfTi" 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Leadership  in  Diabetes  Research 
for  Half  a Century 


Additional  information 
available  to  the  profession  on  request. 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ; abrupt  withdrawal  n 
be  associated  with  temporary  in- 
crease in  frequency  and/or  seveiy 
of  seizures.  Advise  against  simul 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdraw 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discoi 
tinuance  (convulsions,  tremor,  al 
dominal  and  muscle  cramps,  vomi  n 
and  sweating).  Keep  addiction-pin 
individuals  under  careful  survei 
lance  because  of  their  predisposio 
to  habituation  and  dependence.  I 
pregnancy,  lactation  or  women. o 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


hen  you  determine  that  the 
epressive  symptoms  are  associated 
dth  or  secondary  to  predominant 
lxiety  in  the  psychoneurotic 
atient,  consider  Valium  (diazepam) 

1 addition  to  reassurance  and 
aunseling,  for  the  psychotherapeutic 
apport  it  provides.  As  anxiety  is 
*Heved,  the  depressive  symptoms 
derable  to  it  are  also  often  relieved 
r reduced. 

The  beneficial  effect  of  Valium  is 
sually  pronounced  and  rapid, 
mprovement  generally  becomes 
vident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


symptom  complex 

d Valium  (diazepam) 


i Precautions:  If  combined  with 
r psychotropics  or  anticonvul- 
|.s,  consider  carefully  pharma- 
cy of  agents  employed;  drugs 
i as  phenothiazines,  narcotics, 
niturates,  MAO  inhibitors  and 
ir  antidepressants  may  poten- 
3 its  action.  Usual  precautions 
seated  in  patients  severely  de- 
jised,  or  with  latent  depression, 
ith  suicidal  tendencies.  Observe 
il  precautions  in  impaired  renal 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 


Roche  Laboratories 
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The  evolution  of  Donnagel®  PG: 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects. 

Belladonna  alkaloids  for  antispasmodic  benefits. 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without 
the  unpleasant  taste— to  promote  the  production  of  formed  stools  and 
lessen  the  urge. 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating 
tastes. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way 
yet  to  treat  acute,  non-specific  diarrheas. 


Donnagel  PG 

Donnagel  with  paregoric  equivalent. 


Each  30cc.  contains: 

Kaolin 6.0  g. 

Pectin 142.8  mg. 

Hyoscyamine  sulfate 0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide 0.0065  mg. 

Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate 

(preservative) 60.0  mg 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 
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Robitusstf 


cun 

THE 

TRACT 


The  coughing  season  is  here  again.  Tim< 
rely  on  the  four  Robitussins  and  Coi 
Calmers  to  help  clear  the  lower  respiral 
tract.  All  contain  glyceryl  guaiacolate, 
efficient  expectorant  that  works  systemic 
tohelp  increasethe  output  of  lower  respiral 
tract  fluid.  The  enhanced  flow  of  less  vij 
secretions  soothes  the  tracheobronchial  i 
cosa,  promotes  ciliary  action,  and  makes  th 
inspissated  mucus  less  viscid  and  easiei 
raise.  Available  on  your  prescription  or  reo 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  13 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100 

Codeine  phosphate 10.0 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100 

Dextromethorphan  hydrobromide  15 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  gc 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50 

Dextromethorphan  hydrobromide  7.5 


Select  the  Robitussin® 
“Clear-Tract”  Formulation 
That  Treats  Your  Patient’s  ^ 
Individual  Coughing 
Needs: 


& 
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ROBITUSSIN®  • 

ROBITUSSIN  A-C®  ^ 

• 

ROBITUSSIN-DM®  • 

* 

* 

ROBITUSSIN-PE®  • 

* 

* 

COUGH  CALMERS®  ■ 

■ 

■ 

■ 

Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


Relieves  cough,  clears  sinuses  and  nasal  passagt 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100 

Phenylephrine  hydrochloride 10 

Alcohol.  1.4% 
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It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 
The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 
The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatior 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


$ 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
: ing  organizations  for  the  laws,  regula- 
. tionsand professionaltraditionswhich 
5!  prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
i of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician's 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


Synthroid 

(sodium  levothyroxine) 


Supplied:  Tablets:  0025  mg.,  0.05  mg.,  0.1  mg. 
0 15  mg  . 0.2  mg.,  0 3 mg  . 0.5  mg  , scored  and 

color-coded  in  bottles  of  100,  500,  and  1000. 
Injection:  500  meg.  lyophilized  active  ingredient 

and  10  mg  of  Mannitol,  U S:P„in  10 ml.  single-dose 
vial,  with  5 ml  vial  of  Sodium  Chloride  Injection 
U S P,  as  a diluent 


FLINT  LABORATORIES 

DIVISION  OF  TR^VEN0l|kB0RAT0RIES.  INC 
Deerfield,  lllinog  60015 


With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action  — involving  the  doctor, 
the  patient,  the  American 
Cancer  Society  — a partner- 
ship for  life. 


WEST  VIRGINIA  DIVISION,  INC 
325  Professional  Building 
Charleston,  West  Virginia 


PRESCRIBING  INFORMATION  211 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo-{| 
ate)  has  demonstrated  anthelmintiql 
activity  against  Enterobius  vermicu-\  | 
laris  (pinworm)  and  Ascaris  lumbri-i } 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low'.  Peak  levels) 
(0.05-0. i 3yeg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  i 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas,1 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and  i I 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re-  I 
production  studies  have  been  per-  I 
formed  in  animals  and  there  was  no  I 
evidence  of  propensity  for  harm  to  I 
the  fetus.  The  relevance  to  the  hu-  I 
man  is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with  ’ 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi-  I 
ness,  drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/  I 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./  lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage  1 
regimen  of  1 cc.  of  Antiminth  per  10 
Hr.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis-  | 
tered  without  regard  to  ingestion  of 
food  or  time  of  day:  and  purging  is  j 
not  necessary'  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel  . 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

R06RIG 

A division  of  Pfizer  Pharmaceuticals 


A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp=20  cc.) 
offers  highly  effective  control 
of  both  pin  worms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
m clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion. . . 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescnption  can 
economically  treat  the  entire 
family 

R06RIG  (O 

A division  of  Pfizer  Pharmaceulicals 
New  York,  New  York  10017 


Pinworms,  roundworms  controlled 
with  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ ml. 


‘Data  on  file  at  Roerig. 


ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 


Keflex 

cephalexin  monohydrate 


makes 

sense 


Oral  Suspension 

250  mg.*/5  ml. 
100-ml.  size 


sizes 


125  mg.*/5  ml. 
60  and  100-ml. 


Equivalent  to  cephalexin. 


Pediatric  Drops 


100  mg.* /ml. 
10-ml.  size 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  * Indianapolis,  Indiana  46206 
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By-Pass  Procedure  For  Palliation 
In  Obstructive  Jaundice* 

Catalino  B.  Mendoza,  Jr.,  M.D.,  and  George  W.  Easley,  M.B. 


The  Authors 

• Catalino  B.  Mendoza,  Jr.,  M.D.,  Assistant 
Professor  of  Surgery,  West  Virginia  Univer- 
sity School  of  Medicine,  Morgantown,  and 
Consultant  in  Surgery,  Veterans  Adminis- 
tration Hospital,  Clarksburg;  and  George  W. 
Easley,  M.D.,  Associate  Professor  of  Surgery 
at  WVU  and  Chief  of  Staff,  VA  Hospital, 
Clarksburg. 


/"'arcinoma  of  the  pancreas  is  steadily  increas- 
^ ing  in  frequency  in  the  United  States.11  In 
spite  of  advances  in  diagnostic  and  clinical  skill, 
the  survival  rate  remains  low.12'  13  When  obstruc- 
tive jaundice  is  the  presenting  symptom  and  the 
tumor  is  nonresectable,  palliation  can  he  ob- 
tained by  biliary  enteric  anastomosis. 

A retrospective  study  of  141  cases  of  tumor  of 
the  pancreas  in  the  Veterans  Administration  Hos- 
pital at  Clarksburg,  West  Virginia,  for  a 20-year 
period  (1951-1972)  was  analyzed.  Thirty-two  of 
these  patients  (average  age  66  years)  had  inop- 
erable carcinoma  with  severe  obstructive  jaun- 
dice, and  a biliary  enteric  shunt  for  palliation 
was  carried  out.  Cholecystojejunostomy  was  per- 
formed in  20  cases.  With  these  procedures,  two 
types  of  anastomosis  were  utilized,  cholecystoje- 
junostomy with  Roux-en-Y  (Figure  1)  in  nine 
cases,  and  cholecystojejunostomy  loop  (Figure  2) 
in  11  cases.  The  length  of  the  jejunal  loop  varied 
from  15  to  25  inches  from  the  ligament  of  Treitz 
to  the  anastomosis  of  the  loop  at  the  fundus  of 
the  gallbladder.  The  average  length  was  approxi- 
mately 18  inches.  A double-layer  type  of  closure 
was  performed,  using  000  chromic  catgut  for  the 
inner  layer  and  000  black  silk  interrupted  sutures 
for  the  outer  layer. 

The  other  twelve  patients  had  other  types  of 
biliary  decompression  (Table  1). 

Table  1 

Other  Types  of  Biliary  Decompression 

Cholecystoduodenostomy  5 Patients 

Choledoehojejunostomy  2 Patients 

Choledochoduodenostomy  2 Patients 

Cholecystogastrostomy  3 Patients 

♦Presented  at  a meeting  of  the  West  Virginia  Chapter, 
American  College  of  Surgeons,  at  Morgantown,  West  Vir- 
ginia, October  28,  1972. 


Results 

There  was  one  failure  among  the  patients  who 
had  a cholecystojejunostomy  loop.  Approximately 
two  weeks  following  surgery,  one  67-year-old 
male  developed  progressive  jaundice  and  clay- 
colored  stool.  During  surgery  a T-tube  had  been 
inserted  and  an  operative  cholangiogram  re- 
vealed a dilated  common  duct  about  one  and 
one-half  cm.  in  diameter.  The  cystic  duct  was 


Figure  1.  Diagram  of  procedure  performed  in  nine  cases. 
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normal  in  size.  The  distal  common  duct  was 
completely  obstructed  by  the  tumor  in  the  head 
of  the  pancreas.  Another  T-tube  cholangiogram 
carried  out  following  surgery  failed  to  demon- 
strate the  gallbladder.  The  patient  was  again 
operated  on  and  a choledochojejunostomy  was 
performed.  Postoperatively  his  course  was  un- 
eventful and  he  was  discharged.  Four  months 
later  he  developed  gastric  outlet  obstruction  and 
a gastrojejunostomy  was  performed  for  its  relief. 
A month  following  the  operation  the  patient 
died  and  no  autopsy  was  obtained. 

Of  the  remaining  14  patients  without  gastroje- 
junostomy, one  developed  gastric  outlet  obstruc- 
tion and  a gastrojejunostomy  was  performed.  The 
patient  lived  less  than  six  months  following  this 
procedure. 

Serum  bilirubin  studies  were  done  on  all  pa- 
tients preop eratively  and  postoperatively.  Tire 
average  drop  in  bilirubin  levels  one  month  after 
surgery  was  11.2  mg.  per  cent  (total). 

Table  2 demonstrates  the  mortality'  during 
hospitalization.  Length  of  survival  is  depicted  in 
Table  3.  Sixteen  patients  died  in  the  hospital  of 
which  number  permission  for  autopsy  was  ob- 
tained in  three  cases.  Four  patients  died  at  home. 
The  cause  of  death  in  all  cases  was  attributed  to 
the  malignant  disease. 

Table  2 

Mortality  Within  30  Days  of  Hospitalization 
Cause  of  Death  Number  Patients 

Renal  Failure  2 

Respiratory  Failure  1 


Table  3 

Survival  Time 

Interval  from  Surgey 
Until  Death: 

Less  Than  6 Months  15  Patients 

6-12  Months  3 Patients 

13  Months  (Maximal  Survival)  2 Patients 


Discussion 

The  surgical  mortality  rate  from  cholecystoje- 
junostomy  varies  from  15  per  cent1  to  23.7  per 
cent.2  The  patients  in  this  study  were  males  in 
the  older  age  group,  and  the  over-all  mortality 
rate  was  15  per  cent.  The  longest  survival  period 
reported  following  cholecystojejunostomy  is  13 
months,4  with  the  average  being  six  months.3  In 
our  series  of  cases,  the  average  survival  rate  was 
four  months;  only  two  patients  lived  more  than 
one  year. 

We  have  noted  disappearance  of  jaundice  be- 
ginning in  four  to  eight  weeks,  as  previously 
reported  by  Jordan.4  Bufkin,1  et  al,  reported  an 
average  decrease  of  11.0  mg.  per  hundred  ml. 
bilirubin  in  78  per  cent  of  157  cases.  We  have 


Figure  2.  Diagram  of  procedure  performed  in  11  cases. 


found  in  our  cases  a drop  of  11.2  mg.  per  hun- 
dred ml.  in  four  weeks.  In  cases  in  which  there 
was  obstructive  jaundice  and  in  which  the  gall- 
bladder had  been  previously  removed,  we  elected 
to  do  a choledochojejunostomy  or  choledocho- 
duodenostomy,  provided  the  tumor  did  not  ob- 
struct the  duodenum,  as  suggested  by  others. 

8,  9,  10 

The  mortality  rate  following  choledochojejun- 
ostomy is  high,  varying  from  20  per  cent3  to  37 
per  cent.1  In  our  experience,  which  is  limited, 
the  mortality  rate  has  been  50  per  cent. 

The  incidence  of  gastric  outlet  obstruction 
following  biliary  by-pass  for  inoperable  carcin- 
oma of  the  head  of  the  pancreas  is  high.  Some 
investigators  have  reported  a 50  per  cent  occurr- 
ence.7 In  our  scries  of  cases,  the  rate  has  been 
about  28  per  cent.  With  anticipation  of  obstruc- 
tion in  the  cases  of  those  patients  with  large 
tumors  of  the  head  of  the  pancreas,  we  elect  to 
do  a gastrojejunostomy.  Other  investigators  have 
agreed  with  this  practice.5  6 

In  conclusion,  in  the  cases  of  patients  with  ob- 
structive jaundice  with  a nonresectable  tumor, 
our  procedure  of  choice  is  a cholecystojejunos- 
tomy loop  if  the  cystic  duct  is  patent.  If  the 
tumor  is  large,  with  anticipation  of  gastric  outlet 
obstruction,  we  elect  to  do  a gastrojejunostomy. 
In  the  cases  of  patients  who  previously  have 
undergone  cholecystectomy,  or  in  the  absence  of 
the  gallbladder,  we  have  utilized  a choledocho- 
jejunostomy. In  our  experience,  all  patients  had 
palliation  by  a decrease  in  jaundice  and  had 
added  comfort  during  their  last  few  weeks  of 
life. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 
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Behavior  Modification 
With  The  Severely  Mentally  Retarded 

Jaime  E.  Lazaro,  M.D.,  and  W illiam  J.  Wyatt,  M.S. 


't'he  advent  of  the  Geographic  Unit  System  at 
Huntington  State  Hospital  ended  the  pres- 
ence of  a “back  ward”  housing  facility  for  all  of 
the  resident  severely  mentally  retarded  patients. 
These  patients,  generally  untidy  and  lacking  in 
the  most  basic  self-care  skills,  were  relocated 
throughout  the  hospital.  Several  such  patients 
reside  on  each  ward  of  the  hospital  and  it  is  with 
one  such  group  of  eight  patients  on  Ward  Six  of 
Huntington  State  Hospital  that  this  study  deals. 

Several  experimenters  have  successfully  ap- 
plied operant  conditioning  techniques  in  training 
severely  and  profoundly  mentally  retarded  in- 
dividuals in  self-care  skill  including:  Bensberg 
(1965);  Grabowski  and  Thompson  (1972); 
Bensberg,  Colwell,  and  Cassell  (1965);  Minge 
and  Ball  (1967);  Hundziak,  Maurer,  and  Wat- 
son (1965);  Wisen  and  Watson  (1967);  Henrik- 
sen  and  Doughty  (1967);  Hamilton,  Stephens, 
and  Allen  (1967). 

Because  severely  retarded  patients  tend  to  be 
long-term  or  life-time  admissions  to  the  hospital, 
a rather  intensive  self-care  training  program 
would  seem  to  be  of  great  value.  In  addition  to 
helping  the  patient,  such  a program  may  result 
in  the  need  for  less  personnel.  As  Ellis  ( 1963 ) 
has  said,  for  example,  it  would  seem  rather  costly 
to  work  so  intensively  for  six  months  or  a year  in 
training  a severely  mentally  retarded  individual. 
But  when  it  is  considered  that  the  patient  may 
have  an  additional  50  years  of  life  expectancy, 
then  cost  seems  minimal. 

Method 

Subjects.— Eight  severely  mentally  retarded, 
ambulatory,  male  patients  were  selected  as  being 
most  in  need  of  self-care  training  among  those 
patients  housed  on  Ward  Six.  The  eight  patients 
ranged  in  age  from  31  to  65  years  with  the 
average  age  being  45.5  years  at  the  beginning  of 
training  on  October  16,  1972.  The  patients  repre- 
sented long-term  admissions.  At  the  start  of  the 
training  program,  the  patients  had  been  hospital- 
ized an  average  of  23.6  years,  with  the  length  of 
stay  ranging  from  12  to  55  years. 

Six  of  the  patients  were  food  stealers  during 
mealtime,  although  exhibiting  varying  degrees  of 
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aggressiveness  in  doing  so,  with  two  patients 
eating  all  meals  in  a seclusion  room,  so  aggressive 
were  they  in  their  attempts  to  grab  food  from 
trays  belonging  to  other  patients.  Only  two  pa- 
tients were  never  observed  to  steal  food.  Of  the 
eight  patients,  six  seldom  wore  clothing,  while 
two  others  wore  clothing  most  of  the  time  but 
not  always.  Five  patients  were  completely  toilet 
trained  while  two  were  completely  incontinent 
and  one  was  a bed  wetter,  although  otherwise 
toilet  trained.  None  of  the.  eight  patients  per- 
formed any  useful  work  on  the  ward,  although 
six  were  able  to  respond  appropriately  to  the 
very  simplest  of  commands,  such  as  “come”  or 
“sit." 

Procedure.— One  Psychiatric  Aide  position  was 
allocated  on  the  day  shift  of  Ward  Six  to  help 
carry  out  the  program.  The  individual  was  selec- 
ted on  the  basis  of  recommendations,  knowledge 
of  operant  techniques,  and  willingness  to  work  in 
such  a program.  All  training  was  carried  out 
during  the  day  shift  with  minimal  help  from  eve- 
ning or  night  shift  personnel. 

Baseline  data  on  the  patients’  dress  and  food 
stealing  habits  were  collected  for  one  week  prior 
to  the  beginning  of  training.  The  baseline  data  on 
patients’  toilet  habits,  ward  work  history  and 
aggressive  tendencies  was  obtained  through  ob- 
servation during  the  baseline  week  as  well  as  a 
review  of  each  patients’  case  history  and  conver- 
sation with  ward  personnel. 

Reinforcers  consisted  of  candy,  sugar  coated 
breakfast  cereal,  carbonated  beverages,  coffee, 
tea,  Kool-Aid  and  cigarettes,  as  well  as  social 
reinforcement  which  consisted  of  praise.  Social 
reinforcement  was  paired  with  edible  reinforce- 
ment. 
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An  attempt  was  made  to  reduce  food  stealing 
at  mealtime.  Mild  aversive  techniques  were 
employed.  With  the  Psychiatric  Aide  standing 
behind  a patient  any  attempt  at  reaching  for  food 
on  a neighbor’s  tray  resulted  in  the  offender’s 
hands  being  held  fast  against  the  table  top  for 
approximately  60  seconds.  Two  patients  were 
extremely  aggressive,  however,  in  their  attempts 
to  steal  certain  foods  such  as  coffee,  tea  and  Kool- 
Aid,  and  had  previously  been  placed  in  seclu- 
sion rooms  to  eat  all  meals.  Once  training  began, 
these  two  patients  were  allowed  to  begin  each 
meal  seated  with  the  other  patients  but  when 
stealing  occurred  they  were  removed  with  their 
food  tray  to  a seclusion  room  for  the  remainder 
of  their  meal.  When  they  remained  seated  at  the 
table  without  stealing,  more  of  the  desired  foods 
were  given  to  the  patient  by  the  Psychiatric 
Aide. 

During  the  week  of  baseline  observations,  two 
basic  reasons  for  patients’  disdain  for  wearing 
clothing  were  encountered:  (1)  an  inability  to 
button  or  zip  clothing  due  to  inadequate  dex- 
terity and  lack  of  training,  and  (2)  a simple 
dislike  for  wearing  clothing.  For  the  former  type 
of  patient,  special  clothing  was  obtained  consis- 
ting of  T-shirts  and  trousers  with  an  elastic 
waistband  and  no  buttons  or  zippers.  The  latter 
type  of  patient  was  reinforced  several  times  daily 
with  praise  and  treats  for  wearing  clothing. 

Toilet  training  was  attempted  with  the  patient 
being  placed  on  the  toilet  and  reinforced  at  first 
for  sitting  on  the  toilet,  later  only  when  he  ex- 
creted into  the  toilet.  Several  such  sessions  were 
conducted  each  day  at  regular  intervals  with 
some  sessions  occurring  when  the  patient  was 
about  to  urinate  or  defecate  on  the  floor. 

Some  of  the  patients  were  trained  by  shaping 
techniques  to  take  more  responsibility  for 
general  cleanliness  of  the  ward.  With  a goal  of 
training  the  patient  to  clean  off  tables  and  chairs 
after  mealtime,  the  Aide  placed  a damp  cloth  in 
the  patient’s  hand  and  bodily  pushed  the  pa- 
tient’s hand  back  and  forth  in  a “cleaning”  motion 
over  a small  portion  of  the  table  surface.  Each 
time  this  was  done,  a small  reinforcement  was 
administered.  A similar  technique  was  used  in 
teaching  the  patient  to  mop  the  floor  with  the 
Aide  first  administering  a small  reinforcement 
when  the  patient,  with  the  help  from  the  Aide, 
mopped  a small  area  of  the  floor.  Larger  rewards 
were  administered  when  the  patient  mopped 
larger  areas  of  the  floor.  Similar  techniques  were 
used  in  training  patients  to  perform  various  other 
Ward  jobs. 


Results 

After  six  months  of  training  the  patients  were 
evaluated  for  a one-week  period.  Results  of  this 
evaluation  were  then  compared  with  the  original 
baseline  observations.  Group  data  on  the  pa- 
tients’ food  stealing  and  clothes  wearing  be- 
havior are  presented  below  as  most  patients  were 
involved  in  these  phases  of  training.  Toileting 
and  work  training  were  carried  out  with  two  or 
three  designated  patients  and  the  results  of  these 
areas  of  training  follow  the  group  results  for 
dress  and  food  stealing  behavior. 

Food  Stealing—  Instances  of  attempted  food 
stealing  at  the  lunch  meal  were  reduced  78  per 
cent  following  six  months  of  operant  training. 
Attempts  at  stealing  food  fell  from  35  attempts 
during  the  baseline  week  to  only  eight  attempts 
during  the  evaluation  week  six  months  later. 
Even  more  meaningful  is  the  fact  that  included 
in  the  evaluation  week  results  are  observations 
of  the  two  extremely  aggressive  patients,  whose 
behavior  was  not  included  in  the  baseline  data 
because  they  had  eaten  in  seclusion  during  the 
baseline  week,  although  during  the  evaluation 
week  they  were  able  to  eat  with  the  rest  of  the 
group,  so  improved  was  their  behavior. 

A t-test  was  performed  and  the  reduction  in 
food  stealing  was  found  to  be  significant  at  the 
.01  level  of  confidence.  Figure  1 represents  the 
daily  breakdown  of  food  stealing  both  for  the 
baseline  week  and  the  evaluation  week. 

Dress.— Instances  of  patients  being  unclad 
were  reduced  92  per  cent  following  six  months 
of  operant  training  and  the  introduction  of  more 
suitable  clothing.  The  results  are  presented  in 


Figure  1.  Attempts  at  stealing  food  before  and  after 
training. 
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Figure  2.  A t-test  was  performed  and  the  in- 
crease in  wearing  clothes  was  found  to  be  sig- 
nificant at  the  .01  level  of  confidence. 


Days 

Figure  2.  Instances  of  being  unclad  before  and  after 
training. 


Toileting.— Toilet  training  for  the  two  totally 
incontinent  patients  was  begun  at  the  beginning 
of  the  sixth  month  so  that  the  results  presented 
are  based  on  only  one  month  of  training. 

Patient  number  one  was  placed  on  the  toilet 
several  times  per  day  and  was  reinforced  approxi- 
mately once  ever)'  sixty  seconds  while  he  re- 
mained on  the  toilet.  He  received  reinforcement 
at  the  rate  of  one  per  second  whenever  urination 
or  defecation  occurred.  At  the  end  of  a month  of 
training  the  patient  was  walking  to  the  toilet  and 
urinating  on  his  own.  Although  he  had  defecated 
in  the  toilet  of  his  own  initiative  on  occasion,  he 
still  continued  to  defecate  on  the  dorm  floor  most 
of  the  time.  It  is  hoped  that  continued  training 
will  result  in  total  toilet  training  for  this  44-year- 
old  patient  who  has  resided  in  the  hospital  for  22 
years. 

Patient  number  two  was  quickly  toilet  trained 
by  showering  him  with  cool  water  each  time  he 
soiled  himself.  The  patient  had  previously  been 
observed  to  enter  a shower  stall  fully  clothed 
while  other  patients  were  being  showered,  indi- 
cating a liking  for  the  usual  warm  showers  he 
regularly  received  each  time  an  Aide  found  that 
he  had  soiled  himself.  It  then  became  clear  that 
he  had  been  regularly  reinforced  with  warm 
showers  each  time  he  soiled  himself,  thus  learn- 
ing to  soil  himself  as  much  as  possible.  With  only 
occasional  regression  to  soiling  himself,  this  pa- 
tient has,  since  the  second  day  of  training,  used 
the  toilet  acceptably. 


Work  on  the  Ward.— Several  patients  were 
trained  to  perform  useful  work  on  the  ward. 
With  an  Aide  issuing  paper  towels  and  adminis- 
tering candy  rewards  one  of  the  most  aggressive 
and  hyperactive  patients  was  quickly  trained  to 
clean  feces  from  the  floor,  deposit  them  in  the 
toilet  and  flush  the  toilet.  Such  training  was 
extremely  helpful  in  keeping  the  ward  clean,  in 
preventing  other  patients  from  eating  or  playing 
in  feces  found  on  the  floor,  and  in  relieving 
Aides  of  some  of  the  “babysitter”  duties  which 
had  previously  prevented  their  having  time  to 
engage  in  other  forms  of  patient  treatment. 

A second  patient  was  trained  to  gather  all  the 
dirty’  laundry  each  day  and  carry  it  to  the  ward 
laundry  chute.  A cigarette  was  the  reinforcing 
agent  in  this  case.  This  patient  also  learned  to 
mop  small  areas  of  the  dorm  floor  although  pro- 
gress was  quite  slow  in  this  area.  After  several 
weeks  of  training,  however,  the  patient  began  to 
initiate  work  instead  of  being  prodded  by  the 
Aide. 

A third  patient  turned  out  to  be  a “prized 
pupil.”  With  good  initiative  behavior,  this  patient 
was  first  trained  to  clean  a small  area  of  the 
dining  table  with  a damp  cloth.  He  quickly 
learned  that  he  could  receive  a larger  reward  by 
cleaning  a larger  area  of  the  table  and  soon  was 
cleaning  the  entire  table  top  and  all  the  chairs, 
and  stacking  the  chairs  on  the  table  in  order  to 
receive  two  cups  of  coffee.  He  was  then  given 
training  in  mopping  and  in  a few  weeks  learned 
to  mop  the  entire  dorm  floor  although  it  was 
necessary  for  an  Aide  to  be  present  at  all  times 
or  the  jobs  were  not  completed.  The  Aide  then 
began  to  leave  the  dorm  for  short  “breaks”  in 
hopes  that  the  patient  could  be  trained  to  keep 
working  even  though  no  supervision  was  present. 
At  the  end  of  six  months  of  training,  the  patient 
was  mopping  the  entire  floor,  in  addition  to 
cleaning  and  stacking  tables  and  chairs.  All  this 
work  was  being  done  quite  well  and  was  being 
performed  twice  per  day  with  no  supervision. 

Discussion 

Several  important  factors  should  be  considered 
in  formulating  a program  such  as  that  described 
here.  Primary  among  them  is  the  need  for  a 
change  in  some  staff  members’  attitudes  toward 
training  severely  mentally  retarded  patients. 
While  the  one  full-time  Psychiatric  Aide  per- 
formed veiy  well,  some  staff  members  appeared 
to  have  a pre-existing  “custodial  care”  attitude 
and  may  have  harbored  negative  feelings  toward 
the  possibilities  of  success  for  training  the  se- 
verely retarded.  Thus,  there  is  a need  for  some 
education  of  any  staff  member  who  may  be  even 
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remotely  involved  in  the  training  program  as  to 
the  possibilities  for  success  or  failure,  methods 
used,  and  precedent  programs.  It  should  be 
pointed  out  to  all  personnel  who  may  potentially 
be  involved,  even  in  a small  way,  that  the  learn- 
ing process  for  the  severely  retarded  is  slow  and 
painstaking  and  will  not  work  in  all  cases,  but 
that  some  patients  will  benefit. 

The  importance  of  constancy  of  environment 
also  should  be  mentioned.  As  Henriksen  and 
Doughty  (1967)  and  Ellis  (1963)  have  pointed 
out,  the  same  Aide  or  Aides  should  be  used  every 
day,  with  the  exception  of  days  off,  in  order  to 
maximize  the  chance  of  success  of  such  a pro- 
gram. Although  the  inhibiting  effects  of  using 
various  Aides  is  not  known,  it  should  be  reported 
that  in  the  training  described  in  this  paper,  some 
Aides  filled  in  as  well  as  could  be  expected  when 
the  assigned  Aide  was  “pulled”  to  work  on  other 
wards.  On  various  occasions,  the  patients  did  not 
receive  scheduled  training  due  to  last  minute 
reassignment  of  the  Aide  to  other  wards,  usually 
due  to  illness  of  staff  on  other  wards.  We  can 


only  assume  that  the  results  of  training  would 
have  been  even  better  had  training  not  often 
been  interrupted  for  24  or  48  hours  at  a time. 

The  difficulty  in  determining  what  is  reinforc- 
ing for  each  patient  should  be  mentioned.  While 
some  patients  responded  to  typical  reinforcers 
such  as  candy,  pop  and  Kool-Aid,  others  appeared 
indifferent  toward  these  items.  Thus,  a “wait  and 
see”  attitude  while  attempting  various  forms  of 
reinforcement  probably  should  be  employed. 

Summary 

Eight  severely  mentally  retarded  males  were 
given  six  months’  training  in  self-care  and  other 
skills.  Operant  training  techniques  were  used. 
Improvement  was  noted  in  the  training  areas 
including  dress,  food  stealing,  working  on  the 
ward  and  toileting.  Other  patients  may  benefit 
from  an  expanded  program  of  training  by  em- 
ploying the  same  techniques. 
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To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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tnfarcted  omentum  simulating  acute  appendi- 
-*•  citis  lias  been  recognized  as  an  entity  since 
1899,  when  Eitel  published  the  first  report  on  the 
subject  (A  Rare  Omental  Tumor,  Med.  Rec.  55: 
715-16,  1899).  Many  cases  have  since  been  re- 
ported. While  some  are  considered  to  be 
idiopathic,  others  have  been  related  to  trauma, 
neoplasia,  adhesions,  inflammation,  or  to  hema- 
tologic or  vascular  disorders. 

This  paper  reviews  three  additional  cases 
(Table  1)  of  infarcted  omentum  which  simulated 
acute  appendicitis  upon  initial  presentation. 

Case  Reports 

Case  I.*— An  eight-year-old  white  female  de- 
veloped abdominal  pain  approximately  one  day 
prior  to  hospitalization.  There  had  been  no  nau- 
sea, vomiting  or  diarrhea  ar.d  there  was  no  prior 
history  of  abdominal  trauma. 

Initial  physical  examination  revealed  a well- 
nourished  young  girl  with  pain  localized  in  the 
right  lower  quadrant,  together  with  guarding 
and  rebound  tenderness.  Rectal  examination  was 
normal.  The  patient’s  white  blood  cell  count  was 
10,000.  A diagnosis  of  acute  appendicitis  was 
made  and  the  patient  was  taken  to  the  operating 
room.  At  laparotomy,  an  area  of  infarcted  omen- 
tum approximately  the  size  of  a fifty-cent  piece 
was  found.  This  was  removed,  along  with  the 
appendix.  The  patient  made  an  uneventful  re- 
covery. 

Case  2.— A 24-year-old  male  was  seen  at  the 
Veterans  Administration  Hospital  with  a history 

*Treated  by  one  of  the  authors  (RCB)  at  the  Fort  Gordon 
Army  Hospital  Special  Treatment  Center,  Augusta,  Georgia. 


of  abdominal  pain  of  five  days’  duration.  The 
pain  had  started  in  the  epigastrium  but  later 
had  localized  to  the  right  lower  quadrant.  There 
was  no  nausea  or  vomiting  and  no  history  of 
abdominal  trauma. 

Examination  of  the  abdomen  revealed  right 
lower  quadrant  pain  together  with  rebound 
tenderness.  The  white  blood  cell  count  was  with- 
in normal  limits.  A diagnosis  of  acute  appendi- 
citis was  made  and  the  patient  was  taken  to  the 
operating  room  where  laparotomy  revealed  an 
area  of  infarcted  omentum  measuring  approxi- 
mately five  by  five  cm.  This  was  removed,  along 
with  the  patient’s  appendix.  Postoperatively  he 
did  well  and  made  an  uneventful  recovery. 

Case  3.— A 26-year-old  white  male  developed 
abdominal  pain  together  with  anorexia  approxi- 
mately three  days  prior  to  admission  to  the  VA 
Hospital.  There  was  a history  of  trauma  to  the 
right  upper  quadrant  one  week  previously. 

Physical  examination  revealed  a well-develop- 
ed, well-nourished  white  male  with  right  upper 
and  lower  quadrant  pain  together  with  rebound 
tenderness.  Rectal  examination  was  normal.  The 
patient’s  white  blood  count  was  11,400.  A diag- 


INFARCTED  OMENTUM  SIMULATING  ACUTE  APPENDICITIS 
THREE  CLINICAL  CASES 
Duration  (Days)  and  Operative 


Case 

Age 

Sex 

Trauma 

Location  of  Pain 

Findings 

Followup 

1 

8 

F 

No 

1 Day  - RLQ 

Infarcted  Omentum 

Clinically  Well 

2 

24 

M 

No 

5 Days  - RLQ 

Necrotic  Omentum 

Clinically  Well 

3 

26 

M 

Yes 

3 Days  - RUQ 
and  RLQ 

Hemorrhagic  Omentum 

Clinically  Well 

RLQ  - Right  lower  quadrant,  abdomen. 
RUQ  - Right  upper  quadrant,  abdomen. 
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nosis  of  acute  appendicitis  was  entertained  but 
due  to  the  history  of  trauma  the  etiology  of  the 
pain  being  secondary  to  intra-abdominal  injury 
also  was  considered.  Laparotomy  was  performed. 
An  area  of  infarcted  omentum  was  found  mea- 
suring approximately  ten  by  five  cm.  This  was 
removed,  together  with  the  patient’s  appendix. 
Postopera tively  the  patient  had  a smooth  and 
uneventful  course. 

Comment 

The  three  cases  reported  in  this  paper  repre- 
sent cases  of  infarcted  omentum  that  clinically 
presented  as  acute  appendicitis.  Significantly, 
only  one  patient  (Case  3,  Table  1)  gave  a history 
of  abdominal  trauma  either  prior  to  or  following 
laparotomy  after  the  diagnosis  had  been  firmly 
established. 


Historically,  abdominal  trauma  is  especially 
difficult  to  elicit  in  children,  where  the  traumatic 
episode  might  be  considered  “just  another  fall,” 
and  therefore  its  significance  overlooked  by  child 
and  parents  alike. 

Since  the  diagnosis  in  these  cases  cannot  be 
made  preopcratively  by  the  clinical  picture 
alone,  laparotomy  with  abdominal  exploration 
usually  is  necessary'.  Excision  of  the  damaged 
omentum  will  result  in  complete  erne. 

Summary 

Three  cases  of  infarcted  omentum  simulating 
acute  appendicitis  are  reported. 

While  the  condition  can  be  suspected  preoper- 
atively,  definite  diagnosis  can  be  made  only  by 
exploratory  laparotomy. 
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N.  Leroy  Lapp,  M.D.,  Associate  Professor  of  Medi- 
cine, West  Virginia  llniversity  Medical  < enter. 

A 58-year-old  male  ( F.P. ) was  admitted  to 
West  Virginia  University  Hospital  on  June 
6,  1973  with  the  chief  complaint  of  severe  short- 
ness of  breath.  Two  days  prior  to  admission  he 
and  his  son  had  replaced  an  approximately  16- 
year-old  commercial  air  conditioning  unit  that 
was  “extremely  dusty”  and  contained  a fine,  black 
dust  around  the  coils.  That  evening  upon  re- 
turning home  from  work  he  noticed  some  exer- 
tional dyspnea  that  prohibited  his  doing  some 
gardening  as  was  his  usual  custom  in  the  evening 
after  work.  Over  the  course  of  the  next  48  hours 
the  dyspnea  became  progressively  worse  and  was 
associated  with  cyanosis  of  the  lips,  ear  lobes  and 
finger-nail  beds.  At  the  time  of  admission  he 
appeared  in  acute  respiratory  distress,  breathing 
at  a rate  of  40  breaths  per  minute,  was  using 
accessoiy  muscles  of  respiration,  and  had  retrac- 
tion of  the  suprasternal  space.  The  lips,  ear  lobes 
and  finger-nail  beds  were  deeply  cyanosed,  but 
no  finger  clubbing  was  evident.  There  was  no 
evidence  of  raised  jugular  venous  pressure  or  of 
edema  of  the  extremities. 

Examination  of  the  thorax  revealed  symmetri- 
cal expansion,  no  dullness  to  percussion,  but 
diffusely  scattered  fine  to  medium  rales  over  both 
lower  zones  posteriorly  and  the  mid  to  lower 
zones  laterally  and  anteriorly  on  both  right  and 
left.  The  heart  tones  were  of  normal  intensity, 
and  no  murmurs  or  gallop  rhythms  were  audible. 
The  heart  rate  was  120  per  minute  and  regular. 
Admission  postero-anterior  chest  film  (Figure 
1 ) revealed  a diffuse,  acinar-filling-pattern  paren- 
chymal infiltration  involving  nearly  two-thirds  of 
the  right  and  approximately  one-third  of  the 


Figure  1.  Admission  postero-anterior  chest  film  obtained  on 
patient  F.P. 


left  lung  in  a peri-hilar  distribution.  The  heart 
silhouette  did  not  appear  to  be  enlarged,  and 
there  was  no  obvious  dilation  or  prominence 
of  the  upper  lobe  veins.  Dense,  rounded,  calcifi- 
cations were  evident  in  both  hilar  areas  along 
with  the  right  paratracheal  region  and  posterior 
to  the  trachea.  Analysis  of  arterial  blood  ob- 
tained with  the  patient  breathing  room  air 
revealed  a P0o  of  37  mm.  Hg.,  a PC02  of  25  mm. 
Hg.,  a pH  of  7.43  units,  and  a calculated  satura- 
tion of  73  per  cent.  Repeat  measurements  approx- 
imately 30  minutes  after  instituting  oxygen  via 
a tight-fitting  mask  with  six  liters  per  minute 
flow  were  P02  58  mm.  Hg..  Pe0o  30  mm.  Hg.,  pH 
7.48  units,  and  a calculated  saturation  of  90  per 
cent. 
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A tentative  diagnosis  of  extrinsic  allergic 
alveolitis  was  made,  and  the  patient  was  started 
on  Prednisone  with  100  mg.  administered  within 
the  first  24  hours  and  60  mg.  daily  thereafter. 
Striking  clinical  improvement  was  noted  within 
several  days,  although  the  infiltrations  evident 
on  the  chest  radiograph  cleared  more  slowly. 
Spirometry,  lung  volumes  and  single  breath 
carbon  monoxide  diffusing  capacity  were  mea- 
sured on  June  15,  1973  (Table  1),  nine  days 
after  admission  and  at  a time  when  the  patient 
was  clinically  better  but  still  had  some  infiltra- 
tions on  the  chest  radiograph  (Figure  2).  The 
pulmonary  function  tests  were  interpreted  as 
showing  mixed  restrictive  and  obstructive  im- 
pairment with  a moderately  severe  diffusion 
impairment. 

The  chest  radiograph  obtained  on  the  21st 
day  of  hospitalization  (Figure  3)  demonstrated 
complete  clearing  of  the  acinar-filling  pattern  of 
infiltration.  A few  micronodular  shadows  in  both 
mid-lung  fields  and  the  previously  described 
calcifications  remained  which  were  attributed  to 
the  patient’s  earlier  exposure  to  silicates  during 
his  10  to  12  years  of  employment  as  a grinder  in 
a bathroom  fixture  factory. 

Blood  serum  samples  drawn  on  the  day  of 
admission  were  subsequently  shown  to  demon- 
strate strong  precipitin  bands  to  antigens  derived 
from  Thermoactinomyce s vulgaris  by  electro-im- 
munodiffusion studies.1  Cultures  of  some  of  the 
black  dust  obtained  from  the  coils  of  the  air  con- 
ditioner unit  on  which  the  patient  had  worked 
just  prior  to  his  illness  demonstrated  growth  of  a 
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Figure  2.  Postero-anterior  chest  film  on  F.P.  obtained  on 
ninth  day  after  admission. 


similar  microorganism  at  56°C.  but  not  at  37°C. 
or  room  temperature. 

Discussion 

This  case  illustrates  the  typical  course  of  ex- 
trinsic allergic  alveolitis,  a term  that  has  been 
applied  to  a growing  number  of  conditions  in 
which  the  inhalation  of  organic  dusts  results  in 
hypersensitivity  reactions  at  the  alveolar  level. 

Bernardino  Ramazzini,  the  father  of  occupa- 
tional medicine,  was  the  first  to  allude  to  this 
disease  syndrome  variously  known  as  allergic 
alveolitis  or  hypersensitivity  pneumonitis.  As 
early  as  1700  he  described  the  classical  example 
of  this  group  of  diseases,  what  is  now  known  as 
“farmer’s  lung.”  In  his  time,  the  condition  was 
observed  among  “sifters  and  measurers  of  grain.”2 

Farmer’s  lung  was  first  described  in  its  current 
form  in  1932,  owing  to  its  association  with  moldy 
hay.3  Since  then,  a large  number  of  conditions 
have  been  reported  which  have  a similar  clinical 
presentation  and  pathogenesis  to  that  of  farmer’s 
lung  (Table  2).  In  each  there  is  an  association 
either  with  occupation  (farmer’s  lung,  bagasso- 
sis),  hobby  (pigeon  and  budgerigar  fanciers), 
iatrogenic  exposure  (pituitary  snuff),  or  environ- 
mental (contaminated  air  conditioners)  exposure. 

Robert  G.  Burrell,  Ph.D.,  Professor  of  Microbiology, 
West  Virginia  University  Medical  Center. 

Immunology 

Four  main  forms  of  immunologic  response  that 
are  known  to  lead  to  injury  may  occur  in  the 
lungs  following  the  inhalation  of  organic  dusts. 
In  atopic  individuals  the  airways  may  be  chiefly 


Figure  3.  Postero-anterior  chest  film  on  F.P.  obtained  on 
21st  day  after  admission. 
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Table  1 


Lung  Volumes  and  Diffusing 

Capacity 

Test 

Observed 

Predicted 

% Predicted 

Total  Lung  Capacity  (L) 

5.79 

5.80 

100 

Residual  Volume  (L) 

2.05 

1.80 

114 

RV/TLC  x 100 

35 

31 

Vital  Capacity  (L) 

3.74 

4.01 

93 

Diffusing  Capacity  (ml.  x min.-l  x mmHg.-l) 

12 

28 

43 

Spirometry 


Test 


Observed  Predicted 


Forced  Vital  Capacity  (L) 

Forced  Expiratory  Volume  One  Second  (L) 
FEVi.o/FVC  x 100 

Maximal  Voluntary  Ventilation  (L/M) 

Value  in  parenthesis  indicates  after  Isoproterenol. 


3.56  (3.42)*  4.01 

2.07  (2.02)  3.06 

58  (59)  76 

82  (96)  131 


Condition 
Farmer’s  lung 

Bagassosis 

Maple-bark  pneumonitis 
Mushroom  worker’s  lung 
Malt  worker’s  lung 

Sequoiosis 

Granary  worker’s  lung 

Bird  fancier’s  lung 
Pituitary  snuff-taker’s  lung 

Air  conditioner  lung 
Cheese  washer’s  lung 
Modified  from: 


Table  2 

Types  of  Extrinsic  Allergic  Alveolitis 

Source  of  Antigen 
Moldy  hay 

Moldy  bagasse 
Moldy  maple-bark 
Mushroom  compost 
Moldy  barley  or  malt 

Moldy  sawdust 
Infested  grain  flour 

Avian  excreta,  feathers 
Pituitary  powder 

Mold  on  coils 
Moldy  cheese 


Known  or  Suspected  Agent (s) 

Micropolyspora  faeni 
Thermoactinomyces  vulgaris 

T.  vulgaris 

Cryptostroma  corticale 
M.  faeni  and  T.  vulgaris 

Aspergillus  clavatus 
Aspergillus  fumigatus 

Grapbium 

Sitophilus  granarius 

(grain  weevil) 

Serum  protein  and  excreta 

Proteins  in  porcine  and  bovine 
posterior  pituitary  extract 

T.  vulgaris 
Penicillium  casei 


Pepys,  J.:  Hypersensitivity  diseases  of  the  lungs  due  to  fungi  and  organic  dusts.  Monographs  in 
Allergy  4:1-147,  1969. 


Table  3 


Summary  of  Characteristics  of  Different  Types  of  Immune  Injury 


Type  1 

Type  II 

Type  III 

Type  IV 

Characteristic  of 
immune  effector 

Reagin  (IgE)  dependent 

Cytotoxic  antibodies 

Immune  complexes  plus 
complement 

Cell  mediated 
(lymphocytes) 

Time  of  onset  of 
skin  test  and 
gross  appearance 

Within  seconds  to 
minutes.  Subsides 
within  1-2  hours 

Not  applicable 

4-6  hours,  maximal  at 
12,  resolved  by  24 

6-8  hours,  maximal  at 
24-48 

Wheal  and  flare 

Inflammatory  swelling; 
leads  to  necrosis  only 
in  extreme  cases 

Erythema  and  induration 
leading  to  necrosis 

Histology  of 
skin  test 

Little  change  other 
than  hyperemia  and 
edema;  possibly  some 
eosinophiles 

Variable  depending 
on  target  cell 

PMN  infiltrate,  mono- 
nuclear cuffing  peri- 
vascularly.  Arteritis 
maybe  necrotizing 

Perivenous  mononuclear 
infiltrates  between 
deep  dermis  and  muscle 

Response  to 
therapy 

Antihistamines 

Steroids, 

immunosuppressants 

Steroids,  disodium 
cromoglycate 

Steroids 
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affected  giving  rise  to  asthmatic  symptoms  that 
are  mediated  by  tissue  fixing,  nonprecipitating, 
reaginic  antibody  of  the  IgE  class,  the  so-called 
immediate  or  Type  1 allergy.  Nasal  stuffiness, 
or  uncomplicated  bronchial  asthma,  resulting 
from  mildewed  or  moldy  materials  would  be  of 
this  type.  Type  II  reactions  are  those  in  which 
the  antibody  reacts  either  with  the  cell  itself  or 
with  antigens  adsorbed  to  the  cell  in  such  a way 
that  the  cell  is  damaged  or  lysed.  Type  III  re- 
actions are  called  immune  complex  reactions 
because  they  are  due  to  certain  amounts  of  pre- 
cipitating, nonreaginic  antibody-forming  soluble 
complexes  with  excessive  amounts  of  antigen. 
These  soluble  complexes  fix  complement  and 
attract  neutrophiles  which  subsequently  release 
their  lysosomal  enzymes  causing  the  damage  to 
tissues.  Unlike  the  other  tliree  types,  Type  IV  is 
cell  mediated  and  is  best  exemplified  by  the 
classical  tuberculin  reaction  wherein  sensitized 
lymphocytes  react  with  antigen  and  cause  the 
release  of  certain  mediators  which  in  turn  result 
in  the  tissue  damage.  These  reactions  are  sum- 
marized with  additional  differential  characteris- 
tics in  Table  3. 

All  of  these  types  of  immune  injury  may  be 
involved  in  the  pathogenesis  of  hypersensitivity 
pneumonitis,  although  there  is  very  little  evidence 
for  Type  II,  cytotoxicity  reactions.  Reaginic  sensi- 
tivity may  accompany  hypersensitivity  pneumo- 
nitis, but  is  not  responsible  for  the  major  symp- 
toms or  pathology  as  this  form  of  sensitivity  often 
may  be  absent  from  the  disease.  At  the  present 
time,  the  bulk  of  opinion  favors  a Type  III 
mechanism  as  accounting  for  the  disease.  Rather 
than  giving  rise  to  asthmatic  symptoms,  this  type 
of  reaction  is  associated  with  shortness  of  breath 
and  abnormalities  of  gas  exchange  owing  to  in- 
flammatory changes  occurring  at  the  alveolar 
level  caused  by  the  cellular  response  to  the  im- 
mune complexes.  Some  recent  evidence  suggests 
that  Type  IV  delayed  hypersensitivity  responses 
also  are  a factor  in  disease  production.  It  has 
been  suggested  that  hypersensitivity  pneumonitis 
is  a disease  spectrum,  varying  according  to  what 
immunologic  components  there  are  and  to  what 
degree  they  go  in  to  make  up  the  over-all  re- 
sponse in  a given  situation. 

Microbiology 

The  inciting  agents  involved  in  diseases  of 
this  type  are  interesting  from  several  standpoints. 
As  the  name  implies,  the  thermophilic  actinomy- 
cetes  are  microorganisms  intermediate  between 
the  size  of  true  bacteria  and  higher  fungi  and 
which  are  capable  of  growing  only  at  elevated 
temperatures  (45-56°C).  Indeed,  these  microor- 


ganisms are  not  even  capable  of  growing  at  37°C. 
and,  hence,  cannot  be  considered  infective  even 
though  they  may  be  demonstrated  histologically 
and  occasionally  even  recovered  from  tissues  by 
culture.  Their-  small  size  of  one-half  to  1 m allows 
them  to  be  inhaled  into  the  deeper  airway  pass- 
ages including  the  alveoli.  In  nature  they  are  the 
result  of  the  fermentation  of  moist  organic  ma- 
terials. As  microorganisms  begin  the  process  of 
decay  of  such  materials,  the  temperature  often 
rises,  especially  in  the  center  of  well-insulated 
material  such  as  silage  or  compost.  At  this  point 
the  thermophilic  microorganisms  begin  growing 
abundantly,  producing  millions  of  spores.  If  this 
material  is  subsequently  dried,  and  if  conditions 
result  through  occupational  manipulation  which 
cause  them  to  become  airborne,  humans  exposed 
to  such  an  environment  breathe  in  huge  numbers 
of  these  spores.  If  the  individuals  are  properly 
sensitized  immunologically,  pathology  results. 

Doctor  Lapp 

Clinical  Features 

The  common  pattern  of  clinical  features  in 
extrinsic  allergic  alveolitis  contrasts  strikingly 
with  that  of  atopic  asthma.  Systemic  symptoms 
of  dyspnea,  cough,  general  malaise,  chills,  fever, 
anorexia,  weight  loss  and  sometimes  cyanosis  of- 
ten occur  in  the  acute  exacerbations  of  the  di- 
sease within  a few  hours  of  exposure  to  the  of- 
fending agent.  In  the  chronic  phase,  increasing 
dyspnea  and  cyanosis  develop  insidiously  over 
the  course  of  months  or  years  of  exposure.4  While 
the  acute  form  of  the  disease  is  generally  self- 
limited,  or  responds  promptly  to  removal  from 
exposure  to  the  offending  dust  and  appropriate 
therapy,  repeated  exposure  over  the  course  of 
months  and  years  may  lead  to  permanent  pulmo- 
nary disability.2  The  most  commonly  encountered 
physical  findings  either  in  the  acute  or  chronic 
phase  are  the  fine  crepitations  heard  principally 
at  the  bases,  but  which  may  be  present  through- 
out the  lung  fields. 

The  pulmonary  functional  abnormality  en- 
countered usually  is  a restrictive  ventilatory  im- 
pairment associated  with  impairment  of  gas 
transfer  and  a decreased  lung  compliance.  Air- 
ways obstruction  is  not  a feature  of  this  disease 
unless  the  patient  has  been  a cigarette  smoker  or 
has  coexisting  obstructive  airways  disease. 

The  radiographic  abnormality  in  the  acute 
phase  of  the  disease  usually  presents  as  widely 
distributed  micronodular  shadows  similar  to  those 
seen  in  sarcoidosis  and  some  of  the  mineral 
pneumoconioses.  In  the  more  subacute  and 
chronic  forms  of  the  disease  the  features  are 
those  of  reticulonodulation  with  a honeycomb 
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appearance  similar  to  that  seen  in  the  advanced 
stages  of  fibrosing  alveolitis  (diffuse  interstitial 
fibrosis ) . 

In  the  early  stages  of  the  disease  the  lungs 
show  infiltration  of  the  alveolar  walls  with  poly- 
morphonuelear  leukocytes,  lymphocytes,  plasma 
cells  and  epithelioid  cell  granulomata,  the  whole 
picture  resembling  superficially  that  seen  in  sar- 
coidosis. Variable  degrees  of  fibrosis  may  be 
present  depending  upon  the  duration  of  the  al- 
lergic response.  Nearly  25  per  cent  of  patients 
with  farmer’s  lung  in  one  series  demonstrated 
features  of  obliterative  bronchiolitis.5 

It  is  helpful  in  diagnosing  these  diseases  to 
have  serological  and,  if  appropriate,  microbiologi- 
cal evidence  for  identifying  the  offending  anti- 
gen. 

Treatment 

The  first  principle  in  treating  extrinsic  allergic 
alveolitis  is  avoidance  of  further  exposure  to  the 
offending  antigens.  In  acute  cases  in  which  severe 
abnormalities  of  gas  transfer  occur,  supplemental 
oxygen  therapy  and  a brief  course  of  corticos- 
teriod  drugs  such  as  Prednisone  may  be  neces- 
sary. Preventive  measures  to  avoid  exposure  in 
certain  industries  is  obvious.  The  use  of  masks, 
however,  is  of  little  benefit  because  the  spores 
of  the  thermophilic  actinomycetes  and  most  of 
the  other  offending  agents  are  small  enough 


(around  one  m)  to  pass  through  the  interstices  of 
the  masks.  For  the  farmer,  it  may  mean  meticu- 
lous attention  to  the  drying  of  hay  and  forage  in 
order  to  avoid  the  conditions  conducive  to  mold- 
ing. Where  industrial  processes  cannot  be 
changed  or  the  process  controlled,  it  may  mean 
the  affected  subject  must  leave  that  industry. 

Summary 

In  summary,  the  relatively  stereotyped  immu- 
nological response  of  the  lung  to  organic  dusts 
known  as  extrinsic  allergic  alveolitis  or  hypersen- 
sitivity pneumonia,  is  being  diagnosed  with  in- 
creasing frequency.  It  differs  from  classical 
extrinsic  asthma  in  that  the  gas  exchange  areas 
of  the  lung  are  the  site  of  pathology  rather  than 
the  airways.  Shadows  usually  are  evident  on  the 
chest  radiograph,  and  there  are  precipitating 
antibodies  present  in  the  serum  of  subjects  dem- 
onstrating the  disease.  Corticosteroids  are  of 
benefit  in  treating  the  acute,  severe  response,  but 
prevention  of  further  exposure  is  the  only  defini- 
tive protection  against  chronic,  disabling,  respi- 
ratory impairment.  Although  mainly  regarded  as 
a disease  of  occupation  (farmer’s  lung),  the 
relation  may  be  indirect  and  often  difficult  to 
diagnose  without  a searching  inquiry. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


No  Seasonal  Pattern  Found  in  Suicides 

Suicides  defy  any  fixed  seasonal  or  climactic  patterns,  says  a report  in  the  January 
issue  of  Archives  of  General  Psychiatry,  a publication  of  the  American  Medical 
Association.  Researchers  at  Duke  University  Medical  Center  and  Durham  Veterans 
Administration  Hospital  analyzed  reports  of  3,672  deaths  by  suicide  in  North  Carolina 
from  1965  to  1971. 

They  found  no  major  upsurges  for  special  holidays,  weekdays  versus  weekends, 
months  or  seasons.  Only  in  days  of  the  week  was  a difference  noted.  The  highest  pro- 
portions of  suicides  during  the  week  were  on  Mondays.  Climate  had  no  impact,  when 
statistics  on  whether  the  suicide  days  were  hot  or  cold,  rainy  or  clear,  humid  or  dry, 
short  or  long  were  compared. 

Special  holidays — New  Year’s  Day,  Easter,  Memorial  Day,  July  4,  Labor  Day, 
Thanksgiving  and  Christmas — also  showed  no  higher  rates  than  other  days. 

“For  the  present  it  seems  that  early  recognition  of  depression  and  its  subsequent 
treatment  may  be  the  most  effective  measure  we  have  today  for  suicide  prevention,” 
the  report  says. 
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Do  you  spend 
your  vacations 
at  home  because 
that's  all 
you  can  afford? 


Vacations  are  something 
special. 

Only  it  takes  a little  sav- 
ings to  get  out  and  enjoy 
them. 

So  why  not  do  the  smart 
thing.  Join  the  Payroll 
Savings  Plan  now  where  you 
work  and  start  buying  U.S. 
Savings  Bonds.  You’ll  build 
up  a vacation  fund  sooner 
than  you  think. 

Bonds  are  a dependable 
way  to  save.  They  are  guar- 
anteed against  theft,  loss  or 
destruction,  and  your  savings 
earn  a good  rate  of  interest, 
too. 

Buy  U.S.  Savings  Bonds 


•i  0 


through  the  Payroll  Savings 
Plan.  You’ll  find  you  won’t 
be  sitting  at  home  anymore 
thinking  about  how  good 
your  vacations  could  be. 


Buy  U.  S.  Savings  Bonds 

Now  E Bonds  pay  5H%  interest  when  held  to  maturity 
of  5 years.  10  months  (4%  the  first  year).  Bonds  are 
replaced  if  lost,  stolen,  or  destroyed.  When  needed  they 
can  be  cashed  at  your  bank.  Interest  is  not  subject  to 
state  or  local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption. 


Sign  of  a cold  sufferer 
Time  for  Omade 


Each  capsule  contains  8 mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride: 
2.5  mg.  isopropamide,  as  the  iodide. 


Fast  relief  of 

upper  respiratory  congestion 
ana  hypersecretion 


with  convenient  b.i.d.  dosage 


Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hypersecretion  associated 
with:  the  common  cold;  acute  and  chronic  sinusitis;  vasomotor  rhinitis; 
allergic  rhinitis  (hay  fever,  "rose  fever,"  etc  ). 

Contraindications:  Hypersensitivity  to  any  component;  concurrent 
MAO  inhibitor  therapy,  severe  hypertension;  bronchial  asthma;  coronary 
artery  disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck 
obstruction.  Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring  alertness  (e  g , 
operating  vehicles  or  machinery)  Warn  patients  of  possible  additive 
effects  with  alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards  Inhibition 
of  lactation  may  occur. 

Effect  on  PBI  Determination  and  I'3'  Uptake:  Isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
unaffected  by  exogenous  iodides 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or 
mouth;  nervousness;  or  insomnia  Also,  nausea,  vomiting,  epigastric 
distress,  diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain, 
abdominal  pain,  irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia,  convul- 
sions, hypertension,  hypotension,  anorexia,  constipation,  visual  distur 
bances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 


SK&F 

Smith  Kline  & French  Laboratories 

Division  of  SmithKIine  Corp..  Philadelphia,  Pa  19101 


. W 


In  congestive  heart  iailure... 

secondary  aldosteronisr: 


Decreased' 

Cardiac 

Output 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure* 


Decreased  renal 
blood  flow  i 
with  decreased! 
glomerular 
filtration 


Increased 

venous 

pressure 


Transudation 
from  capillaries 


Decreased 

effective 

blood 

volume 


Aldosteronism 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


is  a primary  factor 


To  "switch  off"  the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone 

spironolactone  25-mg.  tablets 

| the  only  specific 
1 aldosterone  antagonist. . . 

I basic  in  all  diuretic  therapy 

II  Three  ways  to  use  Aldactone  in 
’ congestive  heart  failure 

1.  As  the  only  diuretic 

Often  sufficient  alone. 

Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule. 

Avoids  potassium  loss. 

12.  As  the  basic  daily  diuretic  with  an  ''add-on'' 
alternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

Aldactone  plus  ''A.D.D.''  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  "add-on”  diuretic.2 

Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

3.  As  a daily  diuretic  in  combination  with 
a daily  dose  of  a thiazide 

■Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications  -Essential  hypertension,  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema.  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic. 

Contraindications —Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given.  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops  Usage  of  any  drug  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice.  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration  -For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Ad | ust  subsequent  dosage  according 
to  response  of  patient 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary  Such 
patients  frequently  have  an  associated  hyponatremia — restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  ’’sterilize''  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight. 

References;  I.  Coodley,  E Consultant  1.2:106-107,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W„  and  Lauler,  D.  P : Am.  J.  Med  53:673-684  (Nov.)  1972. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department 

Box  5110,  Chicago,  Illinois  60680 


SEARLE 


Ilf  DC  Muscles 

Iklmk  and  joints 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3 V2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


ft 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


EMPIRIN 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


WHEN  FLU  HITS  AND 

HURTS 


107th  ANNUAL  MEETING 

of  the 

West  Virginia  State  Medical  Association 


ner 


AUGUST  21-24,  1974 

PLAN  NOW  TO  ATTEND 
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A TIP  OF  THE  HAT 

A total  of  at  least  300  interested  persons  attended  what  must 
be  considered  a highly  successful  Seventh  Mid-Winter 
Clinical  Conference  which  was  held  in  Charleston,  January 
18-20. 

From  all  comments  we  have  heard,  the  planners  responsible 
for  the  three-day  session  certainly  put  together  a program 
which  appealed  to  physicians,  nurses  and  other  related  health 
personnel.  It  was  indeed  pleasing  to  note  that  the  public  session 
on  “The  Battered  Child”  attracted  approximately  250  persons 
while  a concurrent  session  on  PSRO  was  well  attended  by 
physicians. 

It  would  be  most  difficult  to  single  out  any  individuals  or 
organizations  for  their  splendid  cooperation  in  making  the 
three-day  meeting  a success.  I should,  however,  like  to  com- 
mend the  members  of  the  Woman’s  Auxiliary  to  the  Kanawha 
Medical  Society  for  taking  charge  of  the  public  session  as  well 
as  making  sure  the  social  function  on  Saturday  night  was  a 
real  treat. 

Also,  special  thanks  are  due  to  Drs.  Ralph  H.  Nestmann  and 
Joseph  T.  Skaggs — Co-Chairmen  of  the  Conference.  We  hope 
these  two  gentlemen  will  once  again  agree  to  serve  in  the  same 
capacity  for  the  1975  session.  They  have  worked  extremely 
hard  in  recent  years  to  make  the  Mid-Winter  Conference  one  of 
the  highlights  of  the  year  for  physicians  and  their  families 
throughout  the  State. 


A.  Thomas  McCoy,  M.  D.,  President 
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EDITORIALS 


The  early  publications  of  Masters  and  Johnson 
are  thought  by  many  to  have  heralded  the  dawn 
of  “modern”  attitudes  toward  sexuality.  For  many 
years,  one  has  been  able  to 
SOME  THOUGHTS  note  an  increasing  number 
ON  SEXUALITY  of  publications  and  writ- 
ings dealing  with  human 
sexuality. 

During  this  same  period  the  so-called  “relaxed 
attitude”  toward  sexual  behavior  has  developed 
and  broadened.  Permissiveness  and  sexual  activ- 
ity on  college  campuses,  a scandal  of  the  60’s,  has 
become  an  accepted  norm  in  the  70’s.  Emancipa- 
tion from  the  sense  of  guilt  and  the  use  of  sexual 
activity  as  a means  and  evidence  of  self-expres- 
sion appear  to  have  been  the  primary  objectives 
of  the  “new  morality.”  The  latter  concept  has 
pervaded  teaching  and  literature  in  the  fields  of 
psychology  and  religion,  extending  into  the  high- 
est organizational  structures  of  established  reli- 
gion in  this  country. 

Matters  relating  to  obscenity  and  pornography 
were  presumably  settled  by  a Supreme  Court 
decision  during  the  60’s,  which  gave  blanket  im- 
munity from  prosecution  to  publishers  of  sexual 
materials,  audio-visual  presentations,  movies, 
etc.  It  would  appear  that,  now  that  Sex  is  official 
and  officially  a public  matter,  there  is  to  be  no 
control  over  publications  depicting  it  in  what- 
ever fashion  the  authors  choose.  The  subject  of 


sexuality  has  been  introduced  in  the  school  sys- 
tems over  the  country  in  grades  as  early  as  the 
first.  Courses  in  human  sexuality  apparently 
abound  in  college  curricula.  A throw-away  publi- 
cation entitled  “Human  Sexuality”  has  been  re- 
ceived by  physicians  and  others  for  several  years 
on  a monthly  basis. 

The  question  of  where  the  medical  profession 
stands  in  relation  to  this  subject  appears  tcTlje 
somewhat  moot  at  present.  This  year,  for  the 
first  time,  the  writer  saw  at  national  meetings 
in  the  commercial  exhibits,  the  presentation  of 
audio-visual  aids,  promoted  for  use  in  classroom 
presentations  and  for  office  management  of  prob- 
lems in  human  sexuality. 

A particular  display  at  the  AAFP  meeting  in 
Denver  presented  a 10-minute  abstract  of  four 
films  available  from  a particular  company  for 
rent  or  sale  to  interested  individuals  and  organi- 
zations. The  booth  was  seldom  without  a line  of 
doctors  waiting  their  turn  in  the  five-seat  viewing 
area.  The  films  dealt  with  intercourse,  coital  po- 
sition, teaching  methodology  of  sensate  focus, 
and  "insights.”  If  we  are  to  believe  the  detail 
man  at  the  booth,  courses  using  these  films  are 
taught  in  numerous  schools  and  colleges  as  well 
as  at  least  one  seminary. 

With  particular  reference  to  the  situation  as 
outlined  above,  there  may  now  be  some  things 
that  should  be  said.  Physicians  are  called  upon  to 


February,  1974,  Vol.  70,  No.  2 


43 


treat  a variety  of  conditions  related  to  sexual 
activity.  The  current  “openness”  on  sex  may  have 
led  many  to  conclude  that  now  that  sex  is  out 
in  the  open,  all  related  problems  will  be  dealt 
with  easily.  Current  attitudes  toward  diagnosis 
and  treatment,  if  the  signs  are  being  correctly 
interpreted,  are  being  pretty  firmly  based  on 
anatomy  and  physiology.  In  short,  sex  now  ap- 
pears generally  to  be  considered  analyzable, 
dissectable,  and,  by  various  means— especially  the 
audio-visual  route— susceptible  to  “normalization” 
for  given  individuals  and  couples.  In  this  scheme 
of  things,  expression  and  gratification  of  one’s 
sexuality  are  made  to  appear  as  ends  in  them- 
selves; and  if  this  is  the  case,  serious  errors  may 
have  been  committed  or  be  in  the  making. 

The  view  that  sexuality  does  not  lend  itself  to 
scientific  dissection  and  analysis  may  be  a minor- 
ity view,  or  it  may  even  be  a view  held  by  a very 
silent  majority.  In  any  case,  the  proponents  of 
this  view  are  strangely  silent,  if  they  are  in  the 
majority. 

In  spite  of  our  age  of  enlightenment,  there  is  a 
valid  doubt  that  the  current  binge  is  going  to 
turn  out  to  be  the  cure-all  for  sexual  hangups 
its  proponents  claim.  It  is  one  thing  to  counsel 
concerning  problems  of  a married  couple  in 
search  for  conjugal  satisfaction.  The  writer  sub- 
mits that  it  is  quite  another  thing  to  view  nude 
men  and  women  engaging  in  various  aspects  of 
sexual  relations.  It  is  highly  questionable,  at  best, 
whether  any  normally  oriented  individual  is  able 
to  view  with  complete  objectivity  any  such  por- 
trayal, either  in  a teaching  setting  or  in  personal 
counseling. 

In  the  current  uproar  over  pornography,  the 
question  of  the  eroticism  of  any  given  material 
is  emphasized.  Artistic  value  is  cited  as  a valid 
excuse  for  portrayal  of  sexuality  in  action;  like- 
wise with  informational  value  of  material  ap- 
parently intended  for  teaching  and  for  counseling. 
The  definition  of  pornography  is  rather  flimsy. 
The  classification  of  sexual  material  into  cate- 
gories of  teaching,  counseling  or  erotic  arousal 
may  be  highly  deceptive.  Use  of  these  materials 
in  counseling  and  treatment  by  the  medical  pro- 
fession could  ultimately  be  quite  destructive  if 
its  proponents— as  many  of  us  believe— are  wrong. 
If  there  be  a spiritual  component  in  men  and 
women,  the  emphasis  on  sex’s  physicality  to  the 
exclusion  of  its  intangible  qualities  could  result 
in  ultimate  tragedy  for  individuals.  From  this 
standpoint,  the  medical  profession  might  do  well 
to  go  slow  in  acquiescing  to  the  entirely  material- 
istic concept  of  human  sexuality. 


Dr.  Paul  Dudley  White,  the  renowned  cardi- 
ologist, died  in  Boston  October  31,  1973  at  the 
age  of  87.  He  was  a physician  of  national  and 

international  fame. 
PAUL  DUDLEY  WHITE,  M.D.  It  is  not  in  the 

province  of  this 
essay  to  review  the  many  honors  he  received  for 
his  contributions  to  cardiology  or  to  comment  in 
detail  on  his  standing  in  the  medical  profession. 
These  are  well  known  and  the  medical  journals 
and  newspapers  have  covered  them  adequately. 
This  editorial  will  dwell  briefly  on  some  of 
Doctor  White's  experiences  in  West  Virginia. 

The  writer  of  this  editorial  first  became  ac- 
quainted with  Doctor  White  in  1919,  when  as  a 
medical  student  in  Boston  he  served  as  a volun- 
teer for  some  electrocardiographic  studies  Doctor 
White  was  making.  The  latter  was  a young  man 
—32  years  old— and  an  instructor  in  medicine  at 
the  Harvard  Medical  School.  The  electrocardio- 
gram was  taken  in  the  Massachusetts  General 
Hospital;  this  volunteer  did  not  appreciate  then 
that  Doctor  White  would  become  one  of  the 
world’s  outstanding  cardiologists.  Throughout 
the  years  occasions  arose  to  meet  and  talk  or 
correspond  with  him. 

Doctor  White  made  a number  of  trips  to  West 
Virginia  and  seemed  to  enjoy  his  visits.  On  one 
occasion  he  came  to  Morgantown  to  present  an 
address  before  the  chapter  of  Phi  Beta  Kappa 
at  the  University.  He  spoke  on  the  prevention  of 
heart  disease  to  a large  and  appreciative  audi- 
ence. 

Quite  early  in  his  career  he  gave  a talk  before 
a group  of  physicians  in  Clarksburg.  It  appeared 
that  a distinguished  physician  from  Boston  had 
been  invited,  but  at  the  last  minute  found  he 
could  not  go  so  he  asked  Doctor  White  to  sub- 
stitute for  him.  The  latter  in  telling  about  it 
explained  that  this  seemed  like  an  important 
engagement  to  him  and  he  took  it  seriously.  It 
was  the  first  time  he  had  made  such  a talk  out- 
side his  home  state.  He  wished  to  please  his 
audience  and  also  discuss  certain  medical  prob- 
lems which  woidd  be  helpful  to  the  physicians. 
Undoubtedly  he  gave  a good  account  of  himself 
as  was  his  habit.  Although  this  occurred  many 
years  ago,  it  is  possible  that  there  are  a few 
physicians  in  Clarksburg  or  its  environs  who  may 
remember  it. 

On  one  of  Doctor  White’s  visits  to  Morgan- 
town mention  was  made  of  the  death  of  a Wheel- 
ing surgeon  who  had  been  a famous  athlete. 
Although  not  an  old  man  he  died  one  day  on  the 
golf  course  of  a heart  attack;  his  death  was  quite 
unexpected.  Knowing  that  Doctor  White  be- 
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lieved  firmly  in  exercise  as  an  aid  in  the  preven- 
tion of  coronary  heart  disease,  the  author  of  this 
essay  purposely  remarked  that  a life  of  exercise 
evidently  had  not  helped  this  surgeon.  Quick  as 
a flash  Doctor  White  replied,  in  effect,  to  think 
how  short  his  life  might  have  been  had  he  not 
exercised. 

In  summary,  Dr.  Paul  Dudley  White  was  a 
highly  intelligent  man  and  possessed  many  tal- 
ents: a scholar,  a teacher,  an  author,  an  outstand- 
ing clinician,  a clinical  investigator,  and  a lucid 
and  precise  speaker.  Furthermore,  he  possessed 
a charming  personality,  and  had  many  friends 
in  other  countries.  He  will  be  greatly  missed  in 
the  United  States  and  it  will  indeed  be  a long 
time,  if  ever,  before  his  equal  will  appear.  We 
are  grateful  that  he  lived  so  long  among  us. 


The  use  of  good  English  is  the  mark  of  a cul- 
tured man.  If  good  English  is  used  in  the  home, 
the  children  will,  as  a rule,  speak  correct  English 
because  this  is  what  they 
PITFALLS  IN  have  been  accustomed  to 

WRITING  ENGLISH  hear‘  The  Physician  due 
to  his  long  formal  educa- 
tional training  is  generally 
regarded  as  a cultured  individual,  and  even  if  he 
did  not  hear  good  English  spoken  in  his  home, 
his  experiences  in  college  and  the  speech  of 
many  of  his  constant  associates  doubtlessly 
played  an  important  part  in  making  him  appre- 
ciate correct  English. 

Even  though  a physician  is  well  educated  and 
presumably  considered  a cultured  person,  he 
does  at  times  make  mistakes  in  English  both  in 
writing  and  speaking.  Rather  often,  for  example, 
he  seems  unsure  whether  a word  takes  a singular 
or  plural  verb.  Two  words  which  especially  seem 
to  trouble  him  are  “data”  and  “none.”  The  word 
“data’  is  always  plural  and  “none”  is  often  sing- 
ular. Many  people  do  not  appreciate  this.  An- 
other frequent  error  is  the  misuse  of  the  word 
“perfect.”  Perfect  belongs  to  the  group  of  words 
that  express  absolutes  and  does  not  admit  of  a 
comparison.  To  use  the  expression  “more  perfect” 
is  not  only  ungrammatical  but  meaningless.  A 
thing  is  either  perfect  or  not  perfect. 

Unfortunately,  there  are  words,  although 
spelled  and  pronounced  similarly,  have  more 
than  one  meaning;  words,  for  example,  such  as 
“bear”  and  “conceive.”  These  often  cause  diffi- 
culty for  persons  not  entirely  familiar  with  the 
English  language,  and  may  cause  embarrass- 
ment. 

The  story  is  told  of  an  educated  and  cultured 
Latin  diplomat,  who  attempted  to  explain  to  a 


small  group  of  his  English-speaking  friends  that 
his  wife  was  unable  to  have  children.  In  explain- 
ing that  his  wife  could  not  become  pregnant  he 
stated  that  his  wife  was  absolutely  “impreg- 
nable.” He  noted  that  this  caused  a faint  smile 
on  the  faces  of  his  friends  and  he  tried  again  to 
explain  the  situation  and  stated  that  what  he 
meant  was  that  she  was  simply  “inconceivable.” 
He  still  felt  that  this  explanation  was  not  clear 
and  with  a final  heroic  effort  he  remarked  she 
is  really  “unbearable.” 

All  the  words  he  used  are  acceptable  English 
and  the  story  is  not  told  to  belittle  the  Latin  dip- 
lomat, but  simply  to  point  out  that  words  which 
have  more  than  one  meaning  may  produce  cer- 
tain difficulties.  It  must  be  remembered  that  if 
we  were  called  upon  to  explain  some  matter  in 
a foreign  tongue,  we  probably  would  make 
equally  ludicrous  blunders. 

In  the  final  analysis,  all  of  us  are  prone  to 
make  mistakes  in  English  grammar,  both  in 
speaking  and  writing.  Every  effort  should  be 
made  to  overcome  our  errors  and  our  feelings 
should  not  be  hurt  if  attention  is  called  to  them 
by  some  well-meaning  friend. 


Snowmobile  Noise  Causes  Deafness 

The  blasting  noise  of  a racing  snowmobile  causes 
marked  deafness  among  drivers  and  pitmen  at  the 
race  track,  and  even  is  loud  enough  to  cause  some 
hearing  loss  among  nearby  spectators,  says  a re- 
port in  a current  issue  of  Archives  of  Otolaryngology. 

Manufacturers  of  snowmobiles  are  aware  of  the 
noise  problem  and  are  continually  making  efforts 
to  reduce  engine  noise,  says  the  report  from  two 
investigators  at  Central  Michigan  University,  Mt. 
Pleasant,  Michigan. 

Despite  efforts  by  the  industry,  1971  and  1972 
model  snowmobiles  are  still  loud  enough  to  be  a 
hazard  to  hearing.  But  the  really  blasting  noise 
comes  from  the  racing  machines  that  have  been 
“souped  up”  to  go  faster,  with  a consequent  increase 
in  the  already  high  noise  level,  say  Fred  H.  Bess, 
Ph.D.,  and  Robert  E.  Poynor,  M.A. 

The  investigators  recommended  that  the  snow- 
mobile industry  develop  helmets  that  will  protect 
the  ears  from  the  loud  sound,  as  well  as  offer  crash 
protection.  Present  helmets  are  crash  helmets  only, 
they  say.  They  also  urge  promoters  of  snowmobile 
races  to  arrange  seating  so  that  spectators  are  at 
least  18  meters,  or  about  16  yards,  from  the  track. 

The  study  was  conducted  on  21  racing  drivers 
and  five  snowmobile  mechanics.  Average  age  of  the 
drivers  was  28  years,  but  their  hearing  loss  aver- 
aged that  of  men  between  the  ages  of  51  and  57 
years.  Data  was  collected  at  Michigan’s  largest 
snowmobile  racing  event,  the  International  500  at 
Sault  St.  Marie. 
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Sen.  Robert  C.  Byrd  Honor  Guest 
At  107th  Annual  Meeting 

The  Program  Committee  arranging  the  1974  An- 
nual Meeting  is  pleased  to  announce  that  Sen. 
Robert  C.  Byrd  has  accepted  an  invitation  to  be  an 
honor  guest  at  the  Association’s  107th  Annual 
Meeting  which  will  be  held  at  The  Greenbrier  in 
White  Sulphur  Springs,  August  21-24. 


Sen.  Robert  C.  Byrd 


Dr.  J.  Hugh  Wiley,  Chairman  of  the  Program 
Committee,  said  that  Senator  Byrd  will  be  the  key- 
note speaker  at  the  first  general  scientific  session 
on  Thursday  morning,  August  22.  Senator  Byrd  will 
deliver  “The  Thomas  L.  Harris  Address”  which  was 
established  as  a result  of  a bequest  in  the  will  of 
the  late  Dr.  Thomas  L.  Harris. 

Doctor  Harris,  who  served  as  president  of  the 
State  Medical  Association  in  1945,  established  the 
trust  fund  in  an  effort  to  enhance  the  quality  of 
the  programs  for  future  annual  meetings  of  the 
Association. 

Senator  Byrd  of  Sophia,  Raleigh  County,  was 
elected  Majority  Whip  of  the  United  States  Senate 


in  1971  and  was  unanimously  reelected  in  1973. 
He  was  graduated  cum  laude  with  a J.D.  degree 
from  the  American  University  and  has  held  more 
legislative  elective  offices  than  any  other  individual 
in  the  history  of  West  Virginia. 

He  served  two  terms  as  a member  of  the  West 
Virginia  House  of  Delegates  and  one  term  as  a 
member  of  the  State  Senate.  In  1952,  he  was  elected 
to  the  first  of  three  terms  as  a member  of  the  U.  S. 
House  of  Representatives  and  has  served  as  one  of 
two  West  Virginia  members  of  the  United  States 
Senate  since  1958. 

In  1964  he  was  reelected  to  the  U.  S.  Senate  by 
the  greatest  numerical  vote  and  numerical  majority 
ever  accorded  a West  Virginia  candidate.  During 
the  1970  primary  he  received  the  highest  percentage 
(89  per  cent)  of  votes  ever  received  by  a candidate 
in  a statewide  contested  election.  That  same  year 
he  carried  all  55  counties  in  the  1970  general  elec- 
tion for  the  first  time  in  the  State’s  history  and 
received  the  highest  percentage  (78)  of  votes  ever 
received  by  a candidate  in  a West  Virginia  statewide 
contested  general  election. 

He  was  elected  Secretary  of  the  Senate  Demo- 
cratic Conference  in  1967  and  also  serves  as  a 
member  of  the  Appropriations  Committee,  Judi- 
ciary Committee,  and  the  Committee  on  Rules  and 
Administration. 

Interesting  Scientific  Program  Arranged 

Doctor  Wiley  also  announced  that  some  of  the 
nation’s  most  prominent  physicians  and  surgeons 
have  accepted  invitations  to  present  papers  at  the 
three  general  scientific  sessions  which  will  be  held 
on  Thursday,  Friday  and  Saturday  mornings. 
Names  of  the  other  guest  speakers  will  be  an- 
nounced in  future  issues  of  The  Journal. 

Business  Meetings  Scheduled 

The  pre-convention  meeting  of  the  Council  will 
be  held  on  Wednesday  morning,  August  21. 

The  first  session  of  the  House  of  Delegates  will  be 
held  on  Wednesday  afternoon  and  the  final  session 
on  Saturday  afternoon,  August  24. 


Nursing  Director  Named 

Mrs.  Laurie  Tully,  former  area  supervisor  with 
the  West  Virginia  Department  of  Health’s  Bureau 
of  Public  Health  Nursing,  has  assumed  new  duties 
as  acting  Director  of  Nursing  for  the  State  Depart- 
ment of  Welfare’s  Division  of  Crippled  Children’s 
Services,  Welfare  Commissioner  Edwin  F.  Flowers 
announced. 
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Doctors  Earn  700  CME  Hours 
In  YOSAS  Participation 

The  110  West  Virginia  physicians  who  partici- 
pated in  the  experimental  Voluntary  Office  Self- 
Audit  Service  (VOSAS)  continuing  medical  edu- 
cation project  in  the  July  1,  1970-June  30,  1973, 
period  earned  about  700  hours  of  credit  they  can 
put  to  good  advantage. 

Those  hours  may  be  credited  toward  the  1973 
American  Medical  Association’s  1973  Physician’s 
Recognition  Award  in  Category  5(c),  embracing 
patient  care  review. 

VOSAS  has  been  operated  under  the  funding  and 
management  control  of  the  West  Virginia  Regional 
Medical  Program  in  cooperation  with  the  West 
Virginia  State  Medical  Association  and  its  Com- 
mittee on  Medical  Education  and  Hospitals. 

A key  objective  has  been  to  determine  by  rep- 
resentative sample  if  physicians  would  choose  self- 
examination  of  performance  with  the  use  of  peer 
reviewers  of  their  choice  as  a continuing  medical 
education  tool. 

Also  tested  have  been  the  validity  of  using  phy- 
sician’s office  records  as  a source  of  performance 
data;  the  use  of  medical  records  technicians  to  per- 
form such  functions  as  audits  of  records  data;  and 
the  technical  process  of  reviewing  criteria  phy- 
sicians themselves  set  for  diagnosis  and  treatment 
of  disease  areas  they  choose  for  study. 

The  operational  aspects  of  the  three-year  initial 
VOSAS  effort  now  are  being  concluded,  with  a 
subsequent  evaluation  expected  to  be  one  of  the 
principal  medical  education  assignments  to  be  un- 
dertaken by  the  recently  established  West  Virginia 
Medical  Institute,  Inc. 

The  60  physicians  who  volunteered  as  project 
participants  represented  70  per  cent  of  those 
asked,  and  about  five  per  cent  of  the  office-based 
West  Virginia  practitioners.  Several  of  those  phy- 
sicians also  served  as  reviewers,  along  with  50 
others  who  generally  were  nominated  for  that  func- 
tion by  medical  specialty  societies. 

Future  evaluation  of  VOSAS  will  be  particularly 
concerned  with  its  potential,  in  principle  or  from 
other  standpoints,  as  an  effective  means  of  meeting 
continuing  education  needs  which  might  be  identi- 
fied or  brought  about  by  the  Professional  Standards 
Review  Organization  (PSRO)  law  soon  to  be  imple- 
mented across  the  nation. 

The  1973  AM  A Physician’s  Recognition  Award 
will  be  granted  for  a minimum  total  of  150  credit 
hours  of  continuing  medical  education  activities 
earned  over  the  three-year  qualifying  period  which 
ended  last  June  30. 

Of  the  150  hours,  60  must  be  earned  in  Category 
1,  embracing  programs  with  AMA  accredited  spon- 
sorship. Up  to  22  hours  may  be  earned  in  Sub- 
category 5(c),  the  patient  care  review  area  into 
which  the  VOSAS  program  falls. 


To  assist  those  participating  physicians  and 
VOSAS  reviewers  who  desire  to  apply  credit  earned 
toward  the  Physician’s  Recognition  Award,  the 
VOSAS  staff  has  taken  these  steps: 

— Advised  the  individual  physicians,  in  what 
amounts  to  letters  of  certification,  of  the  hours 
VOSAS  office  records  indicate  they  have  spent  in 
either  participation  or  review  activities,  with  proper 
identification  and  dates  for  subjects  studied  or  re- 
viewed. 

— Provided  the  physicians,  as  enclosures  with  the 
letters,  with  the  1973  Physician’s  Recognition  Award 
booklet;  and  application  forms  for  the  award. 

The  physicians  have  been  urged  to  check  the 
activity  certified  by  the  VOSAS  office  against  their 
own  records  in  order  that  any  corrections  they 
desire  can  be  made. 

The  Physician’s  Recognition  Award  represents 
a voluntary  continuing  medical  education  incentive 
program,  open  to  all  doctors  of  medicine  and  osteo- 
pathy residing  in  the  United  States  without  regard 
to  AMA  membership.  During  its  first  four  years, 
approximately  41,000  physicians  have  been  quali- 
fied for  the  award. 

Completed  application  forms  for  the  1973  award, 
with  a fee  of  five  dollars  for  AMA  members  and 
$10  for  non-members,  must  be  submitted  to  the 
AMA’s  Department  of  Continuing  Medical  Educa- 
tion prior  to  May  31,  1974. 


Deadline  For  Heart  Research 
Grant  Application  March  I 

Applications  for  grants-in-aid  for  heart  research 
in  West  Virginia  are  now  being  accepted  by  the 
American  Heart  Association,  West  Virginia  Affiliate, 
from  investigators  working  in  the  cardiovascular 
field.  The  deadline  for  receiving  applications  is 
March  1,  according  to  an  announcement  by  Dr. 
Robert  Gardner  of  West  Virginia  University,  Chair- 
man of  the  health  organization’s  Research  Com- 
mittee. 

Although  no  maximum  grant  has  been  estab- 
lished, individual  requests  should  not  exceed  $3,000. 
Grants  are  not  restricted  to  any  particular  dis- 
cipline. However,  the  investigator  must  be  quali- 
fied and  have  the  facilities  available  to  pursue  his 
work. 

Grants  are  awarded  to  scientists  who  need  in- 
terim or  supplementary  support  for  on-going  pro- 
jects or  to  those  who  wish  to  demonstrate  by  pilot 
experiments  the  value  of  a new  project.  The  pro- 
gram is  separate  from  that  of  the  affiliate’s  parent 
organization,  the  American  Heart  Association. 

Applications  and  additional  information  may  be 
obtained  by  writing  to  the  Executive  Director; 
American  Heart  Association,  West  Virginia  Affili- 
ate; 211  Thirty-Fifth  Street,  S.  E.;  Charleston  25304. 
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Former  Executive  Secretary 
Dies  at  Agje  of  76 

Mr.  Joseph  Whitney  Savage,  who  served  as  Ex- 
ecutive Secretary  of  the  West  Virginia  State  Medical 
Association  from  1927  until  1942,  died  on  December 

14  in  a hospital  in  Ny- 
ack,  New  York.  He  was 
76. 

A native  of  Charles- 
ton, Mr.  Savage  was 
graduated  from  West 
Virginia  University  and 
was  employed  as  a re- 
porter for  newspapers 
in  Morgantown  and 
Charleston  prior  to  join- 
ing the  staff  of  the  State 
Medical  Association. 

During  World  War  I, 
he  left  Charleston  High 
School  in  his  senior  year 
in  1917  to  enlist  in  the 
Army  Air  Service  and  was  a pursuit  pilot  in  France 
before  the  War  ended.  He  resigned  his  post  with 
the  Association  in  1942  and  served  as  Commandant 
of  Cadets  at  Hondo  Army  Air  Base  and  Director 
of  Military  Training  at  San  Marcos  Army  Air  Base, 
both  in  Texas. 

He  served  from  1946  until  1951  as  Executive 
Director  of  the  National  Foundation  for  Infantile 
Paralysis,  and  then  joined  King  Features  which 
distributed  a syndicated  column  known  nationally 
as  “Mirror  of  Your  Mind.”  He  also  wrote  articles 
which  appeared  in  numerous  national  magazines. 

Survivors  include  his  wife,  Mrs.  Janet  Kelly 
Savage;  three  sons,  Lon,  Assistant  President  of  Vir- 
ginia Polytechnic  Institute;  Lee,  an  artist  in  New 
York  City,  and  John,  a newspaper  man  in  New 
Jersey;  three  brothers,  Fred  C.,  William  and  D. 
Jackson  Savage,  all  of  Charleston;  a sister,  Mrs. 
Elizabeth  Estill  of  Parkersburg;  and  several  grand- 
children. The  body  was  cremated  and  a memorial 
sendee  was  held  in  Charleston  on  January  7. 


Three  Family  Practice  Residencies 
In  West  Virginia  Approved 

Three  Family  Practice  residencies  in  West  Vir- 
ginia were  among  18  new  Family  Practice  resi- 
dencies recently  approved  by  the  American  Acad- 
emy of  Family  Physicians  through  its  Residency 
Review  Committee  for  Family  Practice. 

The  three  approved  residencies  in  West  Virginia 
are  the  Kanawha  Valley  Family  Practice  Program 
at  South  Charleston  and  those  at  Wheeling  Hospital 
and  West  Virginia  University  Medical  Center  (See 
story  on  the  “WVU  Medical  Center  News”  Page  in 
this  issue  of  the  Journal). 

The  18  new  Family  Practice  residencies  bring  the 
total  of  approved  FP  training  programs  to  191. 


Mr.  Joseph  W.  Savage 


Dr.  John  E.  Jones  Named  Dean 
At  WVU  School  of  Medicine 

Dr.  John  E.  Jones  was  officially  named  Dean  for 
the  West  Virginia  University  School  of  Medicine  on 
January  1.  He  had  been  serving  as  Acting  Dean 
since  last  July  following  the  resignation  of  Dr. 
Frank  W.  McKee. 


John  E.  Jones,  M.  D. 


Announcement  of  the  appointment  was  made  by 
WVU  President  James  G.  Harlow  following  the 
recommendation  by  a 10-member  search  committee, 
which  included  two  students  and  was  headed  by 
Dr.  Alvin  L.  Watne,  Professor  and  Acting  Chairman 
of  the  Department  of  Surgery. 

“Doctor  Jones  is  uniquely  qualified  for  the  posi- 
tion,” said  Dr.  Charles  E.  Andrews,  Provost  for 
Health  Sciences  at  WVU.  “He  was  chosen  from 
among  six  candidates  interviewed  by  the  commit- 
tee.” 

Doctor  Jones,  43,  has  been  a member  of  the  School 
of  Medicine  faculty  since  1961  and  has  served  as 
Chairman  of  the  Division  of  Metabolism-Endocri- 
nology of  the  Department  of  Medicine  before  being 
named  Acting  Dean. 

A native  of  Mt.  Pleasant,  Utah,  Doctor  Jones  re- 
ceived his  M.D.  degree  from  the  University  of  Utah 
College  of  Medicine.  He  interned  and  served  the 
first  18  months  of  his  residency  in  internal  medi- 
cine at  the  University  of  Minnesota  Hospital.  He 
served  for  the  next  30  months  in  the  Medical 
Corps  of  the  U.  S.  Navy  and  served  as  Bureau  of 
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Medicine  and  Surgery  liaison  to  the  National  Acad- 
emy of  Science. 

Doctor  Jones  returned  to  Minnesota  in  1959  to 
continue  his  residency  at  the  VA  Hospital  in  Minne- 
apolis and  concluded  his  specialty  training  in  1961 
at  WVU  as  a United  States  Public  Health  Trainee  in 
Endocrinology. 

He  is  a Fellow  of  the  American  College  of  Phy- 
sicians and  holds  membership  in  The  Endocrine 
Society,  Central  Society  for  Clinical  Research, 
American  Society  of  Clinical  Nutrition,  American 
Institute  of  Nutrition  and  the  American  Federation 
for  Clinical  Research. 

Author  or  co-author  of  more  than  30  scientific 
publications,  Doctor  Jones  has  served  both  as  Assist- 
ant Chief  and  Chief  of  Staff  at  University  Hospital, 
and  during  the  1972  sabbatical  of  Dr.  Edmund  B. 
Flink,  was  Acting  Chairman  of  the  Department  of 
Medicine. 


Scientific  Assembly,  AAFP, 

In  Charleston  April  5-7 

The  22nd  Annual  Scientific  Assembly  of  the  West 
Virginia  Chapter  of  American  Academy  of  Family 
Physicians  will  be  held  April  5,  6 and  7 in  Charles- 
ton at  the  Charleston  House,  Holiday  Inn. 

Some  14  physicians  will  speak  at  the  scientific 
sessions  held  during  the  three-day  meeting.  The 
Assembly  will  open  at  8:30  A.M.  Friday,  April  5, 
and  conclude  on  Sunday  at  12:30  P.M. 

There  will  be  a Board  of  Directors  Meeting  on 
Thursday  at  7 P.M.  and  on  Sunday  at  1 P.M.  The 
House  of  Delegates  will  meet  on  Friday  from  noon 
to  1:30  P.M.  On  Friday  evening  there  will  be  a 
cocktail  party  and  on  Saturday  evening  the  Annual 
Banquet  beginning  with  cocktails  at  6:00. 

Speaking  at  the  banquet  will  be  Donald  P.  Brown, 
M.  D.,  Kingwood,  President  of  the  State  Chapter, 
and  James  G.  Price,  M.  D.,  of  Brush,  Colorado, 
President  of  the  national  AAFP. 

There  will  be  a registration  fee  of  $30  and  a ban- 
quet and  cocktail  fee  of  $12.50  per  person.  There 
will  be  no  registration  fee  for  nurses,  interns  and 
students. 

The  Annual  Assembly  has  been  approved  for 
17  hours  of  credit  in  Category  1 by  the  AAFP. 

William  D.  Crigger,  M.  D.,  South  Charleston. 
President  Elect,  is  Program  Chairman. 

Scientific  Speakers 

Scientific  speakers  and  their  topics  will  be: 

Friday:  “The  Emotional  Impact  of  Chronic  Dis- 
ease in  Childhood  on  the  Child  and  Family” — O.  Lee 
Trick,  M.  D.,  Assistant  Chairman  of  the  Department 
of  Behavioral  Medicine  and  Psychiatry,  West  Vir- 
ginia University  School  of  Medicine,  and  Resident 
Director,  Charleston  Area  Medical  Center  Pro- 
gram; and  Mrs.  Reita  Troum,  Assistant  Director 
and  Assistant  Professor,  Director  of  Family  Ther- 


apy, Department  of  Behavioral  Medicine  and  Psy- 
chiatry, WVU; 

“Common  Skin  Disorders  of  the  Infant”- — Rob- 
ert A.  Hawkins,  M.  D.,  Practicing  Dermatologist, 
Charleston. 

“Diagnosis  of  Rheumatic  Diseases  in  the  Ambu- 
latory Patient” — George  E.  Ehrlich,  M.  D.,  Profes- 
sor of  Rehabilitation  Medicine;  Temple  University 
School  of  Medicine; 

“Pros  and  Cons  of  Problem  Oriented  Medical 
Records  in  Family  Practice” — William  A.  Stowe, 
M.  D.,  Dayton,  Ohio;  and  Edward  J.  Shahady,  M.  D., 
Director  of  the  Department  of  Family  Practice, 
Akron  (Ohio)  City  Hospital; 

Saturday:  “Differential  Diagnosis  of  Jaundice” 
— Mitchell  A.  Spellberg,  M.  D.,  Professor  of  Medi- 
cine, Pritzker  School  of  Medicine  of  the  Univer- 
sity of  Chicago; 

“Use  of  Diuretics  in  Congestive  Heart  Failure” — 
Walter  M.  Kirkendall,  M.  D.,  Professor  and  Direc- 
tor of  the  Program  in  Internal  Medicine,  Univer- 
sity of  Texas  Medical  School,  Houston; 

“Treatment  of  Rheumatic  Diseases  in  the  Ambu- 
latory Patient”- — Doctor  Ehrlich; 

“Cirrhosis” — Doctor  Spellberg; 

“Drug  Therapy  of  Hypertension” — Doctor  Kirk- 
endall; 

“Diagnosis  of  Thyroid  Disease” — Herbert  A. 
Selenkow,  M.  D.,  Consultant,  Endocrinology  and 
Metabolism  Advisory  Committee,  FDA,  Washing- 
ton, D.  C.; 

Sunday:  “Thyroid  Hormones  in  Clinical  Prac- 
tice”— Doctor  Selenkow; 

“Outpatient  Seminar” — Robert  D.  Patchell,  M.  D., 
Director  of  Obstetrics,  Charleston  Area  Medical 
Center;  James  E.  Boggs,  M.  D.,  Practicing  General 
Surgeon,  Charleston,  and  John  D.  Zeedick,  M.  D., 
Anesthesiologist,  Herbert  J.  Thomas  Memorial  Hos- 
pital, South  Charleston; 

“Seminar  on  Family  Practice” — James  G.  Price, 
M.  D.; 

“The  Development  of  Family  Practice  at  West 
Virginia  University  and  Its  Goals” — John  W.  Trau- 
bert,  M.  D.,  Director  of  the  Department  of  Family 
Practice,  WVU; 

“The  Establishment  and  Continuation  of  a Fam- 
ily Practice  Residency  Program” — Edward  J.  Sha- 
hady, M.  D. 


Dr.  William  Morgan  Lectures 
At  Florida  Institution 

Dr.  William  C Morgan,  Jr.,  of  Charleston  served 
as  a visiting  professor  at  the  University  of  Miami, 
Florida,  School  of  Medicine  December  5 and  6. 

Doctor  Morgan  gave  lectures  on  ear  surgery,  and 
his  activities  also  included  rounds,  informal  discus- 
sions with  medical  students  and  participation  in 
seminar-type  meetings. 
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Ophthalmology  - Otolaryngology 
State  Meeting  April  17-20 

The  National  Spring  Meeting  of  the  West  Virginia 
Academy  of  Ophthalmology  and  Otolaryngology  will 
be  held  April  17-20  at  The  Greenbrier,  in  White 
Sulphur  Springs. 

Speakers  for  the  Ophthalmology  program  will  in- 
clude Drs.  Fred  C.  Blodi  of  Iowa  City,  Iowa;  Claes 
Dohlman,  Boston;  William  Havener,  Columbus,  Ohio; 
Herbert  Kaufman,  Gainesville,  Florida,  and  Orkan 
Stasior,  Albany,  New  York. 

Appearing  on  the  Otolaryngology  program  will 
be  Drs.  Beverly  Armstrong,  Charlotte,  North 
Carolina;  Byron  Bailey,  Galveston,  Texas;  Vernon 
Gray,  Los  Angeles,  and  Gene  Myers,  Pittsburgh. 

Room  reservations  should  be  made  directly  with 
The  Greenbrier.  Checks  for  the  registration  fee  of 
$95  should  be  made  payable  to  the  West  Virginia 
Academy  of  Ophthalmology  and  Otolaryngology  and 
addressed  to  J.  Elliott  Blaydes,  Jr.,  M.  D.,  The 
Blaydes  Clinic,  Between  North  and  Frederick  on 
Woodlawn,  Bluefield  24701. 

The  1973-74  Academy  officers  are  Drs.  Claude  R. 
Davisson  of  Weston,  President;  M.  C.  Korstanje, 
Huntington,  Vice  President;  Nime  K.  Joseph,  Wheel- 
ing; Worthy  W.  McKinney,  Beckley,  and  William  C. 
Morgan,  Jr.,  Charleston,  Directors;  and  Doctor 
Blaydes,  Secretary-Treasurer. 


Four  Past  Presidents  of  the  West  Virginia  State  Medical 
Association  relaxed  at  a luncheon  held  during  the  American 
Medical  Association’s  Clinical  Convention  December  2-5  at 
Anaheim,  California.  Left  to  right  are  Dr.  George  B.  Callen- 
der, Jr.,  of  Charleston,  now  an  Alternate  Delegate  to  the 
AMA;  Dr.  Richard  E.  Flood  of  Weirton,  one  of  West  Vir- 
ginia's two  AMA  Delegates;  Mrs.  D.  E.  Greeneltch,  formerly 
of  Wheeling  but  now  of  Sun  City,  Arizona;  Dr.  Harry  S. 
Weeks,  Jr.,  Wheeling,  also  an  Alternate  Delegate  to  the  AMA, 
and  Dr.  D.  E.  Greeneltch. 


WVU  Department  of  Medicine 
Plans  Special  Program 

A special  program  on  “Current  Topics  and  Ad- 
vances in  Internal  Medicine”  will  be  sponsored  by 
the  WVU  Department  of  Medicine  at  the  Medical 
Center  in  Morgantown  on  Saturday,  March  23. 

Dr.  Edmund  B.  Flink,  Chairman  of  the  Depart- 
ment, announced  that  the  one-day  program  will  be- 
gin at  9:00  A.M.  with  adjournment  scheduled  for 
4:30  P.M. 

Additional  information  concerning  the  program 
will  be  distributed  to  physicians  in  the  State  prior 
to  the  meeting. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 

and  district  medical  meetings  scheduled  in  the 

coming  months. 

1974 

Feb.  1-3 — AMA  Council  on  Med.  Educat.  Congress, 
Chicago. 

Feb.  3-6 — Am.  Hospital  Assn.,  Wash.,  D.  C. 

Feb.  10-16 — Am.  Soc.  of  Contemp.  Ophthal.,  Miami 
Beach. 

Feb.  10-16 — Am.  Soc.  of  Contemp.  Med.  & Surg., 
Miami  Beach. 

Feb.  11-14— Am.  Coll.  Card.,  N.  Y. 

Feb.  13-16 — National  Assn.  Med.  Examiners,  Dallas. 

Feb.  14-16 — Soc.  Univ.  Surgeons,  St.  Louis. 

Feb.  24-28— Med.  Soc.  State  of  N.  Y.,  N.  Y.  City. 

Feb.  28-Mar.  2 — Ohio  Valley  See.  for  Plastic  & Re- 
constructive Surgery,  Pittsburgh. 

Mar.  1-3 — Student  Am.  Med.  Assn.,  Dallas. 

Mar.  7-9 — Central  Surg.  Assn.,  Cincy. 

Mar.  15-17 — AMA-AMPAC  Pub.  Affairs  Workshop 
Washington,  D.  C. 

Mar.  20-21 — W.  Va.  Chap.  Am.  Acad.  Pediatrics, 
Huntington. 

Mar.  22-23 — Am.  Assn,  of  Ob.-Gyn.,  Los  Angeles. 

Mar.  24-25 — Am.  Soc.  Clinical  Pharmacology  and 
Therapeutics,  Maui,  Hawaii  (San  Francisco, 
Mar.  28-29). 

Mar.  25-28 — Am.  Coll.  Surgeons,  Houston. 

Mar.  28-29 — Am.  Bd.  Med.  Specialties,  Chicago. 

Mar.  28-30 — Am.  Assn,  for  Cancer  Research,  Phil- 
adelphia. 

Mar.  29-April  3 — Am.  Soc.  Abdom.  Surgeons,  Las 
Vegas. 

Mar.  31 — April  5 — Am.  Coll.  Physicians,  N.  Y. 

April  1-5 — Am.  Coll,  of  Rad.,  New  Orleans. 

April  5-7 — W.  Va.  Chapter,  AAFP,  Charleston. 

April  7-12 — Am.  Assn.  Immunologists,  Atlantic  City. 

April  8-11 — S.E.  Surgical  Congress,  Atlanta. 

April  17-19 — Maryland  Medical,  Baltimore. 

April  17-20 — W.  Va.  Acad,  of  Ophth.  and  Otol., 
White  Sulphur  Springs. 

April  20-25 — Am.  Assn,  of  Neur.  Surg.,  St.  Louis. 

April  22-24 — Am.  Assn.  Thoracic  Surgery,  Las 
Vegas. 

April  22-25 — Am.  Acad.  Pediatrics,  Bal  Harbour, 

Fla. 

April  22-27 — Am.  Acad,  of  Neur.,  San  Francisco. 

April  29-May  2 — Am.  Coll.  Ob. — Gyn.,  Las  Vegas. 

May  1-3 — Am.  Surg.  Assn.,  Colorado  Springs. 

May  1-4 — W.  Va.  Chapter,  ACS,  White  Sulphur 
Springs. 

May  12-15 — Am.  Thoracic  See.,  Cincy. 

May  12-15 — S.  Carolina  Med.  Assn.,  Myrtle  Beach. 

May  12-15 — Ohio  State  Med.  Assn.,  Cleveland. 

May  12-16 — Am.  Assn.  Plastic  Surgeons,  Seattle. 

May  16-18 — Childhood  Cancer,  Dallas. 

May  17-18 — Am.  Assn.  Clin.  Urologists,  St.  Louis. 

May  19-22 — Am.  Ophthal.  Soc.,  Hot  Springs,  Va. 

June  23-27 — AMA,  Chicago. 

Aug.  21-24 — 107th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Sept.  4-7 — Am.  Assn.  Ob.-Gyn.,  Hot  Springs,  Va. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kid nev  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 

Ss  1/a nt/^&c/uleis  AtPAalrnacea/zca/L 
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WVU  Medical  Center 
-News  - 


The  training  program  for  family  physicians  at 
the  West  Virginia  University  Medical  Center 
has  been  approved  by  the  Residency  Review  Board 
of  Family  Practice  and  is  now  accepting  applications 
from  prospective  residents. 

Dr.  Clark  K.  Sleeth  said  he  had  been  notified  of 
the  approval  by  Dr.  Leland  Blanchard,  Secretary  of 
the  Residency  Review  Board.  Doctor  Sleeth  is  now 
receiving  applications  at  Room  4099,  Basic  Sciences 
Building. 

Four  residents  will  be  accepted  into  the  program 
which  will  begin  July  1.  At  the  completion  of  the 
three-year  post  M.  D.  residency  training  period, 
the  young  physicians  will  be  eligible  for  examina- 
tion and  certification  by  the  American  Board  of 
Family  Practice. 

The  establishment  of  the  new  program  brings  to 
16  the  number  of  specialty  residencies  offered  at 
WVU. 

Family  practice  residents  will  receive  rotation 
training  in  internal  medicine,  pediatrics,  surgery, 
obstetrics,  psychiatry  and  other  specialties.  The 
program  will  stress  health  maintenance  and  care 
of  the  sick  in  the  family  unit  through  its  individual 
members,  principally  on  an  outpatient  basis.  It  will 
also  be  concerned  with  evaluation  of  methods  of 
health  delivery  and  with  continuing  education  for 
family  physicians. 

A Family  Practice  Center  to  be  located  on  the 
fourth  floor  of  University  Hospital  will  provide 
training  experiences  for  the  residents.  Unlike  most 
clinics  at  the  Medical  Center,  this  facility  will  pro- 
vide primary  care  and  will  not  require  referral. 
Patients  will  be  seen  by  appointment,  and  the  center 
will  accept  responsibility  for  their  continuing  care. 
Families  accepted  as  patients  will  be  representative 
of  the  regional  population. 

The  residency  program  and  the  center  will  be 
headed  by  Dr.  John  W.  Traubert,  Professor  and 
Chairman  of  Family  Practice,  WVU  School  of  Medi- 
cine. Doctor  Traubert  is  now  closing  his  practice  at 
Wellsburg  and  Wheeling  Hospital  and  will  be  in 
Morgantown  about  April  1. 

Doctor  Sleeth  is  continuing  to  serve  as  Acting 
Chairman  until  Doctor  Traubert  joins  the  staff. 
Dr.  Roland  J.  Weisser  is  also  a full-time  member  of 
the  department.  A number  of  part-time  members 
are  being  added  from  among  family  practitioners  of 
the  area. 

AI1EC  Funding  Continued 

West  Virginia  University  has  been  awarded 
$398,091  by  the  Department  of  Health,  Education  and 

xii 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Welfare  to  continue  its  Area  Health  Education  Cen- 
ter (AHEC)  program. 

The  award  is  for  the  program’s  second  funding 
period,  Sept.  30,  1973  to  June  30,  1974. 

For  the  initial  period  beginning  Sept.  30,  1972, 
WVU  received  $475,086  of  which  $269,603  in  un- 
expended funds  was  carried  over  into  the  second 
period. 

Dr.  Charles  E.  Andrews,  WVU  Provost  for  Health 
Sciences,  is  the  project  director. 

West  Virginia’s  AHEC  links  Charleston  Area 
Medical  Center  with  WVU  Medical  Center.  The 
plan  is  to  train  more  physicians  in  the  hope  that 
with  clinical  clerkships,  house  staff  affiliations  and 
better  learning  environment  in  the  communities 
more  will  be  attracted  to  serve  in  areas  where  there 
are  serious  shortages  of  health  care  personnel. 

The  AHEC  program  was  launched  in  September 
1972  with  the  awarding  of  contracts  to  11  medical 
schools  including  WVU’s.  Nucleus  of  an  AHEC  is 
usually  a community  hospital  or  consortium  of  hos- 
pitals located  at  some  distance  from  the  medical 
school. 


Pictured  above  are  the  new  members  of  the  Executive 
Committee  of  the  West  Virginia  University  School  of  Medi- 
cine’s Alumni  Association.  Their  election  came  during  the 
school’s  annual  Alumni  Weekend  in  October.  Seated,  left  to 
right,  are  Drs.  Alfred  D.  Ghaphery  of  Wheeling,  Vice  Presi- 
dent; Pat  A.  Tuekwiller,  Charleston,  President;  and  Phillip  B. 
Mathias  of  Morgantown,  Chairman.  Standing,  left  to  right, 
are  Drs.  Clark  K.  Sleeth,  Morgantown,  Secretary-Treasurer; 
Thomas  O.  Dotson,  White  Sulphur  Springs,  and  James  E. 
Wilkerson,  Tallmadge,  Ohio.  Also  a member  of  the  committee 
is  Dr.  J.  L.  Mangus,  Charleston. 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND 

STREET 

BLUEFIELD 

, W.  VA. 

SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 
EDWARD  J.  FLYNN,  M.  D. 
R.  A.  RANA,  M.  D. 

INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 
KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR.,  M.  D. 
C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D. 
R.  O.  ROGERS,  M.  D. 

Neurosurgery: 

WM.  F.  HILLIER,  M.  D. 

E.  L.  GAGE,  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR.,  M.  D 
JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING,  M.  D. 
BRENNAN  PURKALL,  JR.,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 
E.  M.  SPENCER,  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 

CHARLES  S.  FLYNN.  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D. 
M.  S.  HAJJAR.  M.  D 
T.  KEITH  EDWARDS,  M.  D. 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 

JAMES  L.  FOSTER 

The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 


CHARLESTON,  WEST  VIRGINIA  25301 
Phone:  1-(304)-343-4371 


OPHTHALMOLOGY 

Edwin  M.  Shepherd,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Milton  J.  Lilly,  Jr.  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Robert  E.  O'Connor,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Moseley  H.  Winkler,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Retinal  Surgery 

Fluorescein  Angiography 

Argon  Laser  Photocoagulation 

Contact  Lenses 

Strontium  90  Beta  Irradiation 


OTOLOGY 

William  C Morgan,  Jr.,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

OTOLARYNGOLOGY 

Romeo  Y.  Lim,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

Micro-surgery 
Maxillo-facia!  Surgery 
Reconstructive  Surgery 
Head  & Neck  Surgery 
Cryosurgery 
Endoscopy 
Oncology 

OPHTHALMOLOGY  and 
OTOLARYNGOLOGY 

John  B.  Haley,  M.D. 

John  A.  B.  Holt,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 


Ancillary  Services 

Orthoptics 

Visual  Fields — Flow  Studies 

Laboratory 

X-ray 

Audiometry 

Audiology 

Nancy  McClung,  M.S. 

Anesthesia 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 
Muriel  Dodds,  CRNA 
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The  Month 

in  Washington 


Little  noticed  amid  congressional  confusion  in 
attempting  to  deal  with  the  energy  crisis  was 
the  passage  of  a major  health  bill  shortly  before 
adjournment.  The  bill  provides  $375  million  over 
five  years  to  support  the  development  of  Health 
Maintenance  Organizations  (HMO's)  across  the 
country. 

The  HMO  legislation  will  go  far  in  determining 
both  consumer  and  provider  acceptance  of  pre-paid 
group  health  care.  Despite  a substantial  flow  of 
federal  dollars  into  the  experimental  program, 
HMO’s  are  not  expected  to  encounter  easy  sailing. 
Ardent  supporters  of  the  program  admit  the  trial 
period  will  be  a rough  one  and  caution  against  over 
optimism. 

Two  key  provisions  of  the  $805  million  bill  first 
approved  by  the  Senate  earlier  this  year  were  de- 
leted or  watered-down  in  conference  enough  to 
make  the  measure  more  palatable  to  the  adminis- 
tration. One  would  have  authorized  federal  subsi- 
dization of  HMO  premium  costs  for  people  who 
couldn’t  afford  all  or  part  of  the  cost.  The  other 
controversial  Senate  section  would  have  created  an 
independent  Commission  on  Quality  Health  Care 
Assurance  to  supervise  the  HMO  program.  The 
compromise  bill  vests  this  responsibility  with  the 
Assistant  Secretary  of  HEW  for  Health. 

To  qualify  for  federal  aid,  HMO’s  must  meet  a 
long  fist  of  federal  standards  of  minimum  bene- 
fits, stay  open  24  hours  a day,  provide  open  enroll- 
ment, and  conform  to  numerous  other  require- 
ments. Inducements  are  provided  to  attract  people 
from  poor  and  rural  areas. 

The  Senate  provision  authorizing  grants  to  assist 
HMO’s  in  meeting  operating  deficits  during  the 
initial  three  years  of  operation  was  knocked  out 
of  the  final  bill,  but  a loan  fund  was  retained  to  aid 
HMO’s  in  meeting  “a  portion  of  initial  operating 
costs  in  excess  of  gross  revenues.” 

Co-payments  were  barred  under  the  Senate  bill. 
However,  the  conference  agreed  to  allow  HMO’s 
to  charge  nominal  co-payments,  but  not  to  the 
extent  they  could  be  considered  a barrier  to  seeking 
treatment.  The  conference  committee  said  the  co- 
payments are  aimed  at  enabling  an  HMO  “to  mar- 
ket its  benefit  package  at  a competitive  price.” 

The  final  bill  requires  larger  employers  to  offer 
workers  an  HMO  option  when  existing  contracts  for 
health  insurance  expire  provided  that  a qualified 
HMO  is  operating  in  the  area. 

The  bill  does  not  provide  a specific  number  of 
HMO’s,  but  the  bill’s  legislative  history  indicates 
the  Congress  had  in  mind  around  100  programs. 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


Legislation  to  Repeal  PSRO 

Rep.  John  Rarick  (D.,  La.),  principal  congres- 
sional sponsor  of  legislation  to  repeal  the  Profes- 
sional Standards  Review  Organization  (PSRO) 
program,  has  dispatched  a letter  to  all  members  of 
the  House  urging  their  support. 

In  his  letter,  Rarick  said  PSRO  “is  the  hottest 
controversy  facing  medical  doctors  and  their  pa- 
tients. The  American  Medical  Association’s  pres- 
tigious House  of  Delegates  voted  to  seek  congres- 
sional repeal  of  this  controversial  peer-review  law 
that  goes  into  effect  on  1 January  1974.” 

Rarick  quoted  AMA  President-elect  Malcolm  C. 
Tood,  M.  D.,  as  calling  PSRO  “.  . . The  greatest 
threat  to  the  private  practice  of  medicine  of  any 
piece  of  legislation  ever  passed  by  congress.” 

The  PSRO  section  of  Medicare  was  added  by  the 
Senate  and  was  never  adequately  debated,  the  law- 
maker said.  “The  House  did  not  even  hold  public 
hearings  on  this  issue.” 

Fuel  Priorities  in  the  Health  Field 

The  Administration  has  moved  to  set  clear  fuel 
priorities  in  the  health  field  as  Congress  was 
warned  by  health  leaders  that  emergency  care, 
drugs  and  devices  and  hospital  care  could  be 
severely  affected  unless  sufficient  fuel  is  made 
available  this  winter. 

Immediately  following  a hastily  scheduled  one- 
day  hearing  before  the  Senate  Health  Subcommit- 
tee, William  E.  Simon,  head  of  the  Federal  Energy 
Office,  said  the  pharmaceutical  industry  will  get  all 
the  fuel  it  needs  for  production  and  research  in 
order  to  maintain  adequate  supplies  of  essential 
drugs  and  medical  supplies. 

A spokesman  for  the  American  Medical  Associa- 
tion testified  there  is  a critical  need  to  make  special 
provisions  for  an  adequate  supply  of  motor  fuel  to 
meet  the  needs  of  medicine.  J.  Cuthbert  Owens, 
M.  D.,  a member  of  the  AMA’s  Commission  on 
Emergency  Medical  Services,  said,  “Physicians, 
nurses,  life  support  personnel,  rescue  workers,  and 
ambulances  and  other  emergency  motor  vehicles 
must  have  a sufficient  and  continuous  supply  of 
gasoline  to  insure  the  provision  of  prompt  care  for 
the  ill  and  injured.  In  addition,  adequate  fuel 
must  be  available  to  health  care  institutions,  as 
well  as  to  suppliers  of  necessary  medical  equipment 
and  supplies.” 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $ 1 ,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR-1  0 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


BURDICKS 

EK/5A 

CARDIOGRAPH 
- NOW  WITH 
NEW  PATIENT 
ISOLATION 


automatic  lead  marking 


Engineering  advancements  that 
made  the  Burdick  EK/5  highly 
respected  by  the  medical  profes- 
sion have  been  retained  in  the 
new  EK/5A  that  also  gives  you 
new  patient  isolation  (extremely 
low  leakage  current  for  maxi- 
mum patient  safety)  and  auto- 
matic lead  marking  activated  by 
the  lead  selector  switch. 
Important  refinements  have  also 
been  added:  long-life  gold  con- 
tacts on  circuit  boards,  fewer 
and  smaller  circuit  boards,  high 
safety  margins  on  components. 
But  safety  and  service-free  oper- 
ation are  not  the  whole  story! 
Burdick  gives  you  operating  con- 
venience, diagnostic  accuracy, 
reliable  performance  — all  in  a 
smartly  styled  17-lb.  instrument. 


♦ 


Write  us  today  for  a demonstration  in  your  office. 

General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 


HUNTINGTON,  WEST  VIRGINIA 


Obituaries 


WILLIAM  T.  GOCKE,  M.  D. 

Dr.  William  T.  Gocke,  a retired  surgeon  formerly 
of  Clarksburg,  died  on  December  31  in  Miami, 
Florida.  He  was  84.  A native  of  Tunnelton  (Pres- 
ton County),  Doctor  Gocke  was  a graduate  of  Rock 
Hill  College  and  received  his  M.  D.  degree  in  1907 
from  the  University  of  Maryland. 

Doctor  Gocke  was  an  honorary  member  of  the 
Harriscn  County  Medical  Society,  the  West  Virginia 
State  Medical  Association  and  the  American  Medi- 
cal Association.  He  was  President  of  the  county 
society  in  1934  and  a member  of  the  Council  of  the 
State  Medical  Association  from  1933  to  1936. 

Surviving  are  the  widow:  one  son,  Dr.  Jack  T. 
Gccke,  Bridgeport;  one  daughter,  Mrs.  Donald  H. 
Lough,  Clarksburg;  and  one  sister,  Mrs.  Richard  T. 
Sanner,  Stillwater,  Pennsylvania. 

Funeral  services  and  burial  were  in  Clarksburg. 

it  it  if  it 

WILLIAM  H.  PRICE,  M.D. 

Dr.  William  (Will)  H.  Price  of  Williamson,  whose 
medical  career  spanned  more  than  half  a century, 
died  December  13  in  a Huntington  nursing  home. 
He  was  94. 


PHYSICIANS 

PLANNING 

SERVICE 


WEST  VIRGINIA  SERVICE 
REPRESENTATIVES: 

William  W.  Jones 
R.  T.  Cunningham 
Charles  E.  Derbyshire 
Ron  L.  Lambert 
Larry  R.  McClung 
David  L.  Singleton 


510  PRICHARD  BUILDING 
HUNTINGTON,  W.  VA. 


Telephone:  529-7366 
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A native  of  Montvale,  Virginia,  Doctor  Price  was 
a graduate  of  Montvale  Sub-Collegiate  School  and 
obtained  his  medical  degree  from  the  University  of 
Virginia  in  1901.  He  did  postgraduate  work  on  sev- 
eral occasions  between  1908  and  1925  at  the  New 
York  Polyclinic  Hospital. 

Doctor  Price  practiced  at  Chattaroy,  in  Mingo 
County,  for  42  years  beginning  in  July,  1909.  He 
moved  to  Williamson  in  1951.  Prior  to  moving  to 
Chattaroy,  Doctor  Price  was  in  practice  in  Caper- 
ton,  Eckman  and  Big  Creek,  West  Virginia,  and 
Georgel,  Virginia. 

He  was  a member  of  the  Mingo  County  Medical 
Society,  the  West  Virginia  State  Medical  Associa- 
tion and  the  American  Medical  Association;  and 
for  many  years  was  active  in  Mingo  County  civic 
and  fraternal  organizations. 

Doctor  Price  is  survived  by  his  widow  and  four 
daughters,  Mrs.  Thomas  Scharf  of  Adelphia,  Mary- 
land; Mrs.  D.  E.  Tulley  of  Hollywood,  Florida; 
Mrs.  J.  A.  Warmker  of  Oklahoma  City,  Oklahoma, 
and  Mrs.  George  T.  Pinson  of  Williamson’s  Fair- 
view  Addition. 

it  it  it  it 

JOHN  J.  SHERMAN,  M.D. 

Dr.  John  J.  Sherman,  a surgeon  who  practiced  in 
Huntington  for  several  years  after  World  War  II, 
died  December  6 in  a Martin,  Kentucky,  hospital. 
He  was  59. 

A native  of  Ironton,  Ohio,  Doctor  Sherman  had 
(Continued  on  page  xix) 


Radiology: 

Karl  J.  Myers,  M.  D. 


Pathology: 

Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Karl  J.  Myers,  Jr.,  M.  D. 

Anesthesiology: 

G.  E.  Hartle,  M.  D. 


Pediatrics: 

D.  F.  Manger,  M.  D. 

E.  G.  Kreider,  M.  D. 

Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


THE  MYERS  CLINIC 


Phiiippi,  West  Virginia 


General  and  Thoracic  Surgery 


Stephen  T.  J.  Lee,  M.  D. 
James  A.  Gardner,  M.  D. 


Orthopedics 

Clifford  A.  Stevenson,  M.  D. 
S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 


Obstetrics-Gynecology 

Charles  W.  Merritt,  M.  D. 
Warren  D.  Elliott,  M.  D. 
Owen  C.  Meadows,  M.  D. 
Robert  P.  Pulliam,  M D. 

T.  J.  Ma-Luf,  M.  D. 

Ophthalmology 

Edward  T.  Liu,  M.  D. 


Stanaford  Road,  P.  O.  Box  50 
Beckley,  West  Virginia  25801 
Phone  (304)  252-7331 


Urology 

S.  L.  Francis,  M.  D. 


Internal  Medicine 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D 
Jose  L Oyco,  M.  D. 
Eugene  Warvariv,  M.  D 
R.  James  Yates,  M.  D. 


Pediatrics 

P B.  Gogo,  M.  D. 

R.  G.  D.  Concepcion,  M D 

Ear,  Nose  & Throat 

P.  C.  Corro,  M D. 

Radiology 

Thomas  L.  Martin,  M.  D. 

Clinic  Manager 

James  P.  Bland 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 


Radford,  Virginia 

STAFF 


William  D.  Keck,  M.  D. 
Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D 

James  P.  King, 


Delano  W.  Bolter,  M.  D 
Edward  E.  Cale,  M.  D. 
Terkild  Vinding,  M.  D. 
M.  D.  (Emeritus) 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Carl  McGraw,  Ph.  D. 


Don  Phillips,  Administrator 
George  K.  White 
Asst.  Administrator 


WELCH  ALLYN,  INC. 

Skaneateles  Falls  N.  Y 13153 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

• Twice  the  light  intensity  of  conventional 
instruments 

• Twice  the  life  between  lamp  replacements 

• Superior  color  fidelity — closer  to  natural 
sunlight 

• Higher  percentage  of  initial  output  throughout 
lamp  life 

• Distinctive  black  chrome  rechargeable 
battery  handles 


w 

WELCH 

V- 

ALLYN 

Ask  for  a demonstration. 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 


CHARLESTON,  WEST  VIRGINIA 


OBITUARIES — (Continued) 

degrees  from  Marshall  University,  West  Virginia 
University  and  Rush  Medical  College  in  Chicago. 
He  was  a U.S.  Navy  medical  officer  from  July,  1941, 
until  February,  1946. 

Doctor  Sherman  was  a former  member  of  the 
Cabell  County  Medical  Society  and  the  West  Vir- 
ginia State  Medical  Association.  He  is  survived  by 
his  widow;  a daughter,  Mrs.  Richard  Carr,  Sunny- 
vale, California;  a son,  William  J.  Sherman  of  San 
Diego,  California,  and  three  sisters. 

* * * ★ * 

HERSCHEL  R.  YOST,  M.D. 

Dr.  Herschel  R.  Yost,  prominent  in  Fairmont 
medical  circles  for  57  years,  died  December  7 in  a 
hospital  there.  He  was  82. 

A native  of  Fairview  in  Marion  County,  Doctor 
Yost  was  the  son  of  a physician,  and  both  of  his 
brothers  also  were  doctors. 

He  was  educated  in  Fairmont  schools  and  was 
graduated  from  Eclectic  Medical  College  in  Cin- 
cinnati, Ohio  in  1915.  He  interned  in  a Cincinnati 
hospital. 

Doctor  Yost  was  a World  War  I veteran,  and 
held  membership  in  the  Marion  County  Medical 
Society,  the  West  Virginia  State  Medical  Asso- 
ciation and  the  American  Medical  Association.  He 
had  been  in  semi-retirement  for  several  years  af- 
ter beginning  practice  in  Fairmont  in  1916. 

Doctor  Yost  is  survived  by  his  widow. 


County  Societies 


CABELL 

Dr.  Gerald  Bodey  was  the  guest  speaker  at  the 
meeting  of  the  Cabell  County  Medical  Society  on 
January  10  in  Huntington.  His  talk  was  on  “Gram 
Negative  Septicemia.” 

Dr.  Thomas  F.  Scott,  President,  was  praised  for 
his  work  in  primary  physician  recruitment  by  Dr. 
Edwin  J.  Humphrey,  III  and  was  presented  with  a 
properly  engraved  gavel  to  commemorate  his  year 
as  President. 

Doctor  Humphrey  announced  that  the  U.  S.  De- 
partment of  Health,  Education  and  Welfare  has 
proposed  that  West  Virginia  be  designated  as  a 
single  PSRO  area. 

Dr.  William  S.  Sheils  was  elected  to  serve  as  a 
member  of  the  Board  of  Trustees  for  Cabell-Hunt- 
ington  Hospital.  Dr.  Gilbert  A.  Ratcliff,  Jr.  was 
elected  to  serve  as  a member  of  the  Society’s  Board 
of  Censors  and  Doctor  Scott  was  elected  a member 
of  the  Board  of  Grievance  and  Deportment  Com- 
mittee.— Charles  H.  McKown,  Jr.,  M.  D.,  Secretary. 

(Continued  on  page  xx) 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  O.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 
Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A.  Athari,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 
Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M.  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 


Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 

David  Hill,  M.  D. 

David  H.  Smith,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 
James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 

Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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Woman's  Auxiliary 

to  the 

WEST  VIRGINIA  STATE  MEDICAL 
ASSOCIATION 

President:  Mrs.  J.  Dennis  Kugel,  Charleston 
President  Elect:  Mrs.  William  T.  Lawson,  Fairmont 
Vice  President:  Mrs.  James  H.  Walker,  Charleston 
Eastern  Regional  Director:  Mrs.  E.  G.  Friera,  Romney 
Northern  Regional  Director:  Mrs.  John  D.  H.  Wilson, 
Clarksburg 

Western  Regional  Director:  Mrs.  D.  Sheffer  Clark, 
Huntington 

Southern  Regional  Director:  Mrs.  John  J.  Bryan,  Bluefield 
Treasurer:  Mrs.  J.  L.  Mangus,  Charleston 
Recording  Secretary:  Mrs.  Claude  S.  Lawson,  Jr.,  Fairmont 
Corresponding  Secretary:  Mrs.  W.  Paul  Elkin,  Charleston 
Parliamentarian:  Mrs.  Robert  G.  Janes,  Fairmont 


HARRISON 

The  Woman’s  Auxiliary  to  the  Harrison  County 
Medical  Society  met  on  January  3 at  the  Stonewall 
Jackson  Hotel  in  Clarksburg.  Mrs.  M.  V.  Kalay- 
cioglu,  a member  of  the  Auxiliary,  led  members  and 
their  guests  in  oriental  dances  and  exercises. — Mrs. 
Richard  F.  Fiester,  Publicity  Chairman. 


COUNTY  SOCIETIES— (Continued) 

HARRISON 

Forty  members  attended  the  regular  monthly 
meeting  of  the  Harrison  County  Medical  Society 
which  was  held  at  the  Stonewall  Jackson  Hotel  in 
Clarksburg  on  December  6. 

Dr.  Min-Choong  Chin  was  elected  to  membership 
in  the  Society  and  the  members  also  voted  to  ap- 
prove the  Golden  Age  Clinic  in  high  blood  pres- 
sure detection  efforts. — Ray  A.  Harron,  M.D.,  Sec- 
retary. 

A A A A A 

MERCER 

The  Mercer  County  Medical  Society  held  its 
Christmas  banquet  for  members  and  wives  at  the 
Summit  House  Restaurant  December  13.  Dr.  Hawey 
Wells  of  Princeton  was  installed  as  the  Society’s 
President  during  the  brief  program. — John  J. 
Mahood,  M.D.,  Secretary. 

A A A A 

MONONGALIA 

New  officers  for  1974  were  elected  at  the  meeting 
of  the  Monongalia  County  Medical  Society  on  De- 
cember 4,  1973  at  the  Old  Mill  Club  in  Morgan- 
town. They  are  Drs.  W.  Gene  Klingberg,  President; 
Herbert  E.  Warden,  President  Elect;  Robert  J.  Not- 
tingham, Vice-President;  H.  Summers  Harrison, 
Secretary,  and  Hubert  A.  Shaffer,  Treasurer,  all  of 
Morgantown. 

The  Society  approved  sponsorship  of  a member 
as  a representative  to  the  American  Medical  Asso- 
ciation National  Leadership  Conference  January 
25-27  in  Chicago. — H.  Summers  Harrison,  M.  D., 
Secretary. 


ACS  Trauma  Committee  Schedules 
Seminar  in  Florida 

Approximately  150  doctors  are  expected  to  attend 
a three-day  seminar  on  “Life-Saving  Measures  for 
the  Critically  Injured,”  sponsored  by  the  American 
College  of  Surgeons’  Committee  on  Trauma  and  the 
department  of  surgery,  University  of  South  Florida, 
Tampa,  March  27-30,  1974. 

The  seminar  is  designed  particularly  for  rural 
and  general  practitioners,  physicians  called  upon 
most  frequently  to  render  primary  medical  care  to 
the  injured.  Though  aimed  at  the  non-specialist  and 
emergency  department  physician,  the  broad  cur- 
riculum is  also  useful  to  surgical  specialists  and  in- 
ternists. This  three-day  course  at  the  Holiday  Inn 
Downtown,  is  one  of  16  being  held  throughout  the 
U.  S.  during  1973-74,  by  the  Trauma  Committee  in 
cooperation  with  departments  of  surgery. 

Dr.  Roger  T.  Sherman,  chairman  of  the  depart- 
ment of  surgery,  Tampa  General  Hospital,  Tampa, 
and  professor  of  surgery,  University  of  South  Flor- 
ida College  of  Medicine,  Tampa,  is  course  director. 
Doctor  Sherman  is  also  a member  of  the  ACS  Com- 
mittee on  Trauma. 

A faculty  of  17  experts  in  the  field  of  trauma, 
serving  as  “teachers,”  will  report  on  the  latest  in 
care  of  the  injured.  Four  out-of-town  speakers  in- 
cluded in  the  faculty  are  Drs.  Curtis  P.  Artz,  Pro- 
fessor and  Chairman  of  the  Department  of  Surgery, 
Medical  College  of  South  Carolina,  Charleston; 
Francis  C.  Nance,  Associate  Professor  of  Surgery, 
Louisiana  State  School  of  Medicine,  New  Orleans; 
James  W.  Pate,  Professor  and  Chairman  of  the  Sec- 
tion of  Thoracic  and  Cardiovascular  Surgery,  Uni- 
versity of  Tennessee  College  of  Medicine,  Memphis; 
and  James  L.  Talbert,  Professor  of  Surgery  and 
Pediatrics  and  Chief  of  the  Division  of  Pediatric 
Surgery,  University  of  Florida  College  of  Medicine, 
Gainesville. 


Camp  5haw  Mi-Del 


A Summer  Camp  for  Boys  and  Girls,  6-15 
1974  Season 

Full  Season  — June  21  to  August  9 
1st  Term  — June  21  to  July  16 
2nd  Term  — July  16  to  August  9 


For  color  brochure  and  complete  informa- 
tion write:  Camp  Shaw-Mi-Del-Eca,  Box 
747-4,  Lewisburg,  W.  Va.  24901.  Phone 
304/645-1309  or  304/645-3411. 
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CLASSIFIED 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


WANTED — Full-time  Public  Health  Physician  for 
Cabell-Huntington  Health  Department,  Huntington, 
West  Virginia.  Opening  available  immediately.  Con- 
tact Mr.  Ernest  Leaberry,  President,  1336  16th 
Street,  Huntington,  W.  Va.  25701. 


EXCEPTIONAL  OPPORTUNITY— For  physician 
to  take  over  practice  of  well-established  family 
physician  in  Central  West  Virginia.  Immedicate  po- 
tential for  above-average  earnings  and  unlimited 
potential  for  future  earnings.  Progressive  hospital, 
very  congenial  communty.  Contact  Michael  Black, 
5506  Ampere  Drive,  Charleston,  West  Virginia, 
25312  or  telephone  304-776-2046. 


AVAILABLE — Native-born  West  Virginian  seeks 
to  join  established  family  physician  in  solo  or  group 
practice.  Will  consider  position  as  house  officer. 
Please  contact  FEH,  The  West  Virginia  Medical 
Journal,  P.  O.  Box  1031,  Charleston,  W.  Va.  25324. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 

equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modem  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring.  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact L.  Perry  Hyde,  M.  D.,  Director,  Emergency  and 
Ambulatory  Care,  Beckley  Appalachian  Regional 
Hospital,  Beckley,  W.  Va.  25801.  Phone:  (304) 

255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact A.  P.  Brooks,  Jr.,  M.  D.,  Parkersburg,  W.  Va. 
Telephone  485-6456. 


FAMILY  PHYSICIANS — To  practice  at  Jackson 
General  Hospital  and  in  the  Ripley-Ravenswood 
area  of  West  Virginia.  Excellent  opportunities  in 
a prosperous  area  with  tremendous  growth  potential. 
Salary  guarantee  for  first  year.  Contact  Administra- 
tor, Jackson  General  Hospital,  Ripley,  West  Virginia 
25271.  Telephone:  (304)  372-2731. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modem 
ten-room  clinic  with  new  modern  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 
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The  West  Virginia  Medical  Journal 


\ high  assurance  of  clinical  efficacy 

i | 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


efore  prescribing,  please  consult  complete  product 
formation,  a summary  of  which  follows: 
idications:  Chronic  urinary  tract  infections  (primarily 
yelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
rganisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
roteus  mirabilis,  and,  less  frequently,  indole-positive 
roteus  species). 

ote:  The  increasing  frequency  of  resistant  organisms 
mits  the  usefulness  of  antibacterials,  especially  in 
hronic  and  recurrent  urinary  tract  infections, 
ontraindications:  Hypersensitivity  to  trimethoprim 
rsulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
granulocytosis,  aplastic  anemia  and  other  blood  dys- 
rasias  have  been  associated  with  sulfonamides.  Expe- 
encewith  trimethoprim  is  much  more  limited  but 
ccasional  interference  with  hematopoiesis  has  been 
sported  as  well  as  an  increased  incidence  of  throm- 
openia  in  elderly  patients  on  diuretics,  primarily 
liazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
arly  signs  of  serious  blood  disorders.  Frequent  CBC's 
re  recommended ; therapy  should  be  discontinued 
a significantly  reduced  count  of  any  formed  blood 
lement  is  noted.  Data  are  insufficient  to  recommend 
se  in  infants  and  children  under  12. 
recautions:  Use  cautiously  in  patients  with  impaired 
2nal  or  hepatic  function,  possible  folate  deficiency, 

I lergy  or  bronchial  asthma;  and  in  those  with  glucose- 
-phosphate  dehydrogenase  deficiency,  where  he- 
lolysis  may  occur.  During  therapy,  maintain  adequate 
uid  intake  and  perform  frequent  urinalyses,  with 
areful  microscopic  examination,  and  renal  function 
asts,  particularly  where  there  is  impaired  renal 
anction. 

adverse  Reactions:  All  major  reactions  to  sulfona- 
lides  and  trimethoprim  are  included,  even  if  not 
eported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
osis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
openia,  leukopenia,  hemolytic  anemia,  purpura, 
ypoprothrombinemia  and  methemoglobinemia. 
\llergic  reactions:  Erythema  multiforme,  Stevens- 
ahnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 
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ROCHE 


Each  tablet  contains  80  mg 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 


FICIAL  ORGAN  OF 
VEST  VIRGINIA  STATE 
DICAL  ASSOCIATION 


No.  3 


U-lOO  Iletin  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 


This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


Meeting,  The  Greenbrier 
?l-24,  1974 

■■■■■■■ 
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U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Leadership  in  Diabetes  Research 
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Additional  information 
available  to  the  profession  on  request. 


This  psychoneurotic 

often  responds 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication ; abrupt  withdrawal  rr' 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severi 
of  seizures.  Advise  against  simul- 
taneous ingestion  of  alcohol  and 
other  CNS  depressants.  Withdraw 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon 
tinuance  (convulsions,  tremor,  ab- 
dominal andmusclecramps,  vomit  ? 
and  sweating).  Keep  addiction-pro 
individuals  under  careful  surveil- 
lance because  of  their  predisposit  1 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


9 ▼ hen  you  determine  that  the 
: ,‘pressive  symptoms  are  associated 
ith  or  secondary  to  predominant 
. ixiety  in  the  psychoneurotic 
i itient,  consider  Valium  (diazepam) 
i addition  to  reassurance  and 
ounseling,  for  the  psychotherapeutic 
upport  it  provides.  As  anxiety  is 
: heved,  the  depressive  symptoms 
i ferable  to  it  are  also  often  relieved 
(•reduced. 

The  beneficial  effect  of  Valium  is 
sually  pronounced  and  rapid, 
nprovement  generally  becomes 
i/ident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  gready  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


ymptom  complex 

D Valium  (diazepam) 


’recautions:  If  combined  with 
i psychotropics  or  anticonvul- 
, consider  carefully  pharma- 
cy of  agents  employed ; drugs 
e as  phenothiazines,  narcotics, 
Cturates,  MAO  inhibitors  and 
i 1 antidepressants  may  poten- 
its  action.  Usual  precautions 
fated  in  patients  severely  de- 
ll ed,  or  with  latent  depression, 
lth  suicidal  tendencies.  Observe 
|l  precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported;  should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 


MARCH 
1 974 

S/f 


%~r  & 


Vol.  70 


No.  3 


The 

WEST  VIRGINIA 

Medical  jjauAaal 

Official  Organ  of  the  West  Virginia  State  Medical  Association 

Box  1031  Charleston,  W.  Va.  25324 


CONTENTS 


EDITOR 

George  F.  Evans,  M.  D.  (1974) 
Clarksburg 

MANAGING  EDITOR  AND 
BUSINESS  MANAGER 
Mr.  William  H.  Lively 
Charleston 

EXECUTIVE  ASSISTANT 
Mr.  Custer  B.  Holliday 
Charleston 

ASSOCIATE  EDITORS 

Joe  N.  Jorrett,  M.  D.  (1975) 
Oak  Hill 

E.  J.  Van  Liere,  M.  D.  (1976) 
Morgantown 

Stephen  D.  Ward,  M.  D.  (1977) 
Wheeling 

John  M.  Hartman,  M.  D.  (1978) 
Charleston 

Vernon  E.  Duckwall,  M.D.(1979) 
Elkins 

Thomas  J.  Holbrook,  M.D.(  1980) 
Huntington 


Scientific  Articles 

Brain  Tumors  Presenting  with  Psychiatric  Sympto- 
matology (A  Five- year  Survey)— David  J.  With- 

ersty,  M.  D.  51 

The  Assessment  of  Myocardial  Infarction  with 
Serum  Enzyme  Determinations— William  E. 
Shell,  M.  D 54 


Acquired  Arteriovenous  Fistula  Following  Trau- 
matic Amputation  of  the  Right  Arm—  (Report 
of  a Case)— William  C.  Dressier,  M.  D.;  Mansour 
Jadalizadeh,  M.  D.;  Gabriel  Al-Hajj,  M.  D.;  Cata- 
lino  B.  Mendoza,  Jr.,  M.  D.;  and  Raymond  C. 
Bonnabeau,  Jr.,  M.  D 56 

Special  Article 

The  Family  Physician— W.  Rhys-Jones,  M.  B.,  B.  Ch.  58 

The  President's  Page 

The  Eleventh  Commandment— A.  Thomas  McCoy, 

M.  D.,  President,  W.  Va.  State  Medical  Associa- 
tion   64 


Published  monthly  by  the  West 
Virginia  State  Medical  Association 
under  the  direction  of  the  Publica- 
tion Committee.  Original  articles  are 
accepted  on  condition  that  they  are 
contributed  solely  to  The  Journal. 

Entered  as  second-class  matter 
January  1,  1926,  at  the  post  office 
at  Charleston,  West  Virginia,  under 
the  act  of  Morch  3,  1879. 

Subscription  Rates:  $10  a year  in 
the  U.S.A.;  $15  in  foreign  countries; 
$2  per  single  copy.  Advertising  rates 
furnished  on  request.  Address  all 
communications  to  Business  Mana- 
ger, The  West  Virginia  Medical 
Journal,  Box  1031,  Charleston,  West 
Virginia  25324  Phone  346-0551. 

Microfilm  editions  beginning  with 
the  1972  volume  are  available  from 
University  Microfilms,  Inc.,  300  N. 
Zeeb  Road,  Ann  Arbor,  Michigan 
48106. 


Editorials 

Regression  of  Cardiac  Hypertrophy  Following 


Hypoxia  65 

Rush  Medical  College  Reactivated  66 

General  News 

107th  Annual  Meeting  67 

Medical  Institute  Establishes  Office  68 

Pediatrics  Chapter  Spring  Meeting  68 

State  Medical  Assn.  Council  Meetings  69 

A AFP  Scientific  Assembly — . 71 

Mid-Winter  Clinical  Conference  Grows  72 

Doctor  Flood  Named  to  National  Board  74 

Speeial  Departments 

WVU  Medical  Center  News  viii 

The  Month  in  Washington x 

Obituaries  - xii 

County  Societies  ..  xvi 

Book  Reviews  ..  xviii 

Classified  Section  xix 

Index  to  Advertisers  xxii 


IV 


The  West  Virginia  Medical  Journal 


The  Rx  that  says 

“Relax” 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that  s needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress 
*Based  on  surveys  of  average  daily  prescription  costs. 

Butisol 

(SODIUM  BUTABARBITAL) 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 

cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster’’  nor  a "hangover’’  effect. 


BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihoo 
of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers.* 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  1 5 mg.  to  30  mg.  t.i.d.  or  q.i.d. 
For  hypnosis,  50  mg.  to  100  mg. 

I MrNFTTi  I Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 

' — f (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © McN  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


Synthroiu 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy. 


Synth  raid  is  T4. 

It  provides  your  patients  with 
what  is  needed  for  eomplete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison's  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds's  Disease  (pan- 
hypopituitarism) or  Cushing's  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patien 
with  cardiovascular  disease;  development 
chest  pains  or  other  aggravations  of  cardiova 
cular  disease  requires  a reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myoca 
dial  infarction.  Side  effects:  The  effects  of  SYI 
THROID  (sodium  levothyroxine)  therapy  are  slo 
in  being  manifested.  Side  effects,  when  they  c 
occur,  are  secondary  to  increased  rates  of  boc 
metabolism;  sweating,  heart  palpitations  wit 
or  without  pain,  leg  cramps,  and  weight  los  ! 
Diarrhea,  vomiting,  and  nervousness  have  al£ 
been  observed.  Myxedematous  patients  wit  i 
heart  disease  have  died  from  abrupt  increase 
in  dosage  of  thyroid  drugs.  Careful  observatio 
of  the  patient  during  the  beginning  of  any  th; 
roid  therapy  will  alert  the  physician  to  any  ur 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs. 2 


X Synthroid  is  T4. 

o 

Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3t4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 

5 Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6 Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 


ih  most  cases  with  side  effects,  a reduction  of 
< age  followed  by  a more  gradual  adjustment 
livard  will  result  in  a more  accurate  indication 
( ne  patient’s  dosage  requirements  without  the 
i 'earance  of  side  effects. 


luage  and  Administration:  The  activity  of 
1-1  mg.  SYNTHROID  (sodium  levothyroxine) 
SLET  is  equivalent  to  approximately  one  grain 
1; 'oid,  U.S.P.  Administer  SYNTHROID  tablets 
! a single  daily  dose.  In  hypothyroidism  with- 
1 myxedema,  the  usual  initial  adult  dose  is 
I mg.  daily,  and  may  be  increased  by  0.1  mg. 
• ry  30  days  until  proper  metabolic  balance  is 

■ lined.  Clinical  evaluation  should  be  made 
i|  nthly  and  PBI  measurements  about  every  90 

I 's.  Final  maintenance  dosage  will  usually 

II  ge  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 

■ rting  dose  should  be  0.025  mg.  daily.  The 


7 Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8 When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9 On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 

The  smooth  road  to 
thyroid  replacement  therapy 

synthroid 

(sodium  levothyroxine) 

dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION 

1526  Charleston  National  Plaza 
(P.  O.  Box  1031) 

Charleston,  W.  Va.  25324 
(304)  346-0551 

OFFICERS 

President:  A.  Thomas  McCoy,  Charleston 
President  Elect:  William  E.  Gilmore,  Parkersburg 
Vice  President:  Jack  Leckle,  Huntington 
Treasurer:  Kenneth  G.  MacDonald,  Charleston 
Executive  Secretary:  Mr.  William  H.  Lively,  Charleston 
Executive  Assistant:  Mr.  Custer  B.  Holliday,  Charleston 
Projects  Director:  Mr.  Charles  R.  Lewis,  Charleston 
AMA  Delegates: 

Richard  E.  Flood  (1974),  Weirton 
Frank  J.  Holroyd  (1975),  Princeton 
AMA  Alternates: 

Harry  S.  Weeks,  Jr.  (1974),  Wheeling 
George  R.  Callender,  Jr.  (1975),  Charleston 

COUNCIL 

Chairman:  Worthy  W.  McKinney,  Beckley 
At  Large:  Harry  S.  Weeks,  Jr.,  Wheeling 

MEMBERS 

Robert  R.  Weller  (1975),  Wheeling 
Robert  G.  Janes  (1974),  Fairmont 
Charles  E.  Andrews  (1975),  Morgantown 
Robert  R.  Pittman  (1974),  Martinsburg 
Robert  W.  Bess,  Jr.  (1975),  Piedmont 
L.  H.  Neeflen  (1974),  Elkins 
Robert  D.  Hess  (19/5),  Bridgeport 
F.  Lloyd  Blair  (1974),  Parkersburg 
Louis  W.  Groves,  Jr.  (1975),  Richwood 
Harold  N.  Kagan  (1974),  Huntington 
J.  L.  Mangus  (1975),  Charleston 
W.  Alva  Deardoref  (19/4),  Charleston 
Richard  G.  Starr  (1974),  Beckley 
John  J.  Mahood  (1975),  Bluefield 
Thomas  P.  Long  (1974),  Man 


STANDING  COMMITTEES 

Aging 

Eldon  B.  Tucker,  Morgantown,  Chairman;  Myer  Bogarad,  Weirton; 
and  Richard  Hamilton,  St.  Marys. 

Cancer 

Alvin  L.  Watne,  Morgantown,  Chairman;  John  J.  Battaglino,  Jr., 
Wheeling;  F.  Lloyd  Blair,  Parkersburg;  Harry  F.  Cooper,  Beckley;  L. 
Walter  Fix,  Martinsburg;  William  E.  Gilmore,  Parkersburg;  David  B. 
Gray,  Charleston;  Ray  A.  Harron,  Bridgeport;  Hu  C.  Myers,  Philippi; 
Jess  S.  Renedo,  Wheeling;  Richard  G.  Starr,  Beckley;  Charles  W. 
Thacker,  Parkersburg;  John  W.  Trenton,  Kingwood;  James  H.  Walker, 
Charleston;  and  Chauncey  B.  Wright,  Huntington. 

Constitution  and  By-Laws 

Harry  S.  Weeks,  Jr.,  Wheeling,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  Richard  E.  Flood,  Weirton;  J.  C.  Huffman,  Buckhannon; 
Carl  B.  Hall,  Charleston;  Sobisca  S.  Hall,  Clarksburg;  John  W.  Hash, 
Charleston;  James  S.  Klumpp,  Huntington;  Athey  R.  Lutz,  Parkersburg; 
Richard  V.  Lynch,  Jr.,  Morgantown;  and  L.  J.  Pace,  Princeton. 

Insurance 

C.  A.  Hoffman,  Huntington,  Chairman;  Andrew  J.  Barger,  Glen 
Dale;  James  A.  Barnes,  Beckley;  Robert  L.  Chamberlain,  Buckhannon; 
John  T.  Chambers,  Charleston;  R.  U.  Drinkard,  Wheeling;  A.  C. 
Esposito,  Huntington;  F.  Perry  Greene,  Jr.,  Parkersburg;  Upshur  Hig- 
ginbotham, Bluefield;  Kenneth  G.  MacDonald,  Charleston;  Buford  W. 
McNeer,  Hinton;  J.  C.  Pickett,  Morgantown;  Robert  S.  Robbins, 
Wheeling;  and  C.  Vincent  Townsend,  Martinsburg. 

Interprofessional  Relations 

William  E.  Gilmore,  Parkersburg,  Chairman;  George  L.  Armbrecht, 
Wheeling;  Alberto  G.  Capinpin  and  Jean  P.  Cavender,  Charleston; 
R.  C.  Cowan,  Jr.,  and  Dwight  P.  Cruikshank,  Parkersburg;  V.  L. 
Dyer,  Petersburg;  Richard  E.  Flood,  Weirton;  John  L.  Fullmer,  Mor- 
gantown; S.  William  Goff,  Parkersburg;  George  V.  Hamrick,  Charles- 
ton; John  J.  Mahood,  Bluefield;  L.  J.  Pace,  Princeton;  Paul  H.  Rever- 
comb,  Charleston;  L.  Dale  Simmons,  Clarksburg;  Tracy  N.  Spencer, 
Jr.,  South  Charleston;  James  A.  Thompson,  Clarksburg;  and  A.  J. 
Villani,  Welch. 

Legislative 

Frank  J.  Holroyd,  Princeton,  Chairman;  W.  P.  Bittinger,  Oak  Hill; 
J.  E.  Blaydes,  Jr.,  Bluefield;  John  T.  Chambers,  Charleston;  George  A. 
Curry,  Morgantown;  Del  Roy  R.  Davis,  Kingwood;  Roy  A.  Edwards, 
Jr.,  and  A.  C.  Esposito,  Huntington;  George  Gevas,  Parkersburg;  Paul 
E.  Gordon,  Clarksburg;  Louis  W.  Groves,  Jr.,  Richwood;  N.  B.  Groves, 
Jr.,  Martinsburg;  Carl  B.  Hall,  John  M.  Hartman,  John  W.  Hash  and 
John  A.  B.  Holt,  Charleston;  J.  C.  Huffman,  Buckhannon;  Jack  Leckie, 
Huntington;  Charles  L.  Leonard,  Elkins;  Milton  J.  Lilly,  Jr.,  Charles- 
ton; Paul  L.  McCuskey,  Parkersburg;  Charles  W.  Merritt,  Beckley; 
Thomas  G.  Reed,  Charleston;  Joseph  D.  Romino,  Fairmont;  Carl  J. 
Roncaglione,  William  B.  Rossman  and  Page  H.  Seekford,  Charleston; 
Robert  G.  Shirey,  Lewisburg;  Jack  J.  Stark,  Belpre,  Ohio;  I.  Ewen 
Taylor,  Huntington;  A.  J.  Villani,  Welch;  David  E.  Wallace,  Madison; 
Stephen  D.  Ward,  Wheeling;  Henry  F.  Warden,  Jr.,  Bluefield;  J.  Hugh 
Wiley,  Morgantown;  and  David  E.  Yoho,  Glen  Dale. 

Maternal  and  Perinatal  Fetal  Welfare 
A.  J.  Villani,  Welch,  Chairman;  Walter  A.  Bonney,  Jr.,  Morgan- 
town; Clarence  H.  Boso  and  Thomas  J.  Conaty,  Huntington;  Robert  D. 
Crooks,  Parkersburg;  Larry  D.  Curnutte  and  Frederick  H.  Dobbs, 
Charleston;  T.  Keith  Edwards,  Bluefield;  Thomas  G.  Folsom,  Hunting- 
ton;  N.  W.  Fugo,  Morgantown;  George  Gevas,  Parkersburg;  Robert 
Greco,  Morgantown;  George  L.  Grubb,  Charleston;  C.  S.  Harrison, 
Clarksburg;  Edwin  J.  Humphrey,  III,  Huntington;  W.  Gene  Klingberg, 
Morgantown;  A.  Robert  Marks,  Clarksburg;  Rose  H.  McClanahan, 
Charleston;  Charles  W.  Merritt,  Beckley;  Thomas  G.  Potterfield, 
Charleston;  Robert  P.  Pulliam,  Beckley;  Meryleen  B.  Smith,  Peters- 
town;  Gates  J.  Wayburn,  Huntington;  and  Patrick  C.  Williams,  Jr., 
Charleston. 

Medical  Aspects  of  Sports 

Richard  W.  Corbitt,  Parkersburg,  Chairman,-  K.  D.  Bowers,  Jr.,  Mor- 
gantown; R.  L.  Chamberlain,  Buckhannon;  Robert  A.  Crawford,  Jr., 


and  Henry  R.  Glass,  Jr.,  Charleston;  Robert  W.  Howes,  Jr.,  Parkers- 
burg; Joe  N.  Jarrett,  Oak  Hill;  James  S.  Kessel,  Ripley;  Jack  C.  Mor- 
gan, Fairmont;  George  Naymick,  Weirton;  W.  H.  Rardin,  Beckley; 
Carl  J.  Roncaglione,  Charleston;  George  W.  Rose,  Clarksburg;  Herbert 
E.  Warden,  Morgantown;  and  Moseley  H.  Winkler,  Charleston. 

Medical  Economics 

Carl  J.  Roncaglione,  Charleston,  Chairman;  and  W.  Alva  Deardorff, 
Charleston,  Vice  Chairman;  Charles  E.  Andrews,  Morgantown;  Robert 
W.  Bess,  Jr.,  Piedmont;  George  R.  Callender,  Jr.,  and  Marshall  J. 
Carper,  Charleston;  Donald  R.  Chadwick,  Beckley;  Jacques  Charbon- 
mez.  Charleston;  C.  Richard  Daniel,  Beckley;  Daniel  W.  Dickinson, 
Wheeling;  Albert  C.  Esposito,  Huntington;  Richard  E.  Flood,  Weir- 
ton; Robert  L.  Ghiz,  Charleston;  N.  B.  Groves,  Martinsburg;  Daniel 
Hale,  Princeton;  John  M.  Hartman,  Charleston;  C.  A.  Hoffman, 
Huntington;  George  W.  Hogshead,  Nitro;  Thomas  J.  Holbrook, 
Huntington;  Ralph  J.  Holloway,  South  Charleston;  Logan  W.  Hovis, 
Vienna;  James  T.  Hughes,  Ripley;  Ray  M.  Kessel,  Logan;  W.  Gene 
Klingberg,  Morgantown;  Milton  J.  Lilly,  Jr.,  Charleston;  Thomas  P. 
Long,  Man;  Richard  V.  Lynch,  Jr.,  Morgantown;  J.  L.  Mangus  and 
Theodore  P.  Mantz,  Charleston;  Lawrance  S.  Miller,  Morgantown; 
William  C.  Morgan,  Jr.,  Charleston;  Milton  E.  Nugent,  Wheeling; 
Seigle  W.  Parks,  Charleston;  James  E.  Powers,  Princeton;  James  T. 
Spencer,  Charleston;  Clifford  A.  Stevenson,  Beckley;  James  H.  Walker, 
Charleston;  and  J.  D.  H.  Wilson,  Clarksburg. 

Medical  Education  and  Hospitals 

Pat  A.  Tuckwiller,  Charleston,  Chairman;  Wm.  O.  McMillan,  Jr., 
Charleston,  and  Richard  V.  Lynch,  Jr.,  Morgantown,  Vice  Chair- 
men; Charles  E.  Andrews,  Morgantown;  Leo  H.  T.  Bernstein, 
Martinsburg;  William  H.  Carter  and  John  T.  Chambers,  Charleston; 
Del  Roy  R.  Davis,  Kingwood;  C.  Richard  Daniel,  Beckley;  Thomas  O. 
Dotson,  White  Sulphur  Springs;  Albert  C.  Esposito,  Huntington;  Wil- 
liam E.  Gilmore,  Parkersburg;  Robert  D.  Hess,  Bridgeport;  Upshur 
Higgonbotham,  Bluefield;  Winfield  C.  John,  Huntington;  George  M. 
Kellas,  Wheeling;  Jack  Leckie,  Huntington;  Mary  Lou  L.  Lewis,  Char- 
leston; John  D.  Lindsay,  Jr.,  Fairmont;  David  Z.  Morgan;  Morgan- 
town; Robert  R.  Pittman,  Martinsburg;  Herbert  H.  Pomerance,  Char- 
leston; Howard  B.  Sauder,  Wheeling;  Harold  Selinger  and  Edwin 
M.  Shepherd,  Charleston;  Philip  M.  Sprinkle,  Morgantown;  R:chard 
G.  Starr,  Beckley;  Hartwell  G.  Thompson,  Charleston;  Johi  W. 
Traubert,  Wellsburg;  and  J.  Hugh  Wiley,  Morgantown. 

Medical  Emergencies  and  Civil  Defense 

John  A.  B.  Holt,  Charleston,  Chairman;  Harold  D.  Almond,  Buck- 
hannon; Dominic  A.  Brancazio,  Weirton;  Harry  F.  Coffman,  Keyser; 
Salvador  Diaz,  Huntington;  Ernest  G.  Guy,  Philippi;  Charles  H.  Hiles, 
Wheeling;  John  J.  Mahood,  Bluefield;  Donald  R.  Lantz,  Parkersburg; 
Joseph  T.  Mallamo,  Fairmont;  John  B.  Markey,  Charleston;  James  G. 
Ralston,  Clarksburg;  William  S.  Sadler,  Barboursville;  Lyle  D.  Vincent, 
Parkersburg;  John  W.  Whitlock,  Beckley;  and  E.  Andrew  Zepp,  Mar- 
tinsburg. 

Medical  Scholarships 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Marshall  J.  Carper, 
Charleston;  Robert  D.  Hess,  Bridgeport;  Thomas  J.  Holbrook,  Hunting- 
ton;  Russel  Kessel,  Charleston;  John  Mark  Moore,  Wheeling;  and 
Clark  K.  Sleeth,  Morgantown. 

Mental  Health 

Roy  A.  Edwards,  Jr.,  Huntington,  Chairman;  Mildred  Mitchell- 
Baieman,  Charleston;  Randall  Connolly,  Vienna;  Thomas  S.  Knapp, 
Charleston;  S.  Elizabeth  McFetridge,  Shepherdstov,  n;  L.  J.  Pace, 
Princeton;  William  B.  Rossman,  Charleston;  O.  Lee  Trick,  Morgan- 
town; A.  L.  Wanner  and  Stephen  D.  Ward,  Wheeling;  Charles  C. 
Weise,  Charleston;  and  A.  C.  Woofter,  Parkersburg. 

Military  Medical  Affairs 

Russel  Kessel,  Charleston,  Chairman;  Bert  Bradford,  Jr.,  Charleston; 
Robert  D.  Hess,  Bridgeport;  and  Logan  W.  Hovis,  Vienna. 

Program 

J.  Hugh  Wiley,  Morgantown,  Chairman;  John  T.  Chambers,  Charles- 
ton; William  E.  Gilmore,  Parkersburg;  Winfield  C.  John,  Huntington; 
Ray  M.  Kessel,  Logan;  and  Philip  M.  Sprinkle,  Morgantown. 

Public  Service 

Albert  C.  Esposito,  Huntington,  Chairman;  John  M.  Bobbitt,  Hunt- 
ington; George  A.  Curry,  Morgantown;  C.  R.  Davisson,  Weston;  Leon- 
ard M Eckmann,  South  Charleston;  G.  Thomas  Evans,  Fairmont;  Louis 
W.  Groves,  Jr.,  Richwood;  N.  B.  Groves,  Martinsburg;  Carl  E.  Johnson, 
Morgantown;  E.  Lee  Jones,  Wheeling;  C.  A.  Logue,  Morgantown; 
George  E.  McCarty,  Parkersburg;  Charles  W.  Merritt,  Beckley;  L.  J. 
Pace,  Princeton;  Joseph  B.  Reed,  Buckhannon;  Page  H.  Seekford, 
Charleston;  Jack  J.  Stark,  Belpre,  Ohio;  Stephen  D.  Ward,  Wheeling; 
and  A.  J.  Weaver,  Clarksburg. 

Rehabilitation 

Buford  W.  McNeer,  Hinton,  Chairman;  Jean  P.  Cavender,  Charleston; 
James  A.  Gardner,  Beckley;  James  A.  Heckman,  Huntington;  Thomas 
M.  Howes,  Morgantown;  Francis  H.  Hughes,  Parkersburg;  Ralph  H. 
Nestmann,  Charleston;  J.  C.  Pickett,  Morgantown;  Jack  Pushkin, 
Charleston;  M.  D.  Reiter,  Wheeling;  L.  Dale  Simmons,  Clarksburg; 
Robert  R.  Weiler,  Wheeling;  J.  Hugh  Wiley,  Morgantown;  and  Roy 
James  Yates,  Beckley. 

Resolutions 

Richard  E.  Flood,  Weirton,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  C.  A.  Hoffman,  Huntington;  Worthy  W.  McKinney,  Beck- 
ley; L.  J.  Pace,  Princeton;  and  Harry  S.  Weeks,  Jr.,  Wheeling. 

Rural  Health 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Harold  D.  Almond, 
Buckhannon;  J.  C.  Arnett,  Rowlesburg;  Ralph  H.  Boone,  Sistersville; 
B.  S.  Brake,  Clarksburg;  Robert  W.  Coplin,  Elizabeth;  Del  Roy  P.  Davis, 
Kingwood;  N.  H.  Dyer,  Charleston;  Vernon  L.  Dyer,  Petersburg;  Earl 
L.  Fisher,  Gassaway;  Robert  R.  Frye,  Mannington;  O.  M.  Harper,  Clen- 
denin;  Mehmet  V.  Kalaycioglu,  Shinnston;  Charles  T.  Lively,  Weston; 
Ralph  McGraw,  Follansbee;  Joseph  B.  Reed,  Buckhannon;  Charles  J. 
Sites,  Franklin;  and  Charles  E.  Staats,  Charleston. 

Tuberculosis 

Hugh  S.  Edwards,  Beckley,  Chairman;  J.  N.  Aceto,  Wheeling; 
Charles  E.  Andrews,  Morgantown;  Robert  M.  Biddle,  Parkersburg; 
J.  M.  Brand,  Chester;  William  L.  Cooke,  Charleston;  N.  Allen  Dyer, 
Bluefield;  George  F.  Evans,  Clarksburg;  Dominic  J.  Gaziano,  Charles- 
ton; G.  R.  Maxwell,  Morgantown;  Ralph  H.  Nestmann  and  Morris  H. 
O'Dell,  Charleston;  Robert  J.  Reed,  III,  Wheeling;  James  T.  Smith, 
Charleston;  M.  A.  Viggiano,  New  Martinsville;  James  H.  Walker, 
Charleston;  and  David  H.  Williams,  Weirton. 

Venereal  Disease 

N.  H.  Dyer,  Charleston,  Chairman;  Hunter  Boggs,  Charleston;  C.  Y. 
Moser,  Kingwood;  Frank  M.  Peck,  Huntington;  David  S.  Pugh,  Chester; 
Thomas  L.  Thomas,  Wheeling;  M.  A.  Viggiano,  New  Martinsville; 
Lyle  D.  Vincent,  Parkersburg;  and  Isaiah  A.  Wiles,  Morgantown. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidnev  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMPANY,  INC. 


RICHMOND,  VIRGINIA  23  217 
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American  Cancer  Socie 


WEST  VIRGINIA  DIVISION,  INC. 
325  Professional  Building 
Charleston,  West  Virginia 


With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action— involving  the  doctor, 
the  patient,  the  American 
Cancer  Society  — a partner- 
ship for  life. 
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Dorsey 

LABORATORIES  ^ 


Division  of  Sandoz-Wander,  Inc 
LINCOLN.  NEBRASKA  68501 


Kids’Stuff 

Triaminic  Syrup 

me  orange  medicine  from  Dorsey 


^wfessiSnal 
Opinion 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 
The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 
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loint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
■;  o affirm  the  support  of  the  participat- 
ng  organizations  for  the  laws,  regula- 
ionsand  professional  traditions  which 
prohibit  the  unauthorized  substitution 
hf  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
[cooperatively  to  serve  the  best  inter- 
jests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
| concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist's  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician's 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
11 55  Fifteenth  Street,  N.W.,  Washington,  D.  C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs— 
without  regard  to  package  size. 

ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg  erythromycin  per  5-ml  teaspoonful) 

Additional  information  available  to  the  profession  on  request. 


4G0054 


Jdista 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Brain  Tumors  Presenting 
With  Psychiatric  Symptomatology 

(A  Five-Year  Survey) 

David  J.  W ithersty,  M.  D. 


VVTHtLE  intracranial  masses  can  present  with 
changes  in  behavioral  and  emotional  pat- 
terns, the  incidence  is  low  and  the  factor  neces- 
sary for  making  such  a diagnosis— a high  index 
of  suspicion— may  be  absent. 

A recent  admission  on  the  In-Patient  Service 
of  the  Department  of  Behavioral  Medicine  and 
Psychiatry  brought  this  fact  to  our  awareness 
and  prompted  the  following  review  of  admissions 
during  the  past  five  years  as  well  as  a review  of 
the  literature.  It  is  hoped  that  this  article  will 
serve  to  increase  the  physician’s  awareness  of  this 
diagnostic  possibility  as  this  most  recent  case  did 
for  us. 

The  In-Patient  Department  of  the  West  Vir- 
ginia University  Medical  Center  Department  of 
Behavioral  Medicine  and  Psychiatry  is  a 32-bed 
unit  which  serves  as  a referral  resource  for  phy- 
sicians and  mental  health  agencies  throughout 
West  Virginia,  as  well  as  to  a lesser  extent  the 
surrounding  states.  One  of  its  purposes  is  the 
training  of  physicians  as  well  as  other  medical 
and  mental  health  professionals.1  As  for  service, 
all  patients  who  are  referred  to  the  In-Patient 
Service  are  evaluated  both  medically  and  psycho- 
logically. During  the  period  from  July  1,  196S 
through  June  30,  1973,  3,608  patients  were  ad- 
mitted to  the  unit.  Within  that  period  four  pa- 
tients were  found  to  have  intracranial  tumors  as 
the  etiology  of  their  symptomatology. 

Case  Summaries 

Case  l.—A  44-year-old  white  married  female, 
one  year  prior  to  admission  on  the  Behavioral 
Medicine  In-Patient  Service,  was  evaluated  for 
headaches  and  nausea  as  well  as  a pressure  sen- 
sation in  the  right  ear.  Evaluation  at  that  time 
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revealed  only  a mild  sensory  hearing  loss.  She 
was  seen  again  one  year  later  in  the  Behavioral 
Medicine  Out-Patient  Department  and  evaluated 
for  headaches,  nausea  and  dizziness.  Again,  eval- 
uation was  negative  and  she  was  continued  in 
marital  counseling.  Three  months  following  her 
visit  to  the  clinic  she  was  admitted  to  the  In- 
Patient  Service  for  evaluation  of  “depression.” 
Her  family  stated  that  four  days  prior  to  her  ad- 
mission she  had  become  very  loud  and  vocal, 
using  abusive  language.  She  would  alternate  be- 
tween episodes  of  crying  and  extreme  elation. 
Upon  admission  to  the  In-Patient  Service  she 
was  extremely  loud  and  hostile.  She  admitted 
to  auditory  and  visual  hallucinations  and  her 
speech  was  rambling  and  tangential.  Her  emo- 
tions were  extremely  labile,  proverb  interpreta- 
tion was  concrete,  but  memory  appeared  to  be 
intact.  She  was  oriented  to  time,  person  and 
place,  and  was  felt  to  be  undergoing  an  acute 
psychotic  episode.  Organicity  was  to  be  ruled 
out. 

Physical  examination  at  the  time  of  admission 
was  extremely  difficult  due  to  the  uncooperative 
nature  of  the  patient.  Treatment  was  started  with 
intramuscular  thiothixene.  The  second  day  of  ad- 
mission she  became  somewhat  more  cooperative 
and  by  the  third  day  she  was  somewhat  with- 
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drawn  although  r till  hostile.  She  began  to  com- 
plain of  weakness  in  the  legs.  Her  speech  at  that 
time  would  alternate  between  periods  of  rel- 
evance and  irrelevancy.  As  she  was  more  co- 
operative on  the  third  day  a more  extensive 
physical  examination  was  obtained.  There  were 
no  neurological  focal  signs  present.  Papilledema 
was  not  noticed  and  while  the  pupils  were  slug- 
gish they  reacted  to  light  and  accommodation. 
Cranial  nerves  II  through  XII  were  intact. 
Strength  was  symmetrical  and  the  only  positive 
finding  was  a tendency  to  fall  backwards.  Skull 
films  were  interpreted  as  within  normal  limits 
and  EEC  revealed  a slow,  diffused,  nonfocal 
tracing.  Brain  scan  was  positive  in  that  it  re- 
vealed an  increased  uptake  over  the  area  of  the 
posterior  third  ventricle.  Neurosurgical  consult 
was  obtained  and  the  patient  was  tranferred  to 
that  service.  Arteriograms  indicated  a mass  lesion 
as  well  as  internal  hydrocephalus.  Diagnosis  was 
probable  glioma  and  surgery  was  felt  not  to  be 
indicated.  The  patient  was  treated  with  radia- 
tion therapy.  Initial  follow-up  seemed  to  indicate 
some  improvement. 

Case  2—  A 23-year-old  white  married  male 
was  admitted  to  another  service  of  the  West 
Virginia  University  Hospital  for  evaluation  of 
“black-out  spells”  which  two  weeks  prior  to  ad- 
mission had  resulted  in  a minor  auto  accident. 
He  complained  of  increasing  “nervousness  for 
some  time”  prior  to  admission  as  well  as  bilateral 
weakness  below  the  knees 

Physical  examination  was  within  normal  lim- 
its. Mental  status  examination  was  also  within 
normal  limits,  with  the  exception  of  concrete 
proverb  interpretation  and  poor  recent  memory. 
Impression  was  post-trauma  amnesia  with  seizure 
disorder  to  be  ruled  out.  EEG  revealed  only  a 
single  burst  of  14  positive  spikes  and  was  not  felt 
to  be  meaningful.  He  became  agitated  and  was 
transferred  to  the  Behavioral  Medicine  Service 
where  he  was  diagnosed  as  manic  depressive 
disorder,  manic  type  and  treated  with  chlor- 
promazine.  He  was  discharged  about  two  weeks 
later  slightly  improved. 

One  month  later  he  was  again  admitted  to  the 
Behavioral  Medicine  and  Psychiatry  In-Patient 
Service.  He  had  become  more  hostile  and  agi- 
tated and  had  had  frequent  temper  outbursts. 
Affect  was  labile  and  he  had  become  enuretic 
several  days  prior  to  admission.  Again  physical 
examination  was  within  normal  limits  and  review 
of  systems  was  negative  for  a history  of  head- 
aches. There  was  little  change  in  mental  status— 
he  was  concrete  on  proverb  inteqiretation  and 
affect  was  labile  but  he  was  oriented.  Diagnosis 


was  to  rule  out  psychotic  O.B.S.  and  rule  out 
manic  phase  of  manic  depressive  disorder. 

A neurology  consult  was  obtained  and  a ques- 
tionable Babinski  was  elicited.  He  continued  to 
complain  of  weakness  below  both  knees.  A brain 
scan  was  obtained  which  revealed  a midline, 
suprasellar  mass  and  neurosurgery  was  consulted. 
A right  frontal  craniotomy  was  performed  and 
the  final  diagnosis  was  craniopharyngioma.  The 
postoperative  course  was  complicated  by  devel- 
opment of  diabetes  insipidus  and  a seizure  dis- 
order. He  was  treated  and  finally  discharged  for 
supportive  nursing  care. 

Case  3.— A 69-year-old  white  married  male  was 
admitted  to  the  Behavioral  Medicine  In-Patient 
Service  with  a history  of  periods  of  confusion 
six  weeks  prior  to  admission.  He  aggravated  his 
family  by  constantly  running  water  in  the  bath- 
tub. He  was  noted  to  be  acting  “intoxicated”  on 
occasion  and  had  become  hostile  toward  an  em- 
ployee in  a store.  He  had  complained  of  head- 
aches “several  weeks”  prior  to  admission  and  the 
family  had  noted  that  he  had  what  appeared  to 
be  difficulty  in  raising  his  right  hand. 

Physical  examination  was  difficult  as  the  pa- 
tient was  uncooperative,  but  neurological  exam- 
ination appeared  to  be  within  normal  limits  with 
the  exception  of  a questionable  “dragging  of  the 
left  foot”.  Blood  pressure  was  112/74.  Mental 
status  revealed  a disheveled  male  who  was  un- 
cooperative and  used  abusive  language.  He  was 
oriented.  Recent  memory  was  poor.  Impression 
at  that  time  was  possible  organic  brain  syndrome, 
probably  CVA.  Brain  scan  was  obtained  and  re- 
vealed a large  parasaggital  mass  lesion.  EEG  was 
interpreted  as  Grade  II  dysrhythmia  with  a focal 
abnormality  of  the  right  frontotemporal  region. 
Neurosurgery  performed  a right  frontal  crani- 
otomy with  right  frontal  lobectomy  and  the  post- 
operative diagnosis  was  right  frontal  glioblastoma 
multiforme  (astrocytoma  Grade  IV).  As  residual 
tumor  existed,  he  was  further  treated  with  radia- 
tion therapy  and  finally  transferred  to  a nursing 
home  for  supportive  nursing  care. 

Case  4—  A 55-year-old  white  married  female 
was  admitted  to  Behavioral  Medicine  and  Psy- 
chiatry for  evaluation  of  “severe  depression.”  Two 
years  prior  to  admission  she  complained  of  head- 
aches and  “dizzy  spells.” 

She  had  lost  much  of  her  equilibrium  and 
needed  support  in  walking.  The  headaches  had 
been  increasing  in  frequency.  Two  months  be- 
fore admission  her  husband  had  retired  and  she 
admitted  to  becoming  severely  depressed  while 
futilely  attempting  to  “keep  up  with  him.”  She 
denied  suicidal  ruminations.  Initial  pertinent  find- 
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ings  included  a right  facial  palsy,  left  ptosis  and 
poor  coordination.  Mental  status  revealed  an  un- 
cooperative female  who  was  lethargic  and  list- 
less. Speech  was  slurred.  Thought  content  was 
appropriate.  Neurology  consult  was  obtained  and 
a brain  scan  revealed  a large  right  frontal  lobe 
tumor.  Neurosurgery  performed  right  frontal  lobe 
trephination  and  a needle  biopsy  revealed  reticu- 
lum cell  sarcoma.  She  was  treated  with  radia- 
tion therapy.  At  the  time  of  discharge  she  was 
unable  to  ambulate  by  herself  but  had  improved 
both  subjectively  and  objectively  with  normal  af- 
fect. 

Discussion 

Most  studies  of  patients  with  intracranial  tu- 
mors that  present  with  psychiatric  symptoms 
have  been  conducted  on  long-term,  chronic  care 
units.2’3  Under  these  conditions  incidence  rates 
vary  from  two  to  three  per  cent.  The  study  con- 
ducted on  a short  tenn,  acute  care  psychiatric 
unit  which  is  most  often  quoted  in  the  literature 
is  that  of  Remington  and  Robert  (1961). 4 They 
reviewed  the  charts  of  all  patients  admitted  to 
the  Syracuse  Psychiatric  Hospital  over  a 30-year 
period  who  were  diagnosed  as  having  “psychosis 
due  to  brain  tumor.”  There  were  34  patients  in- 
cluded in  this  category  for  a frequency  of  two- 
tenths  per  cent.  Ten  of  the  34  cases  were  known 
to  have  brain  tumors  on  admission.  The  others 
were  diagnosed  as  functional  problems  and  the 
diagnostic  impressions  included  depression  ( eight 
cases ) , memory  deficits  ( seven  cases ) , combative 
behavior  ( five  cases ) , personality  “change”  ( two 
cases),  paranoid  ideas  (two  cases),  marked  agi- 
tation (two  cases)  and  severe  obsessional  ideas 
(one  case).  All  of  their  “undiagnosed”  cases  were 
found  to  have  a brain  tumor  during  hospitaliza- 
tion only  after  sensorimotor  symptoms  appeared. 


If  the  ten  known  cases  of  brain  tumor  are  elim- 
inated from  these  statistics,  the  incidence  of 
“undiagnosed”  cases  becomes  .14  per  cent. 

Of  the  four  cases  that  we  have  noted  during 
the  past  five  years  on  our  In-Patient  Service,  three 
presented  with  complaints  of  headaches.  Sensori- 
motor deficits  or  questionable  sensorimotor  signs 
were  noted  in  all  four  cases.  One  patient  com- 
plained of  leg  weakness  shortly  after  hospitaliza- 
tion while  in  the  process  of  being  evaluated  for 
organicity,  but  all  four  complained  either  of 
bilateral  leg  weakness  or  had  difficulty  in  walk- 
ing. All  had  positive  histories  of  personality 
changes  prior  to  admission. 

Initial  working  diagnosis  in  these  cases  in- 
cluded acute  psychotic  reaction  (one  case), 
manic  depressive  disorder,  manic  type  (one 
case),  CVA  (one  oase),  and  a severe  depression 
(one  case).  All  patients  were  evaluated  for  or- 
ganicity and  all  four  had  positive  brain  scans. 

Summary 

In  summary,  our  five-year  review  of  the  inci- 
dence of  patients  with  brain  tumors  who  pre- 
sented with  psychiatric  symptomatology  (.11 
per  cent)  is  compatible  with  previous  reviews 
conducted  on  a short  term,  acute  care  psychiatric 
unit.  It  is  hoped  that  our  review  will  increase  the 
physician’s  index  of  suspicion  to  the  possibility 
of  brain  tumor  in  the  case  of  any  patient  who 
presents  with  headaches  and  sudden  unexplained 
behavioral  changes  which  may  range  anywhere 
from  temper  outbursts  and  difficulty  in  relating 
to  family  members,  to  neurotic  symptoms  of 
anxiety  or  depression  or  even  psychotic  states. 
There  exists  no  typical  clinical  picture. 

A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Assessing  Extent  of  Dead  Heart  Tissue 

Away  of  assessing  the  extent  of  dead  heart  tissue  resulting  from  a heart  attack  has 
been  described  by  University  of  Chicago  investigators.  Dr.  Paul  V.  Harper,  Pro- 
fessor of  Surgery  and  Radiology,  said  the  method  involves  injecting  radioactive  am- 
monia into  a vein.  The  ammonia  seeks  out  the  undamaged  part  of  the  heart,  and  radia- 
tion is  detected  outside  the  body  with  a nuclear  camera,  which  outlines  the  damaged 
portion.  Extent  of  damage  is  a factor  in  determining  whether  surgery  is  necessary. 
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The  Assessment  Of  Myocardial  Infarction 
With  Serum  Enzyme  Determinations* 

William  E.  Shell,  M.  D. 


Elevated  serum  enzyme  activity  has  become  a 
cornerstone  in  the  diagnosis  of  acute  myo- 
cardial infarction.  The  absence  of  elevations 
when  carefully  sought  for  is  an  excellent  criterion 
for  exclusion  of  the  diagnosis.  Recently,  investi- 
gative effort  regarding  serum  enzyme  elevations 
in  patients  with  acute  myocardial  infarction  has 
been  directed  toward  the  use  of  such  determi- 
nations as  indices  of  prognosis  and  specifically  as 
a means  by  which  the  extent  of  ischemic  myo- 
cardial injury  can  be  quantified.  Rapidly  accumu- 
lating evidence  suggests  that  prognosis  after 
acute  myocardial  infarction  is  related  to  the  ex- 
tent of  myocardial  necrosis  and  that  this  in  turn 
is  reflected  quantitatively  by  the  magnitude  of 
alterations  of  serum  enzyme  activities. 

In  experimental  studies  in  the  1950’s  it  became 
clear  that  a general  relationship  existed  between 
peak  serum  enzyme  activity  following  coronary 
occlusion  and  the  extent  of  myocardial  necrosis 
assessed  morphologically.  Experimental  myo- 
cardial infarction  produced  in  open  chest  or 
closed  chest  preparations  consistently  led  to  ele- 
vated serum  enzyme  activity  in  serum.  In  gen- 
eral small  infarcts  were  associated  with  low  peak 
levels  of  SGOT  and  LDH  and  large  infarcts  were 
associated  in  high  peak  levels.  However,  peak 
levels  of  these  and  other  enzymes  exhibited  con- 
siderable variation  in  animals  with  infarcts  of 
comparable  size;  hence,  in  individual  animals 
determination  of  peak  enzyme  activity  does  not 
permit  reliable  estimation  of  infarct  size  measured 
pathologically.  This  variation  is  due  in  part  to  the 
effects  of  surgical  interventions  utilized  in  pro- 
ducing the  experimental  infarction  on  the  activity 
of  serum  enzymes,  biological  variation  in  the  rate 
of  enzyme  release  from  ischemic  myocardium, 
and  nonuniform  ischemic  injury  within  the  infarct 
itself. 

Despite  these  limitations,  considerable  evi- 
dence indicates  that  the  magnitude  of  peak  serum 
enzyme  activity  following  myocardial  infarction 
presages  prognosis.  After  spontaneous  myocardial 
infarction  in  man  SGOT  begins  to  rise— usually 
within  12  hours— and  reaches  a peak  level  within 
24-36  hours.  Peak  SGOT  values  greater  than  300 

♦Provided  by  the  American  Heart  Association,  West  Virginia 
Affiliate. 
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Karmen  units  has  been  associated  with  adverse 
prognosis  and  with  a mortality  of  40  per  cent 
within  the  first  six  weeks.  On  the  basis  of  autopsy 
studies  it  is  apparent  that  a linear  relationship 
exists  between  gross  morphologic  estimates  of 
infarct  size  (small,  medium  and  large)  and  the 
magnitude  of  serum  enzyme  elevations.  Thus, 
patients  dying  with  small  infarcts  exhibited  an 
average  peak  SGOT  of  100  K.U.  compared  to 
180  K.U.  in  those  with  medium  infarcts  and  450 
K.U.  in  those  with  large  infarcts.  It  is  likely 
that  hepatic  release  of  SGOT,  reflecting  conges- 
tive heart  failure,  contributes  to  the  marked  ele- 
vations seen  in  patients  with  large  infarcts. 

Serum  lactic  dehydrogenase  ( LDH ) activity 
bears  a similar  relationship  to  infarct  size.  Peak 
LDH  levels  of  greater  than  150  U/ml.  are  asso- 
ciated with  increased  risk  and  apparently  large 
infarcts.  A level  of  serum  alphahydroxybutyric 
acid  dehydrogenase  (HBD),  reflecting  the  ac- 
tivity of  isoenzymes  of  LDH  typical  of  those  seen 
in  heart  muscle,  exceeding  800  IU/ml.  has  been 
associated  with  mortality  rates  of  30  per  cent 
while  a level  less  than  800  IU/ml.  has  been 
associated  with  a mortality  rate  of  15  per  cent  or 
less.  It  is  important  to  recognize  that  LDH  ac- 
tivity in  serum  frequently  reflects  extraneous 
sources  of  enzyme,  particularly  the  red  cells 
which  release  large  quantities  of  LDH  into  serum 
with  even  minimal  hemolysis. 

Serum  creatine  phosphokinase  (CPK)  activity' 
appears  to  be  a good  index  of  prognosis.  Peak 
serum  CPK  activities  exceeding  600  mlU / ml.  are 
associated  with  mortality  rates  greater  than  30 
per  cent  while  values  less  than  600  mlU/ml.  (12 
times  normal)  are  associated  with  a risk  of  only 
12  per  cent.  It  has  been  found  that  peak  values 
less  than  300  mlU/ml.  are  associated  with  mor- 
tality rates  of  only  2 per  cent.  Results  of  CPK 
determinations  are  dependent  upon  the  specific 
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assay  employed  and  become  meaningful  only 
when  the  assay  is  performed  with  careful  atten- 
tion to  technique. 

Morbidity  and  Mortality 

Morbidity  as  well  as  mortality  appeared  to  be 
related  to  the  magnitude  of  peak  serum  enzyme 
activities  following  myocardial  infarction.  Major 
arrhythmias  such  as  ventricular  tachycardia,  ven- 
tricular fibrillation,  and  A-V  block  occur  much 
more  commonly  in  patients  with  high  peak  serum 
enzyme  activities.  Severe  hemodynamic  abnor- 
malities also  appear  to  be  more  common  in 
patients  with  high  enzyme  values.  Moreover,  the 
hemodynamic  abnormalities  may  persist  for  sev- 
eral months  or  indefinitely  in  those  patients  with 
high  serum  enzyme  values  associated  with  an 
episode  of  acute  infarction.  Patients  with  marked 
serum  enzyme  elevations  are  likely  to  show  in- 
creases in  left  ventricular  end  diastolic  pressure 
during  the  acute  phase  and  frequently  progres- 
sion of  these  abnormalities  during  succeeding 
months.  Wall  motion  disorders  are  also  more 
common  in  those  patients  with  marked  elevation 
of  serum  enzyme  activity.  It  appears  likely  that 
the  eletrophysiological,  physiological  and  prog- 
nostic features  associated  with  marked  elevation 
of  serum  enzyme  activity  after  acute  myocardial 
infarction  are  all  related  to  infarct  size,  in  turn 
reflected  by  the  magnitude  of  peak  enzyme  ele- 
vation. 

Peak  Level  of  Enzyme  Activity 

The  peak  level  of  enzyme  activity  observed 
after  acute  myocardial  infarction  depends  on 
several  factors  including:  (1)  frequency  of 

sampling,  (2)  the  rate  of  enzyme  release  from 
myocardium,  (3)  the  rate  of  enzyme  clearance 
from  the  circulation,  (4)  the  volume  into  which 
the  enzyme  is  distributed,  ( 5 ) contributions  from 
extraneous  non-cardiac  sources  of  enzyme,  and 
(6)  infarct  size.  In  order  to  relate  enzyme 
changes  appropriately  to  infarct  size  and  to  prog- 
nosis, these  factors  must  be  taken  into  consider- 
ation. In  patients  with  acute  myocardial  infarc- 
tion samples  for  enzyme  determinations  at  least 
every  12  hours  are  helpful  in  assessing  trends 
and  in  determining  the  actual  peak  level.  Intra- 
muscular injections  should  be  kept  to  a minimum 
in  order  to  reduce  the  likelihood  that  extraneous 
sources  of  enzyme  will  cloud  the  picture.  Blood 
samples  must  be  obtained  with  thorough  pre- 
cautions to  avoid  hemolysis.  Isoenzyme  determi- 


nations should  be  employed  to  facilitate  interpre- 
tation of  elevated  enzyme  activities. 

Since  the  observed  levels  of  enzyme  activity 
in  blood  in  part  reflect  infarct  size,  serum  enzyme 
analysis  may  offer  a more  precise  means  of  esti- 
mating the  extent  of  myocardial  injury  associated 
with  a specific  episode  of  infarction.  We  have  re- 
cently utilized  serial  changes  in  serum  CPK  ac- 
tivity to  measure  infarct  size  in  patients.  The 
approach  is  based  on  a mathematical  model 
which  takes  into  account  the  rate  of  CPK  release, 
CPK  clearance  and  the  plasma  volume  into  which 
CPK  is  distributed.  In  animal  experiments  we 
have  observed  a close  correlation  between  in- 
farct size  assessed  from  serum  CPK  changes 
analyzed  with  the  use  of  this  model  and  infarct 
size  measured  directly  by  analysis  of  myocardial 
CPK  depletion.  In  patients,  assessment  of  infarct 
size  by  serial  serum  CPK  analysis  has  served  as  a 
reliable  index  of  subsequent  mortality  and  mor- 
bidity. In  patients  with  estimated  infarct  size  ex- 
ceeding 50  CPK-gram-equivalents,  acute  mortality 
(within  30  days)  was  36  per  cent  compared  to  three 
per  cent  in  those  patients  with  infarct  size  less 
than  50  CPK-g-eq.  Long  term  mortality  and 
morbidity  was  similarly  related  to  CPK-infarct 
size.  In  patients  followed  for  six  to  twelve 
months,  67  per  cent  of  those  with  infarct  size  ex- 
ceeding 65  CPK-g-eq  were  either  dead  or  Class 
III  or  IV.  Thus,  analysis  of  serial  enzyme 
changes  has  proven  useful  in  the  assessment  of 
infarct  size,  in  turn  a valuable  index  permitting 
separation  of  patients  according  to  risk. 

Summary 

Peak  SGOT,  LDH,  and  CPK  levels  are  related 
to  prognosis  after  acute  myocardial  infarction. 
Peak  serum  enzyme  activity  and  prognosis  cor- 
relate probably  because  they  are  both  related  to 
infarct  size.  Infarct  size  can  be  estimated  re- 
liably in  patients  by  mathematical  analysis  of 
serial  serum  CPK  changes.  This  approach  per- 
mits improved  assessment  of  risk  in  specific  pa- 
tients with  acute  myocardial  infarction  and  should 
prove  valuable  not  only  in  facilitating  the  man- 
agement of  individual  patients  but  also  in  con- 
ducting clinical  trials  to  assess  therapeutic  mor- 
talities with  potential  risk.  Clinical  enzymology 
is  no  longer  merely  a tool  for  the  recognition  of 
acute  myocardial  infarction  but  is  rapidly  be- 
coming applicable  as  an  important  means  for 
assessing  the  severity  of  the  infarction  and  esti- 
mating prognosis  reliably. 
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Acquired  Arteriovenous  Fistula  Following 
Traumatic  Amputation  Of  The  Right  Arm 

(Report  Of  A Case) 

William  C.  Dressier,  M.  D.;  Mansour  Jadalizadeh,  M.  D.; 
Gabriel  Al-Hajj,  M.  D.;  Catalino  B.  Mendoza,  Jr.,  M.  D.; 

And  Raymond  C.  Bonnabeau,  Jr.,  M.  D. 


Arteriovenous  fistula  (an  abnormal  communi- 
cation between  the  arterial  and  venous  sys- 
tems resulting  in  a left  to  right  shunt  of  varying 
magnitude)  was  first  described  by  William  Hun- 
ter in  1757  and  can  be  acquired,  either  resulting 
from  blunt  (Pratt,  1954)  or  penetrating  injury 
(Pratt,  1946),  or  can  be  congenital  in  origin. 

This  paper  reports  the  appearance  of  an  arterio- 
venous fistula  between  the  right  axillary  artery 
and  vein  in  the  case  of  a patient  24  years  after 
traumatic  amputation  of  the  proximal  right  arm. 

Case  Report 

A 50-year-old  white  male  was  admitted  to  the 
Veterans  Administration  Hospital  with  the  chief 
complaint  of  a throbbing,  painful  mass  in  the 
right  axilla  that  had  increased  in  size  over  the 
prior  three-month  period. 

Historically,  he  had  been  involved  in  a mine 
accident  in  1949.  Injuries  sustained  at  that  time 
necessitated  amputation  of  both  the  right  ann 
( at  the  level  of  the  proximal  third  of  the  humer- 
us ) and  the  right  leg  ( above  the  knee ) . 

Admission  physical  examination  revealed  an 
alert  50-year-old  man  with  blood  pressure  of 
106/60  mg.  Hg.  There  was  a warm,  five  by  five 
cm.,  tender,  palpable  mass  (with  prominent 
thrill  and  Grade  VI /VI  systolic  murmur)  in  the 
right  axilla  and  stump  of  the  right  arm.  No  di- 
lated collateral  vessels  were  present. 

Laboratory  studies  and  electrocardiogram  were 
within  normal  limits.  Although  the  chest  x-ray 
was  considered  to  be  normal,  a calcific  density 
was  noted  in  the  right  axillary  area  in  the  region 
of  the  tender  mass  (Figure  1-A).  A selective 
innominate  arteriogram  was  next  performed  via 
the  transfemoral  route,  utilizing  the  Seldinger 
( 1953 ) technique.  Good  visualization  of  a 
markedly  dilated  and  tortuous  axillary  artery 
was  obtained.  Direct  passage  of  the  contrast 
material  (50  per  cent  Hypaque")  from  the  right 
axillary  artery  into  the  axillary  vein  confirmed  the 
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clinical  impression  of  a functioning  arteriovenous 
fistula  at  this  location  (Figure  1-B). 

Subsequently,  the  patient  was  taken  to  the 
operating  room  where,  through  a 12-inch  trans- 
verse incision,  the  right  axilla  was  explored  and 
the  second  and  third  portions  of  the  axillary 
artery  and  vein  dissected  free  from  surrounding 
scar  tissue.  This  maneuver  exposed  the  three  by 
four  by  five  cm.  mass  of  communicating  vessels. 
Comparison  blood  gas  determinations  obtained 
at  this  time  from  the  exposed  axillary  artery  and 
vein  revealed  arterialization  of  the  vein  as  a 
direct  result  of  the  moderate  left  to  right  shunt 
(Table  1). 

Division  of  the  pectoralis  major  and  minor 
muscles  made  possible  ligation  and  division  of 
the  axilliary  artery  in  its  second  portion.  The  axil- 
lary vein  and  brachial  plexus  also  were  divided 
and  the  entire  distal  mass  of  fistulous  vessels 
excised.  The  patient  made  an  uneventful  re- 
covery. 

Table  1. 

Acquired  Arteriovenous  Fistula 
Following  Traumatic 
Amputation  Of  The  Right  Arm 


Blood  Gas  Determinations 
During  Operation  At  The  Fistulous  Site 


Axillary  Artery 

Axillary  Vein 

pH 

7.41 

7.43 

p02  ( mm.  Hg. ) 

129 

127 

pC02  (mm.  Hg. ) 

37 

37 

Oa  Saturation  ( % ) 

98 

99 
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Figure  1-A.  AP  x-ray  of  the  patient’s  right  shoulder  region.  The  suspected  arteriovenous  fistula  was  located  in  the  axilla 
where  the  vascular  calcification  (C)  may  be  seen.  Figure  1-B.  AP  x-ray  of  the  patient’s  right  shoulder  region  taken  during  the 
selective  innominate  arteriogram.  Contrast  material  may  be  seen  simultaneously  outlining  the  large,  tortuous,  communicating 
axillary  artery  and  vein.  This  study  confirmed  the  clinical  impression  of  a functioning  arteriovenous  fistula  at  this  location. 


At  the  time  of  discharge,  his  blood  pressure  was 
120/80  mm.  Hg. 

Comment 

An  arteriovenous  fistula  alters  the  cardio- 
vascular physiology  of  the  body  in  many  ways; 
the  overall  change  being  related  to  the  magnitude 
of  the  left  to  right  shunt.  In  general,  the  periph- 
eral vascular  resistance  tends  to  become  de- 
creased. If  the  reduction  is  significant,  a low  dia- 
stolic blood  pressure  with  increased  pulse  pres- 
sure may  be  apparent.  In  large  shunts,  an  in- 
creased blood  volume,  as  well  as  increased  pulse 
rate,  will  be  found.  Immediate  slowing  of  the 
latter  may  at  times  be  noted  upon  obliteration 
of  the  large  fistulous  communication  ( Branham’s 
sign ) . In  the  presence  of  a massive  shunt,  cardiac 
enlargement  with  incipient  or  actual  failure  can 
be  present. 

Diagnostically,  thrills,  murmurs,  enlarged  col- 
lateral vessels,  chronic  venous  stasis  ulcers,  car- 
diomegaly,  one  limb  larger  or  warmer  than  the 
other  may  be  present.  One  or  more  of  these  find- 
ings, together  with  pain  associated  with  an  ob- 


vious vascular  tumor  mass,  should  alert  the 
clinician  to  the  presence  of  an  abnormal  arterial- 
venous  communication  or  communications  (de 
Takats,  1959).  Increased  skin  temperatures  with 
differentials  up  to  12  degrees  Centigrade  also 
have  been  reported  (Pratt,  1954). 

The  absence  of  many  of  these  clinical  features 
in  the  case  of  the  patient  described  in  this  report 
was  indicative  of  only  a moderate  degree  of 
shunting.  Operative  obliteration  of  the  communi- 
cation or  excision  of  the  involved  vessels  is  the 
treatment  of  choice. 

Summary 

A case  of  arteriovenous  fistula  manifesting  it- 
self in  a patient  24  years  following  traumatic 
amputation  of  the  proximal  right  arm,  with  suc- 
cessful treatment  by  operative  excision  is  re- 
ported. 

The  physiological  derangements  as  well  as  the 
diagnostic  criteria  are  briefly  presented. 

A list  of  references  may  be  obtained  by  writing 
The  Journal. 
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Special  Article 


The  Family  Physician 

W.  Rhys-Jones,  M.  B.,  B.  Ch. 


>t*his  talk  will  be  divided  into  five  sections, 

each  one  running  into  the  next.  The  sections 

are: 

(1)  The  definition  of  a Family  Physician. 

(2)  His  training— past  and  present. 

(3)  The  qualities  he  needs. 

(4)  His  function  in  the  scheme  of  health  care  at 
present. 

( 5 ) His  future  place  in  health  care. 

To  show  that  the  concern  about  lack  of  Family 
Physicians  is  not  a recent  one,  I shall  quote  ( 1 
was  once  advised  all  talks  should  have  a quote) 
Martial,  First  Century  A.D.— “Cascellius  extracts 
or  fills  an  aching  tooth;  Hyginus  bums  away  the 
hairs  that  hurt  the  eyes;  Fannius  relieves,  with- 
out cutting,  the  relaxed  uvula;  Eros  effaces  the 
melancholy  brand  marks  of  slaver)'  from  Freed- 
men’s  foreheads;  Hermes  is  a very  Podalirius  in 
curing  hernia;  but  tell  me  Gallus,  where  is  he 
that  can  help  my  harassed  person?” 

The  Ad  Hoc  Committee  on  Education  for  Fam- 
ily Practice  of  the  Council  on  Medical  Education, 
American  Medical  Association,  1966,  in  its  report 
entitled  “Meeting  The  Challenge  of  Family  Prac- 
tice,” came  up  with  the  definition  that  the  Family 
Practitioner  is  one  who: 

( 1 ) Serves  as  the  physician  of  first  contact  with 
the  patient  and  provides  a means  of  entry  into 
the  health  care  system. 

(2)  Evaluates  the  patient’s  total  health  needs,  pro- 
vides personal  medical  care  within  one  or  more 
fields  of  medicine,  and  refers  the  patient  when 
indicated  to  appropriate  sources  of  care  while 
preserving  the  continuity  of  care. 

(It  is  with  the  wording  in  this  statement  that 
one  is  in  disagreement:  “one  or  more  fields  of 
medicine”  to  my  way  of  thinking  should  read 
“provides  personal  medical  care  in  many  fields 
of  medicine,”— my  main  contention  being  that  a 
Family  Physician  should  be  able  to  deal  with  a 
family  in  toto  and  thus  be  able  to  cover  or  have 
knowledge  of  all  medical  subjects  from  womb 
to  tomb. ) 

(3)  Assumes  responsibility  for  the  patient’s  com- 
prehensive and  continuous  health  care  and  acts 
as  a leader  or  coordinator  of  the  team  that  pro- 
vides health  services. 

(4)  Accepts  responsibility  for  the  patient’s  total 
health  care  within  the  context  of  his  environ- 
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ment,  including  the  community  and  the  family 
or  comparable  social  unit. 

The  report  then  goes  on  to  say  that  “The  Fam- 
ily Physician  is  a personal  physician  oriented  to 
the  whole  patient,  who  practices  both  scientific 
and  humanistic  medicine”. 

In  Britain  the  term,  “General  Practitioner,”  is 
still  used  in  preference  to  the  term,  “Family  Phy- 
sician.” A Working  Party  of  The  Royal  College 
of  General  Practitioners  in  1969,  however,  came 
up  with  the  definition  that  the  general  practi- 
tioner is  a doctor  who  provides  personal,  primary 
and  continuing  medical  care  to  individuals  and 
families.  He  may  attend  his  patients  in  their 
homes,  in  his  consulting  room  or  sometimes  in 
hospital  ( this  word  “sometimes”  crops  up  due  to 
the  fact  that  the  majority  of  patients  admitted  to 
hospitals  in  Britain  are  generally  directly  under 
the  care  of  a specialist  and  his  team).  He  accepts 
the  responsibility  for  making  an  initial  decision 
on  every  problem  his  patient  may  present  to  him, 
consulting  with  specialists  when  he  thinks  it  ap- 
propriate to  do  so.  He  will  usually  work  in  a 
group  with  other  general  practitioners,  from 
premises  that  are  built  or  modified  for  the  pur- 
pose, with  the  help  of  para-medical  colleagues, 
adequate  secretarial  staff  and  all  the  equipment 
necessary.  Even  if  he  is  in  single-handed  practice 
he  will  work  in  a team  and  delegate  when  neces- 
sary. His  diagnosis  will  be  composed  in  physical, 
psychological  and  social  terms.  He  will  intervene 
educationally,  preventively  and  therapeutically 
to  promote  his  patient’s  health. 

Finally  from  the  Educational  Objectives  for 
Certification  in  Family  Medicine,  College  of 
Family  Physicians  of  Canada,  March  1971,  “A 
certified  Family  Physician  shall  be  a physician 
w'ho  is  trained  to  provide  primary,  continuing 
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and  comprehensive  health  care  to  any  and  all 
members  of  the  family  using  the  available  ancil- 
lary and  consultant  services  to  ensure  exemplary 
health  care.”  This  brings  to  mind  the  candidate 
at  the  certification  examination  who,  when  faced 
with  the  problem  of  a wife  coming  to  see  him  for 
abdominal  pain,  discovered  it  was  psychogenic 
and  caused  by  her  oft-drinking  husband  con- 
tinuously beating  her  up.  When  asked  what  he 
would  do  he  stated,  “I  come  from  a small  town 
in  New  Brunswick  where  we  don’t  have  any  so- 
cial workers  or  public  health  nurses— so,  since  I 
would  probably  know  she  had  two  burly  bro- 
thers, I would  phone  them  up  and  tell  them  to 
go  and  beat  the  hell  out  of  their  sister’s  hus- 
band.” He  got  his  certification. 

Whole  Family  Concept 

Amen  to  definitions.  The  next  question  is 
“What  is  the  difference  between  a general  prac- 
titioner and  a family  physician?”  The  answer  is 
vague— the  old  and  present  rural  practitioner  is 
a family  physician.  Many  urban  practitioners  of 
long  standing  are  family  physicians.  Any  general 
practitioner  who  gets  to  know,  understand  and 
thinks  automatically  of  family  is  a family  physi- 
cian. The  general  practitioner  who  thinks  of  each 
person  in  front  of  him  as  “a  case”  is  not. 

Are  all  primary  contact  physicians  entitled  to 
be  called  family  physicians?  No.  Are  all  personal 
physicians  entitled  to  be  called  family  physi- 
cians? No.  Are  general  practitioners  who  limit 
their  practices  to  certain  age  groups  entitled  to 
be  called  family  physicians?  No.  Primary  con- 
tact, personal  physicians  may  be  internists,  pedia- 
tricians, obstetrician/ gynecologists,  and  so  on. 
These  along  with  restricted  practice  general 
practitioners  deal  only  with  certain  sections  or 
age  groups  and  thus,  even  though  carrying  out 
what  they  fully  believe  is  family  practice,  are  in 
reality  fragmenting  health  care  even  further;  for 
example,  the  pediatrician  who  refers  mother  to 
a gynecologist  for  vaginitis  and  father  to  a cardi- 
ologist for  his  chest  pain.  One  thing  that  has 
evolved  since  the  inception  of  our  programs  in 
family  medicine  in  Canada  is  that  many  of  the 
above  quoted  personal  or  primary  contact  phy- 
sicians are  now  referring  more  and  more  people 
to  family  physicians— thus  making  a two-way  re- 
ferral pattern.  This  is  also  allowing  the  specialist 
to  concentrate  more  on  what  he  has  been  trained 
to  do. 

If  I use  the  words  general  practitioner  or  pri- 
mary contact  physician  from  now  on,  I will  be 
alluding  to  the  family  physician. 


Education  of  the  Family  Physician 

The  next  stage  is  the  education  of  a family 
physician.  The  basic  undergraduate  education 
has  been  and  still  is  the  same  both  for  budding 
specialists  and  family  physicians.  In  the  “old” 
days  students  went  through  medical  school,  did 
their  basic  sciences  and  then  went  through  vari- 
ous specialties  with  the  stress  being  basically 
on  organic  medicine.  After  having  successfully 
passed  their  final  medical  examinations  they  were 
entitled  to  be  called  a Doctor  of  Medicine  (in 
Britain  and  Ireland  we  were  called  Bachelors 
of  Medicine— this  may  have  been  due  to  our  not 
marrying  as  students)  and  then  they  could  go 
out  and  wreak  their  greenness  upon  the  popula- 
tion. Later  on  students  had  to  do  a rotating  in- 
ternship before  being  allowed  to  practice.  This 
rotating  internship  again  was  specialty  and  hos- 
pital oriented,  with  the  result  that  a doctor  going 
into  practice  had  no  contact  with,  or  knowledge 
of  the  community  and  its  illnesses. 

To  quote  figures  to  support  this— out  of  each 
1,000  adults  at  risk  750  will  have  one  or  more 
illnesses  per  month,  250  will  see  a doctor  one  or 
more  times  a month,  nine  will  be  admitted  to  a 
hospital  per  month,  five  will  be  referred  to  an- 
other physician  and  one  (only  one  out  of  the 
1,000)  will  be  referred  to  a university  medical 
center  a month,  (Quote  from  White  K.  et  al, 
“The  Ecology  of  Medical  Care”,  New  England 
Journal  of  Medicine  265:  886-891,  1961). 

Family  Medicine  Programs 

Enlightenment  came  into  medical  schools 
eventually  and  they  started  looking  at  mental  as 
well  as  organic  health,  and  later  many  medical 
schools  started  exposing  students  to  the  com- 
munity and  its  resources.  However,  a lot  of  this 
latter  is  lost  when  doing  a hospital  oriented  ro- 
tating internship.  Many  medical  schools  are  now 
setting  up  family  medicine  programs,  and  at  long 
last  family  physicians-to-be  are  going  through  a 
special  training  to  fit  them  for  their  future  life 
work.  In  many  programs  in  Canada  this  is  a 
two-year  residency  (the  first  year  being  the  in- 
ternship year),  depending  on  the  fact  that  they 
have  already  had  an  adequate  exposure  to  fam- 
ily medicine  in  their  undergraduate  training. 

It  is  our  belief  that  a person  having  gone 
through  our  program  is  on  an  equivalent  base 
to  the  family  physician  of  at  least  five  years’ 
standing  in  practice  after  doing  only  a rotating 
internship.  It  is  also  felt  that  at  long  last  the 
family  physician  is  gaining  his  rightful  prestige 
and  that  his  knowledge  and  use  of  the  multitude 
of  skills  that  he  has  is  finally  being  recognized. 
No  longer  is  he  regarded  as  a “drop  out”  or  “a 
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specialist  who  didn’t  quite  make  it.”  Many  phy- 
sicians who  went  into  general  practice  in  the 
past  did  so  because  they  wanted  to.  They  had 
the  latent  skills  required  but  unfortunately  had 
to  develop  them  by  means  of  trial  and  error.  In 
the  foreword  to  a book  produced  by  the  Royal 
College  of  General  Practitioners  in  1972  en- 
titled, “The  Future  General  Practitioner,  Learn- 
ing and  Teaching,”  they  state  that  “The  doctor 
leaving  the  medical  school  and  looking  for  his 
future  role  is  no  longer  a general  doctor  qualified 
to  start  as  a principal,  but  a basic  doctor, 
grounded  in  the  sciences  that  contribute  to  medi- 
cine and  in  clinical  method.  He  lacks  the  train- 
ing and  experience  which  we  now  recognize  as 
necessary  before  he  can  be  permitted  to  care, 
unsupervised,  for  patients  in  a general  practice.  ’ 

Certain  Skills  Essential 

A family  physician  needs  to  develop  certain 
skills  just  as  a trainee  in  any  other  specialty  has 
to.  Besides  being  able  to  manage  symptomatic 
disease,  a family  physician  must  learn  how  to 
take  care  of  patients  in  the  family  and  com- 
munity setting,  with  emphasis  on  health  mainte- 
nance, preventive  medicine  and  comprehensive 
care;  to  do  family  and  marital  counselling;  to 
manage  common  emotional  problems;  to  stabilize 
the  family  and  prevent  further  illness  or  break- 
down in  times  of  illness,  death  or  chronic  dis- 
abling disease  of  a member  of  the  family  (wheth- 
er they  all  be  patients  of  his  or  not);  to  work  in 
closer  relationship  to  an  expanding  health  team, 
social  workers,  community  health  nurses,  medical 
consultants,  physiotherapists,  and  to  develop  an 
increasing  awareness  and  proper  utilization  of 
the  diverse  community  resources  available  such 
as  voluntary  health  agencies,  counselling  agen- 
cies and  the  clergy. 

John  Gey  man,  in  his  book  “The  Modern  Fam- 
ily Doctor  and  Changing  Medical  Practice,”  has 
a chapter  on  the  requisites  for  the  family  doc- 
tor. I feel  that  these  should  be  the  requisites  for 
any  physician  in  any  field  of  medicine.  These  are 
an  interest  in  people,  good  judgment,  broad  in- 
terests, decisiveness,  assumption  of  responsibility, 
stability,  a good  sensitivity-objectivity  mix,  to 
be  a thinker-doer,  to  have  flexibility,  to  be  at 
ease  with  interpersonal  relationships,  the  ability 
to  develop  a comprehensive  approach  to  people 
and  problems,  to  have  stamina,  the  ability  to 
pace  oneself,  a basic  attitude  of  optimism,  tact, 
self-confidcnce,  the  enjoyment  of  learning  new 
clinical  knowledge  and  developing  new  skills 
(these  latter  two  can  be  carried  out  by  face  to 
face  consultations  between  specialists  and  family 
physicians  in  the  hospitals  and  by  attending 


meetings,  workshops,  or  doing  postgraduate  work 
in  various  specialty  services).  In  Canada  to  main- 
tain membership  or  certification  in  The  College 
of  Family  Physicians,  one  has  to  show  proof  of 
having  done  at  least  50  hours  per  year  at  ap- 
proved postgraduate  courses  and  meetings. 

In  the  United  States,  in  1900,  there  was  one 
general  practitioner  for  every  600  people;  in 
1971  one  for  every  3,000.  Again,  in  the  United 
States,  in  1931,  there  were  112,000  general  prac- 
titioners; in  1970  there  were  55,341.  In  1940, 
eight  out  of  10  graduates  from  American  medi- 
cal schools  entered  general  practice;  in  1965, 
nine  out  of  10  entered  the  specialties.  The  figures 
for  the  earlier  years  cannot  truly  be  accepted  as 
genuine  as  specialties  started  to  be  recognized 
only  in  1917.  The  first  was  for  ophthalmology;  the 
next  specialty  recognized  was  Obstetrics/Gyne- 
cology in  1930,  and  the  latest  being  family  medi- 
cine in  the  1960s.  While  looking  at  the  dates  of 
setting  up  specialty  boards,  it  was  interesting  to 
note  that  orthopedics,  colon-rectal  surgery,  urol- 
ogy and  plastic  surgery  were  recognized  be- 
fore general  surgery.  In  1919,  a resolution  was 
brought  before  the  AM  V requesting  that  family 
medicine  be  recognized  as  a distinct  specialty 
and  it  was  rejected.  Fifty  years  later  it  was  ac- 
cepted. In  the  late  fifties— early  sixties  both  in 
Canada  and  the  United  States— the  importance 
of  family  physicians  was  starting  to  be  noted  by 
the  public  and  eventually  by  the  medical  pro- 
fession. My  hope  is  that  the  pendulum  does  not 
swing  too  far  towards  family  medicine  to  the 
detriment  of  specialization,  but  comes  to  rest 
at  the  correct  point  of  equilibrium. 

Today’s  Role  of  the  Family  Physician 

Where  is  the  family  physician  in  today’s  health 
scene?  A lot  of  people  are  asking,  “Where  does 
one  find  a family  physician?”  The  family  physi- 
cian is  becoming  more  and  more  frequently  the 
primary  contact  physician  and  people  are  now 
looking  at  him  as  both  their  personal  and  family 
doctor,  that  he  will  look  after  most  of  their  prob- 
lems (in  the  U.K.  about  90  per  cent,  in  North 
America  about  95  per  cent),  and  that  if  he  is 
unable  to  look  after  a problem  he  will  refer 
them  to  the  appropriate  consultant  and  work 
in  harness  with  the  consultant.  In  Ottawa,  more 
specialists  are  referring  patients  to  family  phy- 
sicians and  doing  far  less  trans-specialist  referrals. 
In  hospitals,  more  patients  are  being  admitted 
under  the  family  physician.  If  consultations 
are  needed,  the  specialist  will  see  the  patient 
and  advise  the  family  physician  on  the  course 
of  action.  The  only  time  a patient  is  transferred 
to  the  care  of  the  specialist  is  if  his  expertise  is 
needed  for  acute  care  over  a period  of  time. 
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Even  then  he  expects  the  family  physician  to 
look  after  any  other  needs  in  unrelated  fields, 
if  necessary. 

The  Future  of  the  Family  Physician 

What  of  the  future?  Not  only  will  the  family 
physician  do  what  he  is  now  doing,  but  he’ll 
have  to  do  more.  He  will  have  to  work  with 
and  develop  new  expanded  roles  for  allied  health 
personnel.  He  will  need  to  become  a leader  of  a 
health  team,  delegate  some  of  his  present  work 
! loads  to  the  team  and  thus  use  his  skill  and 
training  to  its  utmost.  He  will  need  to  develop 
a greater  interest  in  research  or,  as  John  Fry 


says,  “organized  curiosity,”  not  only  in  medical 
topics,  but  in  new  methods  of  health  care  de- 
livery. This  latter  is  important;  if  not  done,  gov- 
ernments will  do  it  themselves  and  may  enforce 
some  unpalatable  jackass  schemes. 

Having  just  mentioned  the  delegation  of  au- 
thority, I will  close  with  a quote  from  the  On- 
tario Medical  Review,  June,  1973:  “One  of  life’s 
lessons  is  that  the  golf  courses,  beaches  and 
cruise  ships  of  the  world  are  populated  with 
executives  who  learned  to  delegate  authority.” 

A list  of  articles  and  textbooks  recommended  for 
suggested  reading  may  be  obtained  by  writing  The 
Journal. 


Manuscript  Information 

Manuscripts  to  be  presented  for  publication  in  The  West  Virginia 
Medical  Journal  should  be  typewritten,  triple-spaced,  on  one  side  only 
of  firm  (not  onion  skin  or  flimsy),  standard  letter  sized  (8V2  by  11  in.) 
white  paper.  Wide  margins  (at  least  IV4  in.  on  left)  should  be  left  tree 
of  typing.  On  the  first  or  title  page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  and  his  degrees.  Pages 
should  be  numbered  consecutively,  the  page  number  being  shown  in 
the  right  upper  comer  along  with  the  surname  of  the  author. 

Authors  are  requested  to  submit  a carbon  copy  with  the  original 
or  retain  same  in  the  event  the  manuscript  is  lost  in  transmittal. 

Illustrations  should  be  numbered  and  their  approximate  loca- 
tions shown  in  the  text.  Each  should  be  identified  by  placing  on  its 
back  the  author’s  name,  its  number  and  an  indication  of  its  “top.” 
Drawings  and  charts  intended  for  cuts  should  be  done  in  black  (India) 
ink  on  pure  white.  Photographs  should  be  on  glossy  paper  and  mini- 
mum of  about  5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it.  The  author  will  bear  the 
cost  of  all  over  two  one-column  halftone  cuts. 

All  scientific  material  appearing  in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts  should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal,  Box  1031,  Charleston,  W.  Va.  25324. 
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Sign  of  a cold  sufferer 
Time  for  Omade 


Each  Spansule®  capsule  contains  8 mg.  Teldrin® 
(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 

2.5  mg.  isopropamide.  as  the  iodide. 


with  convenient  b.i.d.  dosage. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR  The  following  is  a brief  summary. 


Fast  relief  of  nasal  congestion 
and  hypersecretion* 


Indications 

Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — 
National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Possibly  effective : For  relief  of  upper  respiratory  tract  congestion  and 
hypersecretion  associated  with  vasomotor  rhinitis  and  allergic  rhinitis, 

( and  for  prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal 
I congestion  and  hypersecretion  associated  with  the  common  cold  and 
I sinusitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Hypersensitivity  to  any  component:  concurrent  MAO 
inhibitor  therapy;  severe  hypertension;  bronchial  asthma;  coronary  artery 
disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 


Warnings:  Caution  patients  about  activities  requiring  alertness  (e.g., 

■ operating  vehicles  or  machinery).  Warn  patients  of  possible  additive  effects 
I with  alcohol  and  other  CNS  depressants 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 

■ might  bear  children,  weigh  potential  benefits  against  hazards.  Inhibition  of 
• lactation  may  occur. 

Effect  on  PBI  Determination  and  P3'  Uptake:  Isopropamide  iodide  may 
(!  alter  PBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
J unaffected  by  exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 

I glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth ; 
nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress, 
diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal 
pain,  irritability,  palpitation,  headache,  incoordination,  tremor,  dysuria. 
difficulty  in  urination,  thrombocytopenia,  leukopenia,  convulsions,  hyper- 
I tension,  hypotension,  anorexia,  constipation,  visual  disturbances,  iodine 
i toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 


I 


irritations  ot 
day  are  often 
ted  in  his  gut. 


The  causes  of  irritable  colon  and  the  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
colon  must  often  be  diagnosed  by  exclusion. 
Such  diagnostic  exploration  takes  time.  Discov- 
ery of  the  nature  of  any  emotional  problems  may 
take  more.  During  that  time,  Lomotil®  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 


as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur ; treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  caretul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d. ; 5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  ’/2  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 
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Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS: Therapeutically,  used  as  an  adjurvctto  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Ointment 


(POLYMYXIN  B-BACIfRACIN-NEOMYCIN) 


Each  gram  contains:  Aerosporin*  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolaturr 
q.s.  In  tubes  of  1 oz.  and  V4  oz.  and  y32  oz.  (approx.)  foil  packets 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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■*  - EUROPEAN  ADVENTURE 

SWITZERLAND,  GERMANY  AND 
AUSTRIA,  CHARTERED  JETS, 
LUXE  HOTELS,  FRENOl CUISINE, 
LAKE  ZURICH,  SWISS  WATCHES, 
KAISER  WILHELM  CHURCH, 
THE  BRANDENBURG  GATE, 
SNOW-CAPPED  A1PS, 
VENNESE  PASTRY  AND 
*998 PER  PERSON. 


Europe  is  yours. 
Come  along  for 
two  weeks,  we’ll  see, 
taste  and  experience 
Zurich,  Berlin  and  Vienna 


LEAVES  WASHINGTON,  D.  C.,  JULY  24,  1974 
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THE  ELEVENTH  COMMANDMENT 

One  sometimes  wonders  if  anyone  ever  reads  this  page.  I 
must  confess,  at  the  certain  risk  of  offending  all  the  past 
presidents  of  this  organization — but  why  shouldn’t  I offend 
them,  I’ve  offended  everybody  else — that  until  I started  writing 
this  thing  I never  read  them. 

I’m  tempted  to  write  a dirty  joke  just  to  see  if  anyone  is 
offended.  Or,  maybe  an  ethnic  story,  always  sure  to  offend 
the  minority  involved. 

A lady  for  whom  I developed  great  respect,  my  wife’s  late 
mother — put  harshly,  my  late  mother-in-law — had  an  unusually 
clear  perception  of  what  was  really  important  and  added  what 
she  called  the  Eleventh  Commandment — “Thou  shall  not  take 
thyself  too  seriously.” 

Or,  put  another  way,  just  think  in  10  more  years  these  will 
be  the  good  old  days. 


A.  Thomas  McCoy,  M.  D.,  President 
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EDITORIALS 


Regression  of  cardiac  hypertrophy  has  been 
discussed  editorially  previously  in  The  Journal 
(April,  1969  and  May,  1971).  This  present  essay 
deals  with  some  carefully  controlled  experiments 
recently  published1  on  regression  of  cardiac 
hypertrophy  following  exposure  to  hypoxia. 

It  has  been  known  for  many  years  that  dwell- 
ers of  high  altitude,  such  as  those  in  the  Andes 
Mountains  in  South  America,  who  presumably 

are  in  good  health, 
REGRESSION  OF  have  a larger  heart 

CARDIAC  HYPERTROPHY  than  those  who  live  at 
FOLLOWING  HYPOXIA  lower  levels.  Both 

main  chambers  of  the 
heart  are  enlarged,  but  the  right  ventricle  shows 
proportionally  a greater  hypertrophy  than  the 
left.  This  is  due  to  the  increased  pulmonary  ar- 
terial hypertension  found  at  high  altitudes.  En- 
largement of  the  heart  under  these  conditions  is 
considered  a compensatory  physiologic  phenom- 
enon. There  is  proof  that  if  these  mountain 
dwellers  move  down  to  significantly  lower  levels, 
cardiac  hypertrophy  will  regress,  and  the  heart 
will  return  to  normal  size. 

It  is  not  possible  to  measure  exactly  the  size 
of  the  heart  with  the  x-ray  in  living  man;  even 
if  this  could  be  done,  one  could  not  distinguish 
between  cardiac  dilatation  and  a true  enlarge- 
ment. The  most  exact  means  of  obtaining  the  size 
of  the  heart  is  to  determine  its  weight.  With  this 
in  mind  the  rate  of  regression  of  cardiac  hyper- 
trophy with  time  was  determined  in  adult  albino 
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rats.  The  hypertrophy  was  induced  by  exposure 
to  simulated  high  altitude.  The  percentage  of 
hypertrophy  was  significantly  greater  (46  per 
cent ) in  the  right  ventricle  than  in  the  left  ( 16 
per  cent).  The  time  of  regression  was  similar  for 
both  ventricles,  that  is,  about  90  per  cent  com- 
plete in  21  days.  Given  sufficient  time  the  heart 
presumably  would  return  to  its  former  normal 
size.  It  is  noteworthy  that  even  though  the  right 
ventricle  showed  almost  three  times  as  much 
hypertrophy  as  the  left,  regression  occurred 
equally  in  both  ventricles. 

The  clinical  inteiqjretation  that  can  be  made 
from  this  experiment  is  that  it  reaffirms  clearly 
the  fact  that  cardiac  hypertrophy  regresses  when 
the  factor  which  produced  the  enlargement  is 
removed.  There  probably  are,  however,  some 
conditions  in  the  body  when  cardiac  hypertrophy 
may  not  entirely  regress,  such  as  hypertrophy 
produced  by  long-standing  hypertension,  even 
though  the  blood  pressure  at  a later  time  had 
been  brought  down  to  an  acceptable  level  by  anti- 
hypertensive agents.  In  such  cases  there  is  pre- 
sumably not  only  muscle  hypertrophy  but  also 
diffuse  fibrosis,  likely  in  response  to  chronic  rela- 
tive ischemia.  Furthermore,  heart  enlargement 
produced  by  valvular  injury  may  not  regress  en- 
tirely to  normal  size,  even  though  surgery  has 
relieved  the  valvular  difficulty. 

In  the  main,  however,  it  is  clinically  important 
that  the  heart  has  the  fundamental  ability  to  re- 
gress to  normal  size  if  the  factor  which  caused 


the  enlargement  is  removed.  Equally  important 
is  the  fact  that  in  most  instances,  at  least  so  far 
as  we  know,  the  heart  shows  no  sign  of  physio- 
logic injury. 

1.  Regression  of  Altitude-Produced  Cardiac  Hypertrophy.  J. 
Applied  Physiol.  35:  518-521,  1973.  D.  A.  Sizemore,  T.  W. 
McIntyre,  E.  J.  Van  Liere  and  M.  F.  Wilson. 


Graduates  of  Rush  Medical  College,  and  there 
are  a number  of  them  practicing  in  West  Vir- 
ginia, are  doubtless  pleased  to  learn  that  on 

June  15th  of  this  past 
RUSH  MEDICAL  COLLEGE  year  Rush  Medical  Col- 
REACTIVATED  lege  graduated  its  first 

class  of  32  students 
since  suspending  its  operation  in  1942.  Rush 
Medical  College  named  after  the  famous  Dr. 
Benjamin  Rush,  was  founded  March  2,  1837  (two 
days  before  the  city  of  Chicago  was  incorpo- 
rated). It  is  the  oldest  medical  school  in  Illinois. 
For  many  years  it  was  affiliated  with  the  Uni- 
versity of  Chicago,  but  when  the  latter  institu- 
tion completed  its  Medical  Center  on  the  Mid- 
way, affiliation  between  the  two  schools  ceased. 
In  1942  Rush  Medical  College  closed. 

Rush  Medical  College  can  lay  claim  to  many 
famous  medical  men  and  women  who  have 
served  on  its  faculty.  Only  two  or  three  will  be 
mentioned  in  this  brief  essay.  James  B.  Herrick, 
M.  D.  (1861-1954)  described  coronary  heart  dis- 
ease and  was  the  first  to  demonstrate  the  pattern 
of  coronary  occlusion  with  an  electrocardiogram. 
He  also  was  the  first  physician  to  describe  sickle- 
cell anemia.  George  F.  Dick,  M.  D.  (1881-1967) 
and  Gladys  Dick,  his  wife,  developed  methods  of 
diagnosis  and  immunization  against  scarlet  fever. 

In  October  1969  Rush  Medical  College  was  re- 
activated as  part  of  Rush-Presbyterian— St.  Luke’s 
Medical  Center.  Medical  students,  some  with 
advanced  standing,  matriculated  in  the  autumn 
of  1971  and  as  previously  stated  32  students  were 
graduated  on  June  15,  1973. 

One  of  the  author’s  interest  in  writing  this 
editorial  on  Rush  Medical  College  is  that  for 
many  years  students  from  two-year  medical 
schools,  and  West  Virginia  was  one  of  them, 
transferred  to  Rush  Medical  College  to  complete 
their  medical  education.  The  closing  of  the  school 
in  1942  was  a serious  blow  to  a number  of  two- 
year  medical  schools,  and  some  of  them  experi- 
enced a difficult  time  to  transfer  their  students. 
The  situation  is  not  as  acute  now,  because  pres- 
ently there  is  only  one  two-year  medical  school, 
whereas  in  1942  there  were  ten. 

In  December  1972  the  Medical  Center  an- 
nounced the  formation  of  Rush  University  which 
encompasses:  Rush  Medical  College,  Rush  Col- 
lege of  Nursing  and  Allied  Health  Sciences,  and 


Rush  Graduate  College.  It  should  be  empha- 
sized that  there  is  virtually  limitless  clinical  ma- 
terial available  for  teaching  purposes.  Ultimately 
the  Center  is  committed  to  produce  100  physi- 
cians, 500  nurses  and  a substantial  number  of 
allied  health  personnel  each  year. 

It  must  be  indeed  gratifying  to  the  graduates 
of  Rush  Medical  College  that  their  alma  mater 
is  reactivated.  It  has  in  the  past  produced  many 
outstanding  physicians  and  surgeons,  and  there 
is  reason  to  believe  now  that  the  school  is  re- 
activated, its  splendid  tradition  will  be  resumed. 


Confidence  in  Doctors 

Congress,  the  executive  branch  of  government 
and  millions  of  U.  S.  citizens  will  find  much  cause 
for  alarm  and  some  cause  for  hope  in  a congres- 
sionally-sponsored  Louis  Harris  public  opinion  sur- 
vey. The  survey  covered  a wide  range  of  topics  and 
problems.  Perhaps  its  most  significant  revelation  is 
the  abysmal  lack  of  confidence  in  the  federal  govern- 
ment and  most  notably  the  executive  branch. 

The  survey  also  revealed  what  will  be  a surprising 
fact  to  some.  The  medical  profession  stands  highest 
in  public  esteem  of  all  major  institutions — above 
higher  education,  televisions  news,  the  military, 
organized  religion,  the  U.  S.  Supreme  Court,  the 
U.  S.  Senate,  the  press  and  major  companies.  The 
individual  appears  to  place  more  trust  in  his  doctor 
than  anyone  else. 

This  brings  up  highly-paradoxical  phenomenon. 
On  the  one  hand,  medicine  stands  highest  in  public 
repute;  and,  on  the  other,  government  stands  low- 
est. Yet  there  are  those  who  crusade  for  govern- 
ment to  take  over  the  doctors  under  a sweeping 
national  health  insurance  law.  The  proposed  govern- 
ment health  plans  would  put  the  medical  profession 
and  related  health  services  under  the  jurisdiction  of 
politicians  who,  as  an  institution,  have  received  a 
no-confidence  vote. 

Clearly,  whatever  form  the  nation’s  health  care 
plans  take  in  the  future,  every  safeguard  should  be 
set  up  to  shield  the  independence  of  physicians  and 
protect  the  sensitive  position  the  medical  profession 
holds  in  the  lives  and  well-being  of  U.  S.  citizens. 
The  catastrophic  consequences  of  a collapse  in  the 
confidence  of  the  individual  in  the  traditional  doctor- 
patient  relationship  allows  no  room  for  error  in  the 
evolution  of  the  health  care  system. — The  Weirton 
Daily  Times. 


The  bulk  of  the  cost  of  group  health  insurance  for 
the  nation’s  workers  is  currently  being  borne  by 
their  employers.  Premiums  for  over  half  the  workers 
covered  under  group  medical  plans  in  the  U.S.,  ac- 
cording to  the  Health  Insurance  Institute,  are  now 
paid  in  full  by  employers.  At  the  same  time,  the 
Health  Insurance  Association  of  America  reports 
that  fewer  than  1 worker  out  of  100  pays  the  full 
cost  of  the  group  health  insurance  plan  that  he  is 
covered  by  where  he  works. 


66 


The  West  Virginia  Medical  Journal 


GENERAL  NEWS 


Drs.  Glenn  anti  Mackenzie  To  Speak 
At  107tli  Annual  Meeting 

Dr.  J.  Hugh  Wiley  of  Morgantown,  Chairman  of 
the  Program  Committee,  has  announced  that  Dr. 
James  F.  Glenn  of  Durham,  North  Carolina,  and 


Allen  H.  Mackenzie,  M.  D.  James  F.  Glenn,  M.  D. 

Dr.  Allen  H.  Mackenzie  of  Cleveland,  Ohio,  have 
accepted  invitations  to  present  papers  during  the 
107th  Annual  Meeting  of  the  West  Virginia  State 
Medical  Association  which  will  be  held  at  The 
Greenbrier  in  White  Sulphur  Springs,  August  21-24, 
1974. 

Doctors  Glenn  and  Mackenzie  will  present  papers 
at  the  second  general  scientific  session  on  Friday 
morning,  August  23.  It  also  is  anticipated  that  both 
physicians  will  be  invited  to  speak  before  separate 
meetings  of  sections  and  affiliated  societies. 

James  F.  Glenn,  M.  D. 

Dr.  James  F.  Glenn,  Professor  of  Urology  at  the 
Duke  University  School  of  Medicine,  is  a native  of 
Lexington,  Kentucky.  He  was  graduated  from  the 
University  of  Rochester  and  received  his  M.  D.  de- 
gree in  1952  from  the  Duke  University  School  of 
Medicine.  He  interned  and  served  residencies  at 
Peter  Bent  Brigham  Hospital  in  Boston  and  at  the 
Duke  University  Medical  Center.  He  served  for  two 
years  as  a Captain  in  the  Medical  Corps  of  the 
U.  S.  Air  Force. 

Doctor  Glenn  served  as  a member  of  the  faculty 
at  Duke  Medical  Center,  Yale  University  School  of 
Medicine  and  was  Associate  Professor  of  Urology  at 
the  Bowman  Gray  School  of  Medicine  from  1961 
until  1963  when  he  assumed  his  present  position. 

He  was  certified  by  the  American  Board  of  Urol- 
ogy in  1962  and  is  a member  of  the  American  Col- 


lege of  Surgeons  and  is  a Past  President  of  the 
Society  of  University  Urologists.  He  is  currently 
serving  as  Vice  President  of  the  Society  of  Pelvic 
Surgeons  and  as  Chairman  of  the  Committee  on 
Continuing  Education  of  the  American  Urological 
Association.  He  has  served  on  the  editorial  boards 
of  five  scientific  publications. 

Allen  H.  Mackenzie,  M.  D. 

Dr.  Allen  H.  Mackenzie,  who  is  a member  of  the 
staff  of  the  Division  of  Medicine — Department  of 
Rheumatic  Disease — at  The  Cleveland  Clinic  Foun- 
dation and  the  Cleveland  Clinic  Hospital,  is  a 
native  of  Spartanburg,  South  Carolina. 

He  was  graduated  from  Wofford  College  in  South 
Carolina  and  received  his  M.  D.  degree  in  1955  from 
the  Tulane  University  School  of  Medicine.  He  in- 
terned at  Charity  Hospital  of  Louisiana  in  New 
Orleans  and  served  for  two  years  as  a Lieutenant 
in  the  Medical  Corps  of  the  U.  S.  Navy.  He  served 
a residency  at  The  Cleveland  Clinic  Foundation, 
1958-61,  and  has  been  a member  of  the  staff  since 
that  time. 

He  is  a member  of  Phi  Beta  Kappa,  the  Cleveland 
Academy  of  Medicine,  the  Ohio  State  Medical  and 
the  American  Medical  Association.  He  is  President 
of  the  Ohio  State  Rheumatism  Society  and  is  a 
member  of  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation. 

Senator  Byrd  to  Deliver  Keynote  Address 

It  was  announced  previously  that  Sen.  Robert  C. 
Byrd  of  West  Virginia  had  accepted  an  invitation 
to  deliver  the  “Thomas  L.  Harris  Address”  at  the 
opening  of  the  first  general  scientific  session  on 
Thursday  morning,  August  22. 

Three  General  Scientific  Sessions 

Doctor  Wiley  said  there  will  be  three  scientific 
sessions  on  Thursday,  Friday  and  Saturday  morn- 
ings and  that  every  effort  possible  will  be  made 
to  keep  Thursday  and  Friday  afternoons  open  to 
enable  everybody  to  enjoy  the  recreational  facilities 
available  at  The  Greenbrier.  Members  of  the  vari- 
ous sections  and  affiliated  societies  have  been  asked 
to  hold  breakfast  meetings  if  they  plan  to  meet 
during  the  Annual  Meeting. 

The  Pre-Convention  Meeting  of  the  Council  will 
be  held  on  Wednesday  morning,  August  21,  and  the 
first  session  of  the  House  of  Delegates  has  been 
scheduled  that  afternoon.  The  final  session  of  the 
House  of  Delegates  will  be  held  on  Saturday  after- 
noon, August  24. 
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Medical  Institute  Establishes 
Office  in  Charleston 

The  West  Virginia  Medical  Institute,  Inc.,  and  its 
initial  staff  of  three  now  have  a “home”  at  4701 
MacCorkle  Avenue,  S.  E.,  in  Charleston. 

Harry  S.  Weeks,  Jr.,  M.  D.,  of  Wheeling,  the 
Institute’s  President,  said  the  organization  occupied 
on  February  1 offices  formerly  used  by  the  Volun- 
tary Office  Self-Audit  Service  (VOSAS)  medical 
education  project. 

Heading  the  staff  as  Executive  Director  is  Charles 
R.  Lewis,  who  provided  staff  assistance  in  develop- 
ing the  new  corporation  while  serving  first  as  Exec- 
utive Assistant  and  then  Projects  Director  of  the 
West  Virginia  State  Medical  Association. 

Other  staff  members  are  Mrs.  Betty  Kirkwood  of 
Charleston  and  Mrs.  Jean  Albarran  of  Huntington, 
medical  audit  technicians  for  the  VOSAS  program 
developed  by  the  West  Virginia  Regional  Medical 
Program  and  the  Medical  Association. 

Mrs.  Kirkwood  will  have  office  manager  and 
other  supervisory  duties.  Mrs.  Albarran,  as  training 
coordinator,  will  have  primary  responsibilities  in 
development  of  manual  and  related  material. 

The  Medical  Institute,  developed  with  basic  con- 
tinuing medical  education  objectives  over  a two- 
year  period,  also  has  been  designed  to  handle  the 
anticipated  implementation  in  West  Virginia  of  the 
1972  Federal  Professional  Standards  Review  Or- 
ganization (PSRO)  statute. 

That  controversial  legislation  calls  initially  for 
evaluation  by  local  physicians  of  the  quality,  neces- 
sity and  appropriateness  of  institutional  (hospital 
or  nursing  home)  care  provided  in  their  areas  under 
federally  funded  Medicare,  Medicaid  and  Maternal 
and  Child  Health  Programs. 

Incorporated  last  September  4,  and  formally 
organized  with  election  of  trustees  and  officers  last 
September  30,  the  Institute  had  a voluntary  mem- 
bership early  in  February  of  more  than  650  doctors 
of  medicine  and  osteopathy  licensed  and  practicing 
in  the  state. 

Initial  staff  activity  will  include  further  evalu- 
ation of  the  three-year  initial  phase  of  VOSAS,  par- 
ticularly from  the  standpoint  of  educational  activity 
expected  to  stem  from  professional  standards  re- 
view. 

The  staff  also  has  developed,  for  refinement  be- 
ginning with  a physician  subcommittee  of  the  Insti- 
tute, a proposed  state  PSRO  organization;  and  a 
model  to  help  local  hospital  medical  staffs  develop 
or  broaden  professional  review  procedures  in  line 
with  the  new  law. 

Final  U.  S.  Department  of  Health,  Education  and 
Welfare  designation  of  West  Virginia  as  a single 
PSRO  area  was  anticipated  by  early  to  mid-March. 
HEW  then  has  hopes  of  entering  into  intial  con- 
tracts with  physician  organizations,  such  as  the 


Institute,  in  several  states  by  July  1 for  further 
provisional  implementation  of  the  review  program. 

Meanwhile,  the  Institute  has  obtained  Federal 
funds  available  through  the  Regional  Medical  Pro- 
gram and  West  Virginia  University  to  complete  its 
organization  efforts,  and  to  prepare  for  review  and 
other  assignments  the  future  might  bring. 

RMP  also  provided  funding  and  management  con- 
trol for  the  VOSAS  program  as  it  was  operated 
in  cooperation  with  the  Medical  Association  and 
its  Committee  on  Medical  Education  and  Hospitals. 

Correspondence  with  the  Medical  Institute  should 
be  addressed  to  Post  Office  Box  1031,  Charleston 
25324.  The  Institute  telephone  number  is  925-7011. 


Spring  Meeting  of  Pediatric  Chapter 
In  Huntington,  Mar.  20-21 

The  Spring  Meeting  of  the  West  Virginia  Chapter 
of  the  American  Academy  of  Pediatrics  will  be  held 
March  20-21  at  the  Holiday  Inn  East  in  Huntington. 

The  meeting  will  begin  at  noon  on  Wednesday, 
March  20  and  conclude  the  following  afternoon. 


Irving  Kushner,  M.  D.  John  F.  Kelley,  M.  D. 


Speakers  and  their  topics  Wednesday  afternoon 
will  be  “Office  Management  of  Urinary  Tract  In- 
fections,” Dr.  Kenneth  L.  Wible,  Instructor  in  Pedi- 
atrics at  West  Virginia  University  School  of  Medi- 
cine; “Juvenile  Rheumatoid  Arthritis,”  Dr.  Irving 
Kushner,  Professor  of  Medicine  and  Chairman,  Di- 
vision of  Rheumatology,  WVU,  and  “Autism,”  Dr. 
John  F.  Kelley,  Associate  Professor,  Behavioral 
Medicine  and  Psychiatry  and  Pediatrics,  WVU,  and 
Mrs.  Ruth  Sullivan. 

There  will  be  a banquet  Wednesday  evening  and 
a business  meeting  Thursday  morning. 

Thursday  speakers  and  topics  will  be  “Infant 
Formulas,”  Dr.  Samuel  Foman,  Professor  of  Pedi- 
atrics, University  of  Iowa;  “Hyperlipidemias,”  Dr. 
George  H.  Khoury,  Professor  of  Pediatrics  and  Di- 
rector, Pediatric  Cardiology,  WVU;  “Consideration 
of  Growth,”  Doctor  Foman,  and  “Recent  Advances 
in  Cystic  Fibrosis,”  Dr.  Ruth  Phillips,  Associate 
Professor  of  Pediatrics,  WVU. 
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Two  Meetings  of  Council  Held 

During  Month  of  January 

Two  meetings  of  the  Council  of  the  West  Virginia 
State  Medical  Association  were  held  in  Charleston 
on  successive  weekends  during  the  month  of  Janu- 
ary. Dr.  Worthy  W.  McKinney  of  Beckley,  the 
Chairman,  presided  at  both  meetings. 

The  first  meeting  was  held  on  Sunday,  January 
20,  in  conjunction  with  the  Seventh  Annual  Mid- 
Winter  Clinical  Conference  sponsored  by  the  As- 
sociation in  cooperation  with  a number  of  other 
organizations. 

The  two  main  items  on  the  agenda  at  both  meet- 
ings of  the  Council  pertained  to  (1)  feasibility  of 
the  proposed  second  medical  school  under  the  spon- 
sorship of  Marshall  University  and  the  Veterans 
Administration  in  Huntington,  and  (2)  a report  on 
the  1974  session  of  the  Legislature. 

Proposed  Marshall-VA  Medical  School 

Doctor  McKinney  reminded  members  of  the 
Council  that  Dr.  A.  Thomas  McCoy,  the  President, 
and  other  officers  of  the  Association  had  officially 
been  requested  by  the  President  of  the  West  Vir- 
ginia Board  of  Regents  and  the  Speaker  of  the  West 
Virginia  House  of  Delegates  to  supply  an  opinion  in 
re  the  establishment  of  a second  medical  school  in 
West  Virginia  sponsored  by  Marshall  University  and 
the  Veterans  Administration. 

Following  considerable  discussion  during  the  two 
meetings,  the  net  result  was  the  adoption  of  the 
following  policy  statement  in  re  the  proposed  Mar- 
shall University-VA  Medical  School: 

“Following  further  consideration  at  a meeting 
held  in  Charleston  on  Sunday,  January  27,  1974, 
the  West  Virginia  State  Medical  Association 
supports  the  continued  study  of  the  feasibility 
of  the  proposed  establishment  of  a medical 
school  in  West  Virginia  in  conjunction  with  the 
Veterans  Administration  and  Marshall  Uni- 
versity complex  since  this  would  offer  an  op- 
portunity for  the  training  of  more  West  Virginia 
students  for  a career  in  medicine. 

“Also,  the  Council  encourages  the  physicians 
of  Cabell  County  to  continue  to  put  together 
facts  for  dissemination  to  the  Association,  its 
members  and  to  the  public.  This  statement 
represents  the  official  policy  of  the  Association 
as  of  this  date.” 

The  Executive  Secretary  was  directed  to  deliver 
a copy  of  the  above  policy  statement  to  the  Hon. 
Frederick  P.  Stamp,  Jr.,  President  of  the  West  Vir- 
ginia Board  of  Regents;  the  Hon.  Lewis  N.  McManus, 
Speaker  of  the  West  Virginia  House  of  Delegates; 
Hon.  William  T.  Brotherton,  Jr.,  President  of  the 
State  Senate;  and  the  Hon.  Arch  A.  Moore,  Jr., 
Governor  of  the  State  of  West  Virginia. 

Resolution  In  Re  Statements  By 
Association  Officials 

It  was  brought  to  the  attention  of  Council  that 
frequently  officers  and  members  of  the  Association 
are  asked  to  express  an  opinion  on  matters  of  in- 
terest in  the  field  of  health  and  medical  care.  Fol- 


lowing discussion,  the  following  resolution  was 
adopted  unanimously  by  the  Council: 

WHEREAS,  The  officers  and  members  of  the 
West  Virginia  State  Medical  Association  are 
often  asked  to  express  an  opinion  on  matters  of 
interest  in  the  field  of  health  and  medical  care; 
and 

WHEREAS,  Each  physician  has  the  right  to 
express  his  personal  opinion; 

THEREFORE,  BE  IT  RESOLVED,  That  any 
member  or  officer  of  this  Association  shall  have 
the  right  to  state  his  own  personal  opinion;  and 

BE  IT  FURTHER  RESOLVED,  That  in  speak- 
ing on  behalf  of  the  West  Virginia  State  Medi- 
cal Association  that  the  officer  or  officers  ex- 
press only  opinions  that  have  been  approved  by 
the  Council  or  House  of  Delegates  of  the  West 
Virginia  State  Medical  Association. 

Meetings  of  Association  Committees 

Doctor  McKinney  reported  that  in  recent  months 
there  had  been  some  question  concerning  whose  re- 
sponsibility it  was  to  call  meetings  of  standing  or 
special  committees  of  the  Association.  He  said  that 
the  following  opinion  concerning  this  issue  was  ren- 
dered by  the  Parliamentarian,  Dr.  James  S.  Klumpp 
of  Huntington,  during  a telephone  conversation  on 
January  26,  1974: 

“It  is  common  practice  that  the  chairman  of 
a committee  can  call  a meeting  at  any  time  he 
wishes  or  it  can  be  called  upon  request  of  the 
majority  of  the  members,  or  upon  the  recom- 
mendation of  the  President  of  the  Association.” 

Dr.  F.  Lloyd  Blair  of  Parkersburg,  noting  that 
this  language  was  not  spelled  out  in  the  By-Laws 
of  the  Association,  suggested  that  the  By-Laws  be 
amended  during  the  Annual  Meeting  in  1974  to  con- 
form with  the  opinion  rendered  by  the  Parliamen- 
tarian. The  suggestion  was  unanimously  approved 
by  Council. 

Election  of  Honorary  Member 

The  following  physician  was  elected  to  honorary 
membership  in  the  West  Virginia  State  Medical 
Association  at  the  meeting  held  on  January  20: 

Name  Address  Society 

Arthur  C.  Litton  Charleston  Kanawha 

Financial  Help  For  SAMA  Chapter  at  WVU 

It  was  reported  that  the  West  Virginia  University 
Chapter  of  the  Student  American  Medical  Associa- 
tion had  requested  that  the  Council  make  a contri- 
bution to  the  WVU  Chapter  to  help  send  two 
delegates  to  the  national  SAMA  meeting  to  be  held 
in  Dallas,  Texas,  February  28-March  2. 

The  Council  voted  to  contribute  $200  to  the  WVU 
Chapter  and  it  was  suggested  that  the  Dean  of  the 
WVU  School  of  Medicine  be  made  aware  of  this  fact 
inasmuch  as  the  School  also  has  helped  to  send 
delegates  to  SAMA  meetings  in  the  past. 

Appropriation  For  Junior  Academy  of  Science 

It  was  reported  that  the  coordinator  of  the  West 
Virginia  Junior  Academy  of  Science  had  requested 
financial  assistance  to  aid  in  supporting  the  activi- 
ties of  the  Academy  in  1974. 

The  Council  voted  unanimously  to  approve  an 
appropriation  of  $100  to  the  Academy. 
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European  Adventure 

The  Executive  Secretary  reported  that  final  plans 
for  the  Association’s  European  Adventure  to  Switz- 
erland, Germany  and  Austria  had  been  worked  out 
and  those  persons  who  took  advantage  of  past  tours 
would  receive  a brochure  and  other  information 
dated  January  21.  He  said  this  same  material  would 
be  sent  to  all  members  of  the  Association  prior  to 
the  end  of  the  month  and  that  the  departure  date  for 
the  two-week  trip  is  scheduled  for  July  24  from 
Dulles  Airport  in  Washington,  D.  C. 

Senator  Byrd  To  Be  Keynote  Speaker 

The  Executive  Secretary  reported  that  Sen.  Rob- 
ert C.  Byrd  had  accepted  an  invitation  to  be  the 
keynote  speaker  at  the  1974  Annual  Meeting  of  the 
Association  at  The  Greenbrier  in  August.  He  said 
that  Senator  Byrd  would  deliver  the  “Thomas  L. 
Harris  Address”  at  the  opening  scientific  session  on 
Thursday  morning,  August  22. 

West  Virginia  Medical  Institute,  Inc. 

Doctor  McKinney  called  upon  Dr.  Harry  S.  Weeks, 
Jr.,  President  of  the  West  Virginia  Medical  Insti- 
tute, Inc.,  to  present  a progress  report  on  the 
Institute. 

Doctor  Weeks  reported  that  officers  of  the  Insti- 
tute were  pleased  with  the  number  of  physicians 
and  other  interested  individuals  who  attended  the 
Professional  Standards  Review  Organization  Work- 
shop which  was  held  on  Friday  night,  January  18. 
He  also  reported  that  a meeting  of  the  Board  of 
Trustees  of  the  Institute  was  scheduled  to  be  held 
that  afternoon. 

1974  Session  Of  The  Legislature 

Dr.  Frank  J.  Holroyd,  Chairman  of  the  Legislative 
Committee,  reported  that  due  to  confusion  in  utiliz- 
ing a new  computer  system  in  the  drafting  of  bills 
for  the  Legislature,  only  a small  number  of  bills  of 
interest  to  the  profession  had  been  introduced  as  of 
January  27. 

He  reported  that  a bill  to  provide  a definite  abor- 
tion law  for  West  Virginia  had  been  introduced  and 
essentially  was  the  same  bill  that  almost  was 
passed  by  the  Legislature  in  1973. 

The  Council  voted  to  reaffirm  the  policy  state- 
ments adopted  by  both  the  American  Medical  Asso- 
ciation, West  Virginia  State  Medical  Association  and 
the  American  College  of  Obstetrics  and  Gynecology. 

There  was  discussion  of  several  other  bills  which 
had  been  introduced  and  several  officers  of  the  Asso- 
ciation were  assigned  the  responsibility  of  review- 
ing same  and  requesting  time  to  express  views  of 
the  Association  at  hearings  that  might  be  called 
at  a later  date. 

Meetings  Well  Attended 

The  Council  meetings  on  both  January  20  and 
January  27  were  attended  by  virtually  all  officers 
and  members  of  the  Council  and  note  was  made  of 
the  fact  that  a number  of  invited  guests  appeared 
to  present  their  views  concerning  various  items  on 
the  agenda. 


ACS  To  Hold  Spring  Meeting 
In  Houston  March  25-28 

The  American  College  of  Surgeons  will  hold  its 
second  annual  four-day  Spring  Meeting  in  Houston 
on  Monday,  March  25  through  Thursday,  March  28, 
at  the  Albert  Thomas  Convention  Center  and  the 
Hyatt  Regency  Hotel. 

The  meeting  will  provide  eight  postgraduate 
courses,  some  of  which  will  feature  plenary  ses- 
sions, followed  by  workshops  to  facilitate  partici- 
pation and  discussion.  A surgeon  may  choose  one 
of  four  courses  during  the  first  two  days  of  the 
meeting,  and  select  another  from  four  other  offer- 
ings in  the  second  two  days. 

The  nine-hour  postgraduate  courses  will  be  sup- 
plemented by  two  days  of  symposia,  panels,  lectures 
and  motion  pictures. 

Industrial  exhibits  will  be  open  in  the  Albert 
Thomas  Convention  Center  on  Monday,  Tuesday 
and  Wednesday,  March  25-27,  from  9:30  A.M.  to 
5 P.M. 

The  postgraduate  courses  will  cover: 

“Fluids  and  Electrolytes” — Henry  Thomas  Ran- 
dall, M.  D.,  Providence,  Chairman,  and  Stan- 
ley J.  Dudrick,  M.  D.,  Houston,  Co-Chair- 
man. 

“Cardiovascular  Surgery” — Vallee  L.  Willman, 
M.  D.,  St.  Louis,  Chairman,  and  E.  Stanley 
Crawford,  M.  D.,  Houston,  Co-Chairman. 

“Cancer”— Robert  C.  Hickey,  M.  D.,  Houston, 
Chairman,  and  Richard  H.  Jesse,  M.  D., 
Houston,  Co-Chairman. 

“Plastic  Surgery” — Maurice  J.  Jurkiewicz, 

D.  D.  S.,  M.  D.,  Atlanta,  Chairman,  and 
Frank  J.  Gerow,  M.  D.,  Houston,  Co-Chair- 
man. 

“Shock” — William  R.  Drucker,  M.  D.,  Char- 
lottesville, Chairman,  and  Charles  R.  Baxter, 
M.  D.,  Dallas,  Co-Chairman. 

“Gastrointestinal  Surgery” — Rene  B.  Menguy, 
M.  D.,  Rochester,  N.  Y.,  Chairman,  and  Paul 
H.  Jordan,  Jr.,  M.  D.,  Houston,  Co-Chair- 
' man. 

“Surgery  of  the  Hand” — Harold  E.  Kleinert, 
M.  D.,  Louisville,  Chairman,  and  Frederick 
B.  Kessler,  M.  D.,  Houston,  Co-Chairman. 

“Urologic  Surgery” — Russell  Scott,  Jr.,  M.  D., 
Aspen,  Chairman,  and  C.  Eugene  Carlton, 
Jr.,  Houston,  Co-Chairman. 

Fees  for  the  postgraduate  courses,  approved  by 
the  American  Medical  Association  for  credit  as  con- 
tinuing education  courses,  is  $40  for  all  registrants, 
manual  included.  Registration  for  this  meeting  is  a 
prerequisite  for  registering  in  the  postgraduate 
courses. 

Registration  for  the  meeting  will  be  free  of 
charge  to  Fellows  of  the  College  whose  dues  are 
paid  through  1973,  members  of  the  ACS  Credentials 
Group,  and  surgical  residents.  Non-Fellows,  appli- 
cants for  Fellowship  and  Fellows  whose  dues  have 
not  been  paid,  pay  $50.  Non-Fellows  in  the  Federal 
Services  (full-time)  pay  $30. 

Registered  nurses  and  interns  who  present  proper 
credentials  may  register  free  of  charge  for  the  gen- 
eral sessions  and  exhibits,  but  are  not  eligible  for 
the  postgraduate  courses. 
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Family  Physicians  To  Hold 
Scientific  Assembly 

Some  14  physicians  will  speak  at  the  22nd  Annua] 
Scientific  Assembly  of  the  West  Virginia  Chapter  ov 
the  American  Academy  of  Family  Physicians  next 
month  in  Charleston.  The  meeting  will  be  held 
April  5,  6 and  7 at  the  Charleston  House,  Holiday 

Inn.  It  will  open  at  8:30 
A.  M.  Friday,  April  5, 
and  conclude  on  Sunday 
at  12:30  P.  M. 

Dr.  Donald  P.  Brown 
of  Kingwood,  President 
of  the  State  Chapter,  and 
Dr.  James  G.  Price  of 
Brush,  Colorado,  Presi- 
dent of  the  national 
AAFP,  will  be  speakers 
at  the  Annual  Banquet 
Saturday  evening.  Doc- 
tor Price  also  will  install 
new  officers.  Dr.  J.  Ed- 
ward Jackson  of  St.  Al- 
bans will  be  toastmaster. 

Scientific  speakers  will  include  Dr.  O.  Lee  Trick, 
Assistant  Chairman  of  the  Department  of  Behav- 
ioral Medicine  and  Psychiatry,  West  Virginia  Uni- 
versity School  of  Medicine,  and  Resident  Director, 
Charleston  Area  Medical  Center  Program;  Mrs. 
Reita  Troum,  Assistant  Director  and  Assistant  Pro- 
fessor, Director  of  Family  Therapy,  Department  of 
Behavioral  Medicine  and  Psychiatry,  WVU; 

Drs.  Robert  A.  Hawkins,  Practicing  Dermatologist, 
Charleston;  George  E.  Ehrlich,  Professor  of  Reha- 
bilitation Medicine,  Temple  University  School  of 
Medicine;  William  A.  Stowe,  Dayton,  Ohio;  Edward 
J.  Shahady,  Director  of  the  Department  of  Family 
Practice,  Akron  (Ohio)  City  Hospital;  Mitchell  A. 
Spellberg,  Professor  of  Medicine,  Pritzker  School  of 
Medicine  of  the  University  of  Chicago; 


Walter  M.  Kirkendall,  Professor  and  Director  of 
the  Program  in  Internal  Medicine,  University  of 
Texas  Medical  School,  Houston;  Herbert  A.  Selen- 
kow,  Consultant,  Endocrinology  and  Metabolism  Ad- 
visory Committee,  FDA,  Washington,  D.  C.;  Robert 


D.  Patchell,  Director  of  Obstetrics,  Charleston  Area 
Medical  Center;  James  E.  Boggs,  Practicing  General 
Surgeon,  Charleston;  John  D.  Zeedick,  anesthesiolo- 
gist, Herbert  J.  Thomas  Memorial  Hospital,  South 
Charleston;  Doctor  Price,  and  John  W.  Traubert, 
Director  of  the  Department  of  Family  Practice, 
WVU. 

Dr.  William  D.  Crigger  of  South  Charleston,  Presi- 
dent Elect,  is  Program  Chairman.  The  Annual  As- 
sembly has  been  approved  for  17  hours  of  credit 
in  Category  1 by  the  AAFP. 

There  will  be  a Board  of  Directors  Meeting  on 
Thursday  at  7 P.  M.  and  on  Sunday  at  1 P.  M.  The 
House  of  Delegates  will  meet  on  Friday  from  noon 
to  1:30  P.  M.  There  will  be  a cocktail  party  on 
Friday  evening. 

There  will  be  a registration  fee  of  $30  and  a ban- 
quet and  cocktail  fee  of  $12.50  per  person.  No 
registration  fee  will  be  charged  for  nurses,  interns 
and  students. 


Board  of  Family  Practice  Names 
New  Officers,  Directors 

The  American  Board  of  Family  Practice  has 
named  new  officers  and  directors.  The  Board  is 
the  certifying  body  in  the  new  specialty  of  family 
medicine. 

Elected  at  the  January  semi-annual  meeting  were 
Arthur  D.  Nelson,  M.  D.,  Phoenix,  Arizona,  Presi- 
dent; George  E.  Burket,  Jr.,  M.  D.,  Overland  Park, 
Kansas,  Vice  President;  Nicholas  J.  Pisacano,  M.  D., 
Lexington,  Kentucky,  reelected  Secretary,  and  the 
following  Directors:  Robert  E.  Rakel,  M.  D.,  Iowa 
City,  Iowa  (from  the  American  Academy  of  Family 
Physicians);  Herbert  A.  Holden,  M.  D.,  San  Leandro, 
California  (from  the  Section  on  Family  General 
Practice,  American  Medical  Association) , and  Ralph 
Benson,  M.  D.,  Portland,  Oregon  (from  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology). 

The  officers  will  serve  one-year  terms.  The  new 
Directors  will  serve  four-year  terms. 

The  Board  of  Family  Practice  was  set  up  in 
February,  1969,  following  approval  by  the  American 
Board  of  Medical  Specialties.  Family  practice,  an 
outgrowth  of  general  medical  practice  but  developed 
to  incorporate  “comprehensive  and  continuing  care 
of  patient-families,”  is  the  latest  (No.  20)  of  the 
primary  medical  specialties.  Other  such  medical 
specialty  disciplines  include  surgery,  internal  medi- 
cine, pediatrics,  obstetrics  and  gynecology,  and 
others. 

The  primary  role  of  the  Board  of  Family  Practice 
is  to  set  standards  and  provide  and  administer  a 
certifying  examination  in  the  specialty.  Four  such 
examinations  have  been  held  and  more  than  5,800 
physicians  have  been  certified.  Those  passing  the 
two-day  examination  are  called  “Diplomates.”  The 
specialty  of  family  practice  is  the  only  one  requiring 
recertification.  Diplomates  must  be  recertified  every 
six  years. 


Walter  M.  Kirkendall.  M.  D. 


William  D.  Crigger,  M.  D. 


Donald  P.  Brown,  M.  D. 
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Seventh  Mid-Winter  Conference 
Attendance  Up  By  100 

Registration  for  the  Seventh  Mid-Winter  Clinical 
Conference  held  January  18-20  in  Charleston  showed 
an  increase  in  attendance  of  almost  100  persons — 
not  including  still  another  estimated  230  lay  people 
who  attended  the  Friday  night  public  session. 

The  total  registration  for  the  Conference  was  231 
while  144  were  in  attendance  the  previous  year. 
The  Conference  this  year  attracted  154  practicing 
physicians,  in  contrast  to  121  in  1973. 

Drs.  Ralph  H.  Nestmann  and  Joseph  T.  Skaggs 
of  Charleston,  Conference  Co-Chairmen,  attributed 
the  record  attendance  at  this  year’s  Conference  to 
the  newly-added  Friday  night  concurrent  sessions 
and  a growing  number  of  sponsors  as  well  as  to  the 
over-all  interest  in  the  program  topics  and  speakers. 

On  Friday  night  this  year  approximately  230  lay 
persons  and  some  20  health  care  personnel  attended 
the  public  session  on  “The  Battered  Child”  while 
almost  100  physicians  were  in  a concurrent  PSRO 
Workshop.  The  Friday  evening  public  session  was 
sponsored  and  promoted  by  the  Woman’s  Auxiliary 
to  the  Kanawha  Medical  Society. 

In  addition  to  the  154  practicing  physicians,  this 
year’s  registration  breaks  down  to  42  nurses,  six 
residents,  four  physician’s  assistants,  two  medical 
students,  one  intern,  one  Ph.  D.  and  21  other  health 
and  related  personnel. 

The  Conference  was  acceptable  for  credit  toward 
the  Physician’s  Recognition  Award  of  the  American 
Medical  Association — and  for  12  hours  of  elective 
credit  by  the  American  Academy  of  Family  Phy- 
sicians. 

Held  at  the  Heart-O-Town  Motor  Inn,  the  1974 
Clinical  Conference  was  sponsored  by  the  West  Vir- 
ginia State  Medical  Association  and  13  affiliated  and 
other  medical-health  groups  and  institutions. 


New  officers  of  the  Kanawha  Medical  Society  shown  above 
were  presented  at  the  Society’s  annual  dinner  dance  and  in- 
stallation of  officers  held  on  January  19  in  Charleston  at  the 
Daniel  Boone  Hotel.  From  left,  arc  Drs.  Joseph  T.  Skaggs, 
Secretary-Treasurer;  A.  Thomas  McCoy,  President  of  the  West 
Virginia  State  Medical  Association  who  was  special  guest  at 
the  affair;  John  B.  Markey,  President;  and  George  A.  Shau'- 
key,  Vice  President;  all  of  Charleston. 


Participating  in  the  panel  discussion  on  “The  Battered 
Child”  at  the  Seventh  Mid-Winter  Clinical  Conference  held 
in  Charleston  January  18-20  were,  seated,  from  left,  the 
principal  speaker.  Dr.  Eli  H.  Newberger,  Director  of  Family 
Development  Study  at  Children's  Hospital  Medical  Center  in 
Boston;  Dr.  Herbert  H.  Pomerancc,  Director  of  Pediatrics, 
Charleston  Area  Medical  Center,  who  presided  and  served  as 
Moderator;  Patricia  O’Reilly,  Ph.  D.,  psychologist,  Kanawha 
County  Schools,  Charleston;  standing,  from  left,  Dr.  John  F. 
Kelley,  Associate  Professor  of  Behavioral  Medicine  and  Psy- 
chiatry and  Pediatrics  at  the  West  Virginia  University  School 
of  Medicine;  Mr.  Patrick  B.  O’Neal.  Assistant  Prosecuting 
Attorney,  assigned  to  Juvenile  Court  of  Kanawha  County, 
Charleston;  Mr.  Julian  Sulgit,  Director,  Bureau  of  Child 
Protective  Services,  West  Virginia  Department  of  Welfare, 
Charleston;  and  Dr.  Carl  J.  Roncaglione,  Charleston  ortho- 
pedic surgeon. 


AAP  Spring  Session  Scheduled 
In  Florida,  Apr.  22-25 

More  than  2,000  child  health  professionals  from 
throughout  the  hemisphere  are  expected  to  attend 
the  American  Academy  of  Pediatrics’  annual  Spring 
Session  at  the  Americana  Hotel  in  Bal  Harbour, 
Florida,  April  22-25,  1974. 

The  scientific  sessions,  open  to  all  registrants,  will 
feature  discussion  on  a variety  of  topics,  including 
learning  disabilities,  trauma,  care  of  the  burned 
child,  advances  in  immunization,  and  the  effects 
of  televised  violence  on  children. 

A special  plenary  session  will  be  devoted  to  the 
adolescent,  with  discussions  of  the  ethics  and  mores 
of  the  adolescent,  the  truth  about  food  and  vita- 
mins, and  how  to  communicate  with  adolescent 
patients. 

In  addition,  round  table  discussions  will  include 
problems  of  office  management,  and  management  of 
pediatric  emergencies.  Other  round  tables  will  dis- 
cuss pediatric  nephrology,  neurology,  hematology, 
dermatology,  ophthalmology  and  neonatology. 

The  Academy  is  the  Pan-American  association  of 
physicians  certified  in  the  care  of  infants,  children 
and  adolescents.  The  Academy  has  approximately 
15,000  members  in  North  and  South  America. 
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Among  those  attending  the  Seventh  Mid-Winter  Clinical  Conference  held  in  Charleston  January  18-20  were,  in  the  left 
photo,  at  left,  Dr.  John  L.  Guerrant,  Professor  of  Medicine  and  Chief  of  Allergy  and  Pulmonary  Disease  Section  of  the 
Department  of  Internal  Medicine  at  the  University  of  Virginia  School  of  Medicine,  Charlottesville,  who  was  a Saturday  after- 
noon speaker,  and  Dr.  A.  Franklin  White  of  Louisville,  Kentucky.  In  the  center  photo,  Mr.  Charles  E.  Sikorski,  left,  Execu- 
tive Director  of  the  American  Heart  Association,  West  Virginia  Affiliate,  has  a discussion  with  Dr.  Ray  W.  Gifford,  Jr.,  Head 
of  the  Department  of  Hypertension  and  Nephrology  at  the  Cleveland  Clinic  Foundation,  a Saturday  afternoon  speaker.  In  the 
right  photo  are  Dr.  E.  Gordon  Margolin,  left,  Director  of  the  Department  of  Internal  Medicine  at  the  Jewish  Hospital,  Cin- 
cinnati; and  Dr.  Joseph  T.  Skaggs  of  Charleston,  Conference  Co-Chairman. 

March,  1974,  Vol.  70,  No.  3 


In  the  left  photo.  Dr.  Donald  E.  Cunningham  of  St.  Albans,  right,  chats  with  Dr.  Robert  I).  Patchell,  Professor  and  Direc- 
tor of  Obstetrics  and  Gynecology,  Charleston  Division,  WVU  School  of  Medicine.  Doctor  Patchell  was  a Sunday  afternoon 
speaker  at  the  Seventh  Mid-Winter  Clinical  Conference  held  in  Charleston  January  18-20  at  the  Heart-O-Town  Motor  Inn. 
In  the  right  photo,  Dr.  Pat  A.  Tuckwiller  of  Charleston,  center,  has  a discussion  with  two  Conference  participants.  Doctor 
Tuckwiller  is  Chairman  of  the  State  Medical  Association’s  Committee  on  Medical  Education  and  Hospitals. 


In  the  left  photo,  Dr.  Ralph  H.  Nestmann,  left,  Co-Chairman  for  the  Seventh  Mid-Winter  Clinical  Conference,  talks  with 
Dr.  John  E.  Jones,  Dean  of  the  WVU  School  of  Medicine,  who  presided  at  the  Sunday  afternoon  session.  In  the  center  photo 
are  physicians  from  the  WVU  School  of  Medicine  who  participated  in  the  Sunday  morning  session.  From  left,  they  are  Drs. 
Jack  L.  Le  Frock,  Assistant  Professor  of  Medicine,  Division  of  Infectious  Diseases;  Raymond  B.  Weiss,  Assistant  Professor 
of  Medicine;  Irving  Kushner,  Professor  of  Medicine  and  Chairman,  Division  of  Rheumatology;  and  Hartwell  G.  Thompson, 
Dean  of  the  Charleston  Division,  who  presided.  In  the  right  photo,  Dr.  George  F.  Evans  of  Clarksburg,  left,  talks  with  Dr. 
Charles  B.  Kahn,  physician  with  the  Joslin  Clinic  and  Assistant  Professor  of  Medicine  at  Harvard  Medical  School  in  Boston, 
who  was  a guest  speaker  Saturday  afternoon. 
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Dr.  Richard  E.  Flood  Named 
To  National  Board 

Dr.  Richard  E.  Flood  of  Weirton  has  been  elected 
to  a two-year  term  on  the  Board  of  Directors  of  the 
Federation  of  State  Medical  Boards  of  the  United 
States. 

He  was  elected  during  a business  meeting  of  the 
Board  held  early  in  Feb- 
ruary in  Chicago  at 
which  time  the  Federa- 
tion installed  Dr.  How- 
ard L.  Horns  of  Minne- 
apolis as  its  President. 

The  national  organiza- 
tion is  made  up  of  repre- 
sentatives of  state  medi- 
cal licensing  boards,  and 
Doctor  Flood  has  been  a 
member  of  the  West  Vir- 
ginia Medical  Licensing 
Board  since  1969.  He 
also  served  as  President 
of  the  West  Virginia 
State  Medical  Association  in  1966-67. 

In  continued  efforts  toward  more  uniform  state 
medical  licensing  laws,  the  program  at  the  Chicago 
meeting  dealt  with  such  subjects  as  medical  educa- 
tion and  continuing  education  and  the  Federation 
Licensing  Examination  (FLEX). 

Dr.  Steven  A.  Artz  Named  President 
Of  State  Diabetes  Assn. 

Dr.  Steven  A.  Artz  of  Charleston  was  elected 
President  of  the  West  Virginia  Diabetes  Association 
during  the  annual  business  meeting  which  was  held 
at  the  Heart-O-Town  Motor  Inn  in  Charleston  on 
January  19,  1974. 

Other  officers  elected  are  as  follows:  Mr.  John  M. 
Panza  of  Fairmont,  President  Elect;  Dr.  John  H.  Gile 
of  Parkersburg,  Vice  President;  and  Mrs.  Alan  M. 
Arthur  of  Charleston,  Secretary-Treasurer. 


Clinical  Endocrinology  Course 
At  Mayo  Clinic  in  April 

A postgraduate  course  of  the  American  College 
of  Physicians,  “Clinical  Endocrinology:  Recent  Ad- 
vances in  Diagnosis  and  Treatment,”  will  be  held 
April  15-19  at  the  Mayo  Clinic  in  Rochester,  Minne- 
sota. 

This  course  is  designed  for  the  physician  with  a 
special  interest  in  clinical  endocrinology.  Its  objec- 
tive is  to  present  material  which  is  not  readily 
available  in  standard  textbooks  on  endocrinology, 
but  which  is  essential  to  the  current  understanding, 
diagnosis,  and  managements  of  endocrine  problems. 

Emphasis  will  be  placed  on  newer  concepts  of 
pathogenesis,  the  selection  and  interpretation  of 
diagnostic  tests  and  the  application  of  the  results 
of  recent  clinical  and  laboratory  investigations  to 
the  management  of  patients  with  endocrine  disease. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 
and  district  medical  meetings  scheduled  in  the 
coming  months. 

1974 

Mar.  1-3 — Student  Am.  Med.  Assn.,  Dallas. 

Mar.  7-9 — Central  Surg.  Assn.,  Cincy. 

Mar.  15-17 — AMA-AMPAC  Pub.  Affairs  Workshop 
Washington,  D.  C. 

Mar.  20-21 — W.  Va.  Chap.  Am.  Acad.  Pediatrics, 
Huntington. 

Mar.  22-23 — Am.  Assn,  of  Ob.-Gyn.,  Los  Angeles. 
Mar.  24-25 — Am.  Soc.  Clinical  Pharmacology  and 
Therapeutics,  Maui,  Hawaii  (San  Francisco, 
Mar.  28-29). 

Mar.  25-28 — Am.  Coll.  Surgeons,  Houston. 

Mar.  28-29 — Am.  Bd.  Med.  Specialties,  Chicago. 
Mar.  28-30 — Am.  Assn,  for  Cancer  Research,  Phil- 
adelphia. 

Mar.  29-April  3 — Am.  Soc.  Abdom.  Surgeons,  Las 
Vegas. 

Mar.  31 — April  5 — Am.  Coll.  Physicians,  N.  Y. 

April  1-5 — Am.  Coll,  of  Rad.,  New  Orleans. 

April  5-7 — W.  Va.  Chapter,  AAFP,  Charleston. 

April  7-12 — Am.  Assn.  Immunologists,  Atlantic  City. 
April  8-11 — S.E.  Surgical  Congress,  Atlanta. 

April  10-13 — Tenn.  Med.  Assn.,  Gatlinburg. 

April  17-19 — Maryland  Medical,  Baltimore. 

April  17-20 — W.  Va.  Acad,  of  Ophth.  and  Otol., 
White  Sulphur  Springs. 

April  20-25 — Am.  Assn,  of  Neur.  Surg.,  St.  Louis. 
April  22-24 — Am.  Assn.  Thoracic  Surgery,  Las 
Vegas. 

April  22-25 — Am.  Acad.  Pediatrics,  Bal  Harbour, 

Fla. 

April  22-27 — Am.  Acad,  of  Neur.,  San  Francisco. 
April  29-May  2 — Am.  Coll.  Ob. — Gyn.,  Las  Vegas. 

May  1-3- — Am.  Surg.  Assn.,  Colorado  Springs. 

May  1-4 — W.  Va.  Chapter,  ACS,  White  Sulphur 
Springs. 

May  12-15 — Am.  Thoracic  See.,  Cincy. 

May  12-15 — S.  Carolina  Med.  Assn.,  Myrtle  Beach. 
May  12-15 — Ohio  State  Med.  Assn.,  Cleveland. 

May  12-16 — Am.  Assn.  Plastic  Surgeons,  Seattle. 
May  16-18 — Childhood  Cancer,  Dallas. 

May  17-18 — Am.  Assn.  Clin.  Urologists,  St.  Louis. 
May  19-22 — Am.  Ophthal.  Soc.,  Hot  Springs,  Va. 

June  3-6- — Int.  Convo.  Immunology,  Buffalo,  N.  Y. 
June  10-12 — Am.  Neuro.  Assn.,  Boston. 

June  15-16 — Am.  Diabetes  Assn.,  Atlanta. 

June  23-27- — AMA,  Chicago. 

July  25-27 — Am.  Electroencephalographic  Soc., 
Seattle. 

July  28-Aug.  1 — Natl.  Med.  Assn.,  N.  Orleans. 

Aug.  12-15— Am.  Hosp.  Assn.,  Chicago. 

Aug.  21-24 — 107th  Annual  Meeting:,  VV.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Sept.  4-7 — Am.  Assn.  Ob.-Gyn.,  Hot  Springs,  Va. 
Sept.  16-19 — Ky.  Med.  Assn.,  Louisville. 

Sept.  18-21 — Am.  Thyroid  Assn.,  St.  Louis. 

Oct.  14-17— AAFP,  L.  A. 


Richard  E.  Flood.  M.  D. 


74 


The  West  Virginia  Medical  Journal 


Physician... 

TAPER  OFF  TO  A 
40-HOUR  WEEK 
IN  THE  AIR  FORCE 

It's  time  to  relax  with  your  family  — and  still  enjoy  the  professional 
advantages  of  modern  facilities  and  a highly  trained  technical  staff. 

You’ll  have  the  standing  of  an  officer  AND  a professional,  with  the 
leisure  time  you  need  to  enjoy  it.  Yet,  there’s  challenge,  too.  Air 
Force  medicine  ranges  from  research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceivable  location  you  can  imagine. 

Off-duty,  you  and  your  family  can  enjoy  the  excellent  recreational 
facilities  of  the  Air  Force  Base  of  your  choice.  Free  travel.  One 
month’s  paid  vacation  every  year.  And  many  other  extras. 

Find  yourself— and  your  family— in  the  Air  Force. 


WVU  Medical  Center 
-News  - 


April  20  is  the  date  set  for  the  Second  Annual 
Symposium  on  Histopathologic  Techniques 
sponsored  by  the  West  Virginia  University  Schools 
of  Medicine  and  Dentistry. 

Visiting  lecturers  for  the  Medical  Center  program 
will  be  Lee  G.  Luna,  Chief  of  the  Histopathology 
Laboratories  Division  of  the  Armed  Forces  Insti- 
tute of  Pathology,  and  Phillip  Womack,  Histology 
Supervisor  of  Pathology  Consultants  in  Lynchburg, 
Virginia. 

Also  participating  in  the  symposium  will  be 
pathologists  and  histotechnologists  from  WVU  Medi- 
cal Center  and  the  Appalachian  Laboratories  for 
Occupational  and  Respiratory  Diseases. 

Registration  at  8 A.M.  will  be  followed  by  short 
talks  by  Ordie  H.  King,  Jr.,  oral  pathologist,  and 
Anne  Sharpe,  Chief  Histotechnologist  at  the  Surgi- 
cal Pathology  Laboratory  of  the  WVU  Medical 
Center. 

Luna’s  talk  on  “Staining  Solution  Stability”  will 
be  followed  by  “Diagnostic  Application  of  Special 
Bone  Marrow  Stains,”  by  Dr.  Robert  S.  Salisbury, 
Department  of  Pathology;  Womack’s  lecture  on  “An 
Alternative  Method  to  Zenker  Fixation,”  and  “Cel- 
loidin  Section  Technique,”  by  Elsie  Syner  of  the 
Department  of  Anatomy. 

Afternoon  speakers  and  topics  will  be:  Patsy 
Willard,  ALFORD  histotechnologist,  “Modified 
Gough  Section  Techniques”;  Luna,  “Tissue  Artefacts 
Affecting  Pathologic  Interpretation”;  Dr.  John  A. 
Jupin,  Department  of  Pathology,  “Modification  of 
Movats  Pentachrome  Stain,”  and  Robert  J.  Mc- 
Taggart,  Department  of  Pathology  Chief  Cytotech- 
nologist,  “Preparation  of  Specimens  for  Cytologic 
Evaluation.” 

No  registration  fees  are  being  charged  for  the 
program  which  will  be  of  primary  interest  to  phy- 
sicians, histotechnologists  and  paramedical  person- 
nel. Persons  wishing  to  attend  are  being  asked  to 
contact  Marilyn  Kent,  Oral  Pathology,  WVU  Medi- 
cal Center,  Morgantown  26506. 

Child  Psychiatry  Clinic 

Tom,  an  eight-year-old,  is  failing  in  school  al- 
though he  has  a normal  IQ.  He  is  depressed  and 
unable  to  get  along  with  other  children. 

His  brother,  Jack,  four  years  younger,  is  just  the 
opposite — happy  and  outgoing. 

Shortly  after  Jack’s  birth,  the  parents  had  pun- 
ished Tom  for  displaying  jealousy  of  his  brother. 
Tom  soon  found  it  impossible  to  do  anything  that 
pleased  them. 
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Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Now  their  attitude  fluctuates  between  optimism 
that  he  will  “grow  out  of  it,”  threatened  punishment 
unless  he  “straightens  up,”  and  bitter  resignatijn. 

This  case,  which  involves  complex  family  inter- 
actions, is  hypothetical.  The  school  and  family  con- 
flicts which  it  illustrates  are  not — they  occur  in 
greater  or  lesser  degree  in  many  homes. 

Children  like  Tom  need  help  before  they  become 
socially  withdrawn  or  hopelessly  mired  in  feelings 
of  inadequacy. 

Such  help  is  available  in  the  Child  Psychiatry 
Clinic  at  West  Virginia  University  Medical  Center. 
A division  of  the  Department  of  Behavioral  Medi- 
cine and  Psychiatry,  WVU  School  of  Medicine,  the 
program  has  a two-fold  purpose:  to  help  problem 
children  and  their  families  and  to  train  psychiatrists, 
medical  students,  psychologists,  social  workers  and 
related  health  personnel  to  recognize  and  treat  a 
variety  of  emotional  divergences. 

The  division  and  its  clinic  is  headed  by  Dr.  John 
F.  Kelley,  Associate  Professor  of  Behavioral  Medi- 
cine and  Psychiatry  and  Pediatrics. 

jVIost  problem  children,  according  to  Doctor  Kelley, 
are  not  “sick,”  “disturbed”  or  “mentally  ill,”  but 
simply  have  problems  with  living. 

The  severely  psychotic  child,  who  is  withdrawn, 
has  hallucinations  or  extremely  bizarre  behavior, 
is  also  seen  at  the  clinic  although  hospitalization,  in 
some  cases,  may  be  required  either  initially  or  later. 

Doctor  Kelley  believes,  however,  that  many  seri- 
ously disturbed  children  can  be  cared  for  in  their 
homes  and  receive  psychiatric  therapy  on  an  out- 
patient basis. 

Far  outnumbering  these  patients  are  the  problem 
children  who  are  unwilling  or  unable  to  make  ad- 
justments to  everyday  living.  This  lack  of  adjust- 
ment most  often  manifests  itself  in  what  psychia- 
trists term  “exaggerated  forms  of  normal  behavior.” 

The  Child  Psychiatry  Clinic  as  an  entity  has  been 
open  since  the  spring  of  1973,  although  children  re- 
ferred by  their  family  doctors  have  been  seen  in 
the  Behavioral  Medicine  and  Psychiatry  Clinic  since 
Doctor  Kelley  joined  the  staff  in  1968. 

The  child  psychiatrist  training  program  was  ap- 
proved and  started  in  mid- 1973.  One  resident,  Dr. 
Charles  F.  Marsh,  is  now  in  the  program. 
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Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

When  an  antitussive  is  also  desired,  the  same  formulation  plus  10  mg.  codeine  phosphate  is  available 

as  Triaminic  Expectorant  with  Codeine.  (A  Schedule  V Controlled  Substance.) 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bo-sb 


The  Month 


in  Washington 


The  American  Medical  Association  has  branded 
as  “wrong  medically,  wrong  morally,  and  wrong 
legally”  the  Health,  Education,  and  Welfare  Depart- 
ment’s proposed  regulation  requiring  pre-hospital- 
admission  certification  for  Medicare  and  Medicaid 
patients. 

In  what  appeared  as  an  ending  to  a “deliberate 
effort  on  the  part  of  the  AMA  over  the  past  four 
or  five  years  to  cooperate  with  HEW,”  the  Associa- 
tion announced  that  if  the  pre-admission  certifica- 
tion regulation  and  the  Professional  Standards  Re- 
view Organizations  area  designations  were  placed 
into  effect,  HEW  Secretary  Caspar  Weinberger 
would  be  taken  into  court. 

(Please  refer  to  latest  information  on  pre- 
certification which  has  been  published  in  American 
Medical  News). 

AMA  President  Russell  B.  Roth,  M.  D.,  and  Board 
Chairman  James  H.  Sammons,  M.  D.,  at  a press 
conference  in  Chicago  made  the  following  state- 
ment: 

“We  are  here  today  to  serve  notice  on  Secretary 
Weinberger  that  if  he  proceeds  with  two  proposed 
actions,  we  are  going  to  take  him  to  court. 

“Earlier  this  month,  the  Secretary  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  issued  a set 
of  proposed  regulations  that  would  require  pre- 
admission certification  for  Medicare  and  Medicaid. 
If  adopted  as  proposed  they  would  require  that  every 
Medicare  and  Medicaid  patient  be  cleared  by  a 
Utilization  Review  Committee  before  admission  to 
a hospital.  The  only  exception  would  be  emergency 
cases. 

“These  regulations  are  a direct  threat  to  the  medi- 
cal care  of  the  35  million  or  so  patients  who  are 
served  by  Medicare  and  Medicaid.  For  most  of  them, 
the  withholding  of  Medicare  or  Medicaid  hospital 
benefits  will  mean  that  the  individual  will  be  denied 
hospitalization  because  they  have  no  other  means  to 
pay  for  their  care. 

“Furthermore,  such  decisions  would  not  be  made 
on  the  basis  of  an  examination  of  the  patient  by 
physicians.  Rather,  they  would  be  paper  decisions. 
The  verdict  would  be  rendered  on  the  basis  of  what 
the  patient’s  doctor  put  down  on  the  record.  It  is 
likely  that,  as  a practical  matter  in  many  instances, 
the  decision  would  not  be  made  by  a committee  of 
physicians  or  even  a single  physician  but  by  an 
admitting  nurse  or  other  hospital  administrative 
personnel. 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


“Any  such  denial  of  medical  care  represents  a 
clear  violation  of  both  the  spirit  and  the  letter  of  the 
Medicare-Medicaid  law.  Congress  clearly  estab- 
lished the  programs  to  provide  medical  care  for  the 
elderly  and  the  poor.  What  the  Congress  has  given, 
the  Secretary  now  seeks  to  take  away.  The  Secre- 
tary has  no  authority  under  the  guise  of  regulations 
to  amend  the  law  and  reduce  benefits.  He  has  no 
moral  or  legal  right  or  authority  to  do  so.  Indeed, 
his  action  is  as  illegal  as  it  is  reprehensible.  The 
Medicare-Medicaid  law  provides  for  pre-admission 
certification  by  the  patient’s  physician  and  for  post- 
admission review  by  hospital  utilization  review 
committees.  The  Congress  did  not  intend  that  a 
committee  substitute  a paper  decision  for  the  judg- 
ment of  a patient’s  physician.  The  Secretary’s  pro- 
posal is  a direct  and  clear  violation  of  Section  1801. 

To  Resist  PSRO  Area  Designations 

“While  we  are  in  a suing  mood,  let  me  mention 
that  we  are  also  going  to  take  on  Mr.  Weinberger  in 
another  area. 

“This  involves  his  gerrymandering  of  the  PSRO 
district.  Without  getting  too  involved,  let  me  say 
for  those  of  you  who  don’t  know,  PSRO  stands  for 
Professional  Standards  Review  Organizations.  These 
are  supposed  to  be  groups  of  doctors  set  up  to 
review  the  quality  and  medical  necessity  of  care 
given  under  Medicare  and  Medicaid. 

“The  AMA  originally  opposed  PSRO.  But  once 
it  became  law,  we  decided  that  if  such  review  was 
going  to  be  done  it  would  be  better  for  all  concerned 
if  it  were  done  by  physicians. 

“Peer  review — the  concept  on  which  PSRO  is 
based — was  invented  by  the  medical  profession  and 
was  in  existence  long  before  the  government  ever 
heard  of  the  idea.  There  are  many  excellent  and 
functioning  peer  review  programs  now  in  effect  in 
this  country,  and  we  asked  the  Secretary  to  set  up 
the  PSRO  designated  areas  (regional  units)  so  as 
not  to  disturb  them. 

“This  plea  apparently  fell  on  deaf  ears.  I won’t 
hazard  a guess  as  to  the  reason  behind  the  Secre- 
tary’s area  designations.  I don’t  think  there  were 
any.  I think  the  decision  was  simply  capricious  and 
arbitrary.” 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  YA. 


SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D 
EDWARD  J.  FLYNN,  M.  D. 
R.  A.  RANA,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  H1LLIER,  M.  D. 

E.  L.  GAGE,  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D 
M.  S.  HAJJAR.  M.  D. 

T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER,  M.  D 
H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR..  M D 
JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING,  M.  D. 
BRENNAN  PURKALL.  JR.,  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 

JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 
Phone:  l-(304)-343-4371 


OPHTHALMOLOGY 

Edwin  M.  Shepherd,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Milton  J.  Lilly,  Jr.  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Robert  E.  O'Connor,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Moseley  H.  Winkler,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Retinal  Surgery 

Fluorescein  Angiography 

Argon  Laser  Photocoagulation 

Contact  Lenses 

Strontium  90  Beta  Irradiation 


OTOLOGY 

William  C Morgan,  Jr.,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

OTOLARYNGOLOGY 

Romeo  Y.  Lim,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

Micro-surgery 
Maxillo-facial  Surgery 
Reconstructive  Surgery 
Head  & Neck  Surgery 
Cryosurgery 
Endoscopy 
Oncology 

OPHTHALMOLOGY  and 
OTOLARYNGOLOGY 

John  B.  Haley,  M.D. 

John  A.  B.  Holt,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 


Ancillary  Services 

Orthoptics 

Visual  Fields — Flow  Studies 

Laboratory 

X-ray 

Audiometry 

Audiology 

Nancy  McClung,  M.S. 

Anesthesia 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 
Muriel  Dodds,  CRNA 
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Obituaries 


A.  B.  CARR,  M.  D. 

Dr.  A.  B.  Carr  of  War,  President  of  the  Mc- 
Dowell County  Board  of  Education  and  a former 
President  of  the  McDowell  County  Medical  Society 
(1950),  died  on  January  13  in  a Welch  hospital 
following  a long  illness.  He  was  76. 

Active  in  McDowell  County  civic  affairs,  Doctor 
Carr  had  been  a member  of  the  McDowell  County 
Board  of  Education  for  23  years  and  served  as 
President  for  the  past  14. 

Governor  Arch  A.  Moore,  Jr.,  recently  awarded 
him  with  a citation  as  a “Distinguished  Citizen  of 
West  Virginia.”  In  1971,  residents  of  the  Big  Creek 
District  had  an  appreciation  meeting  for  Doctor  Carr 
to  honor  him  for  services  throughout  the  years. 

Born  at  New  Hope,  in  Mercer  County,  Doctor 
Carr  did  undergraduate  work  at  Concord  State 
Normal  School  at  Athens  and  at  Emory  and  Henry 
College  in  Virginia.  He  received  his  M.  D.  degree 
in  1921  from  the  Medical  College  of  Virginia.  Upon 
graduation  from  medical  college  he  joined  a bro- 
ther, the  late  Dr.  W.  A.  Carr,  as  a physician  at  War. 

Survivors  include  the  widow;  one  daughter,  Mrs. 
Christine  McGuire  of  War,  and  one  son,  Dr.  Arthur 
Allen  Carr  of  Welch. 

* * * * 

ROSS  P.  DANIEL,  M.  D. 

Dr.  Ross  P.  Daniel  of  Beckley  was  found  dead  fol- 
lowing a fire  at  his  home  on  February  9.  He  was  75. 
His  son,  Robert  N.  Daniel,  a Beckley  real  estate 
broker,  also  died  in  the  fire. 

A native  of  Bramwell,  in  Mercer  County,  Doctor 
Daniel  was  a graduate  of  West  Virginia  University 
and  received  his  M.  D.  degree  in  1924  from  the  Uni- 
versity of  Tennessee  College  of  Medicine.  He  had 
practiced  in  Raleigh  County  and  was  a member  of 
the  Raleigh  County  Medical  Society,  the  West  Vir- 
ginia State  Medical  Association  and  the  American 
Medical  Association. 

Doctor  Daniel  was  active  in  the  affairs  of  organ- 
ized medicine  on  both  the  local  and  state  levels  for 
many  years. 

Survivors  include  the  widow,  Mrs.  Edith  B.,  a 
Past  President  of  the  Woman’s  Auxiliary  to  the 
State  Medical  Association;  and  two  sons,  Ross  P. 
Daniel,  Jr.,  and  Dr.  C.  Richard  Daniel,  both  of 
Beckley. 

* * ★ * 

J.  J.  JENKINS,  SR„  M.  D. 

Dr.  J.  J.  Jenkins,  Sr.,  who  practiced  medicine  in 
Farmington,  in  Marion  County,  for  more  than  50 
years,  died  on  January  9 at  his  home  there.  He 
was  86. 


Born  in  Uffington,  in  Monongalia  County,  Doctor 
Jenkins  graduated  from  West  Virginia  University 
and  received  his  M.  D.  degree  in  1914  from  the 
University  of  Maryland  College  of  Physicians  and 
Surgeons.  He  started  his  practice  on  Statler  Run 
near  Morgantown,  moving  to  Farmington  in  1917. 

He  was  an  honorary  member  of  the  Marion 
County  Medical  Society,  of  which  he  was  a former 
Vice  President;  the  West  Virginia  State  Medical 
Association  and  the  American  Medical  Association. 

Survivors  include  the  widow;  two  sons,  Dr.  J.  J. 
Jenkins,  Jr.,  of  Fairmont  and  Etley  P.  Jenkins  of 
Morgantown.  He  was  preceded  in  death  by  two 
sons,  Neil,  who  was  lost  in  World  War  II,  and 
Robert  E.  Jenkins. 

A A A A 

CHARLES  A.  JONES,  M.  D. 

Dr.  Charles  A.  Jones,  a retired  physician  of  the 
Clarksburg  Veterans  Administration  Hospital,  died 
on  January  1 in  a Clarksburg  Hospital.  He  was  65. 

He  was  a former  Chief  of  Staff  at  the  VA  Hospital 
and  Professor  of  Internal  Medicine  at  the  West 
Virginia  University  School  of  Medicine.  He  retired 
April  1,  1971. 

Survivors  include  the  widow  and  one  sister,  Mrs. 
Benson  Gyton  of  Decatur,  Alabama. 

* ★ ★ * 

FREDERICK  D.  KELLER,  M.  D. 

Dr.  Frederick  D.  Keller  of  Belpre,  Ohio,  a former 
member  of  the  West  Virginia  State  Medical  Asso- 
ciation, died  on  January  16  in  a Parkersburg  hos- 
pital. He  was  69.  He  practiced  medicine  in  Paden 
City,  West  Virginia  from  1931  to  1942  and  at  Omar, 
in  Logan  County,  from  1946  to  1953. 

Doctor  Keller  was  a graduate  of  West  Virginia 
University  and  received  his  M.  D.  degree  in  1930 
from  the  University  of  Maryland  School  of  Medi- 
cine. 

Survivors  include  a sister,  Mrs.  Helen  Wieder  of 
Parkersburg. 

★ * * * 

SAMUEL  B.  SOULEYRET,  M.  D. 

Dr.  Samuel  B.  Souleyret  of  Cabin  Creek,  in  Ka- 
nawha County,  died  on  February  1 in  a Charleston 
hospital  following  a short  illness.  He  was  75. 

Doctor  Souleyret  had  been  a family  physician  in 
the  Cabin  Creek  area  since  1927.  He  was  on  the 
staff  of  the  Charleston  Area  Medical  Center’s  Mem- 
orial and  General  Divisions.  He  was  a Fellow  of 
the  American  Academy  of  Family  Physicians. 

Doctor  Souleyret  received  his  M.  D.  degree  in 
1925  from  the  University  of  Louisville  School  of 
Medicine.  He  was  an  honorary  member  of  the 
Kanawha  Medical  Society  and  a member  of  the 
West  Virginia  State  Medical  Association,  the 
American  Medical  Association  and  the  Southern 
Medical  Association. 

(Continued  on  page  xv) 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $ 1 ,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

G $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 1 0 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — -Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  0.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF 


William  D.  Keck,  M.  D 
Morgan  E.  Scott,  M D. 

David  S Sprague,  M.  D 

James  P King,  M 


Delano  W Bolter,  M D. 
Edward  E Cale,  M D 
Terkild  Vinding,  M D 
D.  (Emeritus) 


Clinical  Psychology: 

Thomas  C Camp,  Ph  D. 
Carl  McGraw,  Ph  D 


Don  Phillips,  Administrator 
George  K.  White 
Asst  Administrator 


WELCH  ALLYN.  INC. 

Skaneateles  Falls,  N.  Y 13153 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

• Twice  the  light  intensity  of  conventional 
instruments 

• Twice  the  life  between  lamp  replacements 

• Superior  color  fidelity — closer  to  natural 
sunlight 

• Higher  percentage  of  initial  output  throughout 
lamp  life 

Distinctive  black  chrome  rechargeable 
battery  handles 


WELCH 

ALLYN 


Ask  for  a demonstration. 

HOSPITAL  & PHYSICIANS  SUPPLY  CO. 


511  BROOKS  STREET  344-3554 

CHARLESTON,  WEST  VIRGINIA 


OBITUARIES — (Continued) 

Surviving  are  a daughter,  Mrs.  Betsy  Howard  of 
East  Bank,  and  two  sisters,  Mrs.  Realie  Quenon  of 
Fairmont  and  Mrs.  Mabel  R.  Harness  of  Miami, 
Florida. 

* * * * 

JOHN  O.  THEISS,  M.  D. 

Dr.  John  O.  Theiss,  a physician  in  New  Martins- 
ville for  50  years,  died  on  January  11  at  his  home 
there.  He  was  77. 

A native  of  Great  Bend,  Ohio,  Doctor  Theiss  was 
a founder  of  the  Wetzel  County  Hospital  in  New 
Martinsville  and  a Past  President  of  the  Wetzel 
County  Medical  Society  (1950). 

Doctor  Theiss  was  a graduate  of  West  Virginia 
University  and  received  his  M.  D.  degree  in  1922 
from  the  University  of  Cincinnati.  He  interned  at 
Akron  (Ohio)  City  Hospital  and  served  a residency 
at  the  University  of  Michigan  Medical  School. 

In  addition  to  the  county  society,  Doctor  Theiss 
also  was  a member  of  the  West  Virginia  State  Medi- 
cal Association,  the  Ohio  Medical  Association  and 
the  American  Medical  Association. 

He  was  a director  of  the  New  Martinsville  Bank. 

Survivors  include  the  widow;  one  son,  Joe  Theiss 
of  New  Martinsville,  and  two  sisters,  Olga  and 
Norma  Theiss  of  Ravenswood. 


Rheumatic  Diseases  Symposium 
At  U.  of  Louisville 

The  10th  Annual  Postgraduate  Symposium  on 
Rheumatic  Diseases  will  be  held  on  Thursday,  May  9 
in  the  auditorium  of  the  Health  Science  Center, 
University  of  Louisville  School  of  Medicine. 

For  additional  information  write:  David  H.  Neu- 
stadt,  M.  D.;  Chief,  Section  on  Rheumatic  Diseases, 
University  of  Louisville  School  of  Medicine,  Louis- 
ville, Kentucky  40202. 


PG  Courses  at  U.  of  Kentucky 
Are  Listed  Through  May 

The  University  of  Kentucky  College  of  Medicine 
has  announced  courses  during  the  coming  weeks 
to  be  held  at  the  Medical  Center  in  Lexington. 

The  courses  are: 

“Colposcopy  Seminar,”  March  26-27.  Registra- 
tion fee:  $200. 

“A  Current  Evaluation  of  an  Old  Problem: 
Diabetes  Mellitus,”  April  5.  Registration  fee: 
$15. 

“Practical  Therapeutics  in  Internal  Medicine,” 
May  27-31.  Co-sponsored  by  the  American 

College  of  Physicians.  Registration  fee:  $140 
for  ACP  Members;  $70  for  ACP  Associates, 
and  $200  for  non-members. 

For  further  information  contact  Ronald  D.  Hamil- 
ton, M.  D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington, 
Kentucky  40506. 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  O.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 
Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A.  Athari,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 
Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M.  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 


Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 

David  Hill,  M.  D. 

David  H.  Smith,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 
James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 
Technologists: 

Electrocardiog  raphy: 

Betty  Maguire,  R.  N. 

Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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Burdick 

Ultrasound 


ENGINEERED  TO  MEET  ALL 
PRESENT  AND  PROPOSED 
SPECIFICATIONS  FOR 
ELECTRICAL  CURRENT 
LEAKAGE  TO  INSURE 
MAXIMUM  PATIENT  SAFETY 

DESIGNED  FOR  OPERATOR 
CONVENIENCE  WITH  MAXIMUM 
THERAPEUTIC  RESULTS 

New  specifications  established 
by  UL  and  the  NFPA  for  hospital 
safety  standards  specify  maximum 
ultrasound  therapy  apparatus 
current-leakage  levels  not  to 
exceed  50  microamperes. 

Burdick’s  UT/4300A  Ultrasound/ 
Stimulator  (FCC  Approval  No. 
U-329)  and  UT/420A  Ultrasound 
(FCC  Approval  No.  U-248)  units 
under  worst  possible  conditions 
will  not  exceed  those 
specifications — thanks  to  Burdick 
engineering. 

Your  choice  of  console  or 
portable  models  permits 
versatile  therapy  pro- 
' cedures  to  meet 
patient  needs. 


General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 


County  Societies 


HARRISON 

An  interesting  program  on  the  alcoholic  was 
presented  by  Mrs.  Libby  Harper  at  the  February  7 
meeting  of  the  Harrison  County  Medical  Society  at 
the  Stonewall  Jackson  Hotel  in  Clarksburg.  Mrs. 
Harper,  from  the  Alcohol  and  Drug  Abuse  Unit  in 
Harrison  County,  spoke  on  recognizing  the  alco- 
holic and  how  he  can  be  helped. 

The  Society  passed  unanimously  a motion  by 
Dr.  L.  Dale  Simmons  that  special  membership  in 
the  Society  be  free  to  residents. 

A memorium  was  read  for  the  late  Dr.  William 
T.  Gocke. — Ray  A.  Harron,  M.  D.,  Secretary. 

* * * * 

FAYETTE 

Dr.  William  O.  McMillan,  Jr.,  of  Charleston,  spoke 
at  the  meeting  of  the  Fayette  County  Medical  Society 
on  January  23  at  the  Oak  Hill  Hospital  in  Oak  Hill. 
Doctor  McMillan  made  a very  interesting  presen- 
tation on  gastroscopy  and  other  relatively  non- 
invasive  techniques  of  gastrointestinal  diagnosis. 

The  next  regular  meeting  of  the  Society  was  set 
for  February  20  in  Oak  Hill  with  Dr.  Hartwell 
Thompson  of  Charleston  as  the  guest  speaker.- — Carl 
R.  Adkins,  M.  D.,  Secretary. 

it  it  it  it 

McDowell 

The  McDowell  County  Medical  Society  met  on 
January  9 at  Doctor’s  Memorial  Hospital  in  Welch. 

The  Program  Chairman,  Dr.  Guy  E.  Irvin,  was 
absent  because  of  illness.  A film  he  had  on  “Depres- 
sion,” however,  was  presented. 

A letter  from  the  West  Virginia  Medical  Institute, 
Inc.  was  read  stating  that  West  Virginia  will  be  a 
single  P3RO  area  under  designations  proposed  by 
the  U.  S.  Department  of  Health,  Education  and 
Welfare.  The  West  Virginia  Medical  Institute, 
which  is  implementing  PSRO  in  West  Virginia,  re- 
ported a membership  of  585  doctors  as  of  last 
December  28.  The  membership  of  this  County 
Society  was  encouraged  to  join  the  Institute. 


Camp  Shaw  Mi-Del-EcA 


A Summer  Camp  for  Boys  and  Girls,  6-15 
1974  Season 

Full  Season  — June  21  to  August  9 
1st  Term  — June  21  to  July  16 
2nd  Term  — July  16  to  August  9 


HUNTINGTON,  WEST  VIRGINIA 


For  color  brochure  and  complete  informa- 
tion write:  Camp  Shaw-Mi-Del-Eca,  Box 
747-4,  Lewisburg,  W.  Va.  24901.  Phone 
304/645-1309  or  304/645-3411. 
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The  Society  voted  to  continue  its  participation  in 
the  program  of  sending  The  West  Virginia  Medical 
Journal  to  students  from  our  area  enrolled  in  the 
West  Virginia  University  School  of  Medicine.  These 
students  are:  Michael  W.  Hansen,  Charles  J.  Mir- 
able,  Ronald  B.  Dalton,  William  M.  Mentz,  Virginia 
S.  Villani  and  Sheryl  L.  Linkous. — A.  A.  Carr,  M.  D., 
Secretary. 

MERCER 

The  Mercer  County  Medical  Society  met  on 
January  24  in  Bluefield  at  the  University  Club. 

Mrs.  Gene  Jones  gave  an  interesting  talk  about 
the  Ostomy  Visitation  Program  which  is  sponsored 
by  the  Cancer  Society.  Booklets  were  distributed 
and  ostomy  equipment  was  demonstrated.  Mrs.  Jones 
stressed  rehabilitation  service  and  asked  the  doctors 
to  refer  ostomy  patients  to  the  club  for  member- 
ship and  assistance. 

The  West  Virginia  Medical  Institute  was  dis- 
cussed and  application  blanks  were  distributed. 

The  Society  approved  sending  The  West  Virginia 
Medical  Journal  to  students  from  Mercer  County 
who  are  attending  the  West  Virginia  University 
School  of  Medicine. — John  J.  Mahood,  M.  D.,  Sec- 
retary. 

MONONGALIA 

Dr.  Irving  Kushner  presented  the  scientific  pro- 
gram at  the  meeting  of  the  Monongalia  County 
Medical  Society  on  January  8 at  the  Old  Mill  Club 
in  Morgantown.  Doctor  Kushner,  Professor  of  Medi- 


cine and  Chairman  of  the  Division  of  Rheumatology 
at  the  West  Virginia  University  School  of  Medi- 
cine, spoke  on  “The  Management  of  Rheumatoid 
Arthritis.” 

The  Society  again  voted  to  provide  subscriptions 
to  The  West  Virginia  Medical  Journal  for  students 
at  the  WVU  Medical  Center  who  come  from  Monon- 
galia County. 

Dr.  C.  A.  Logue  of  Morgantown  volunteered  to 
attend  the  AMA  National  Leadership  Conference 
on  January  25  in  Chicago. — H.  Summers  Harrison, 
M.  D.,  Secretary. 


Application  Deadline  June  15 
For  FP  Board  Exam 

A deadline  of  June  15  has  been  announced  for 
submitting  applications  for  the  next  certification 
examination  of  the  American  Board  of  Family  Prac- 
tice. 

The  next  two-day  written  examination  will  be 
given  October  19-20.  It  will  be  held  in  five  centers 
geographically  distributed  throughout  the  United 
States. 

Information  regarding  the  examination  may  be 
obtained  by  writing:  Nicholas  J.  Pisacano,  M.  D., 
Secretary,  American  Board  of  Family  Practice,  Inc., 
University  of  Kentucky  Medical  Center,  Annex  #2, 
Room  229,  Lexington,  Kentucky  40506.  Completed 
applications  also  should  be  sent  to  this  address. 


Radiology: 

Karl  J Myers,  M.  D. 


Pathology: 

Fulvio  Franyutti,  M D 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Korl  J.  Myers,  Jr.,  M.  D. 

Anesthesiology: 

G E.  Hartle,  M.  D. 


Pediatrics: 

D.  F.  Manger,  M.  D 

E.  G.  Kreider,  M.  D. 

Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


©PHYSICIANS 
PLANNING 
SERVICE 

WEST  VIRGINIA  SERVICE 
REPRESENTATIVES: 

William  W.  Jones 
R.  T.  Cunningham 
Charles  E.  Derbyshire 
Ron  L.  Lambert 
Larry  R.  McClung 
David  L.  Singleton 

510  PRICHARD  BUILDING 
HUNTINGTON,  W.  VA. 

Telephone:  529-7366 
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Book  Reviews 


YOUR  PERSONAL  LEARNING  PLAN  — Published  by  the 

Illinois  Council  on  Continuing  Medical  Education,  360  North 

Michigan  Avenue,  Chicago,  Illinois  60601.  1973.  Pp  32. 

Price  $1. 

The  pamphlet  outlines  the  elements  of  a good 
plan  for  future  education.  It  informs  you  on  how 
to  determine  your  needs  and  assess  your  own  prac- 
tice. 

It  is  a well-planned  procedure  for  self  determina- 
tion of  knowledge  and  will  indicate  the  gaps  where 
special  training  is  indicated.  For  success,  the  plan 
must  be  followed  carefully  and  continued  indefi- 
nitely. It  is  worth  a try. 

* * * * 

THE  DIABETIC  FOOT — By  Marvin  E.  Levin,  M.  D.,  Assist- 
ant Professor  of  Clinical  Medicine,  Washington  University 
School  of  Medicine;  Associate  Attending  Physician,  Jewish 
Hospital,  St.  Louis,  Missouri;  and  Lawrence  W.  O’Neal,  M.  D., 
Associate  Professor  of  Clinical  Surgery,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis,  Missouri.  The  C.  V. 
Mosby  Company,  11830  Westline  Industrial  Drive,  St.  Louis, 
Missouri  63141.  1973.  262  Pages  with  249  illustrations.  Price 
S25.50. 

This  small  volume,  262  pages,  is  filled  with  cur- 
rent information,  excellent  pictures,  and  advice  on 
how  to  manage  the  various  complications  which  the 
diabetic  and  the  physician  may  face  during  the 
course  of  this  chronic  disease. 


Although  it  is  edited  by  these  two  men  and  the 
contributors  consist  of  12  or  13  physicians  and 
surgeons,  it  seems  to  be  very  well  done,  and  it  is 
in  enough  detail  to  be  of  assistance  to  the  man  in 
his  office  or  for  the  surgeon  preparing  for  one  of 
the  surgical  procedures  that  may  become  needed. 

The  theoretical  aspects  are  not  overwhelming  and 
the  pictures  and  tables,  in  my  opinion,  are  excellent. 
This  is  a book  that  general  surgeons,  orthopedists 
and  vascular  surgeons  as  well  as  the  diabetic  spe- 
cialist would  find  very  useful  on  their  shelves.  The 
hospital  library  would  be  encouraged  to  have  the 
book  on  its  shelf  so  that  the  resident  may  refer  to 
it  from  time  to  time. 

I believe  that  this  small  book  will  prove  to  be  a 
very  useful  source  of  treatment  reference  for  me 
and  should  prove  of  inestimable  value  to  many 
practicing  and  teaching  physicians. — Ralph  H.  Nest- 
mann,  M.  D. 


Childhood  Cancer  Conference 
In  Dallas  May  16-18 

The  American  Cancer  Society’s  National  Confer- 
ence on  Childhood  Cancer  will  be  held  May  16-18 
at  the  Fairmont  Hotel  in  Dallas,  Texas.  The  pur- 
pose of  this  Conference  is  to  alert  the  medical  com- 
munity to  the  progress  being  made  in  the  diagnosis 
and  treatment  of  childhood  cancer  and  to  emphasize 
the  need  for  early  diagnosis. 

For  information  write;  American  Cancer  Society’s 
National  Conference  on  Childhood  Cancer,  219  East 
42nd  Street,  New  York,  New  York  10017. 


General  and  Thoracic  Surgery 


Stephen  T.  J.  Lee,  M.  D. 
James  A.  Gardner,  M.  D. 


Orthopedics 

Clifford  A.  Stevenson,  M.  D. 
S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 


Obstetrics-Gynecology 

Charles  W.  Merritt,  M.  D. 
Warren  D.  Elliott,  M.  D. 
Owen  C.  Meadows,  M.  D. 
Robert  P.  Pulliam,  M.  D. 

T.  J.  Ma-Luf,  M.  D. 

Ophthalmology 

Edward  T.  Liu,  M.  D. 


Stanaford  Road,  P.  O.  Box  50 
Beckley,  West  Virginia  25801 
Phone  (304)  252-7331 


Urology 

S.  L.  Francis,  M.  D. 


Internal  Medicine 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D 
Jose  L.  Oyco,  M.  D 
Eugene  Warvariv,  M.  D. 
R.  James  Yates,  M.  D. 


Pediatrics 

P.  B.  Gogo,  M.  D. 

R.  G.  D.  Concepcion,  M.  D 


Ear,  Nose  & Throat 

P.  C.  Corro,  M.  D. 

Radiology 

Thomas  L.  Martin,  M.  D. 


Clinic  Manager 

James  P.  Bland 
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CLASSIFIED 



WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


WANTED — Full-time  Public  Health  Physician  for 
Cabell-Huntington  Health  Department,  Huntington, 
West  Virginia.  Opening  available  immediately.  Con- 
tact Mr.  Ernest  Leaberry,  President,  1336  16th 
Street,  Huntington,  W.  Va.  25701. 

PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 

equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bcurne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modern  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring.  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact L.  Perry  Hyde,  M.  D.,  Director,  Emergency  and 
Ambulatory  Care,  Beckley  Appalachian  Regional 
Hospital,  Beckley,  W.  Va.  25801.  Phone:  (304) 

255-3000. 


WANTED— General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


FAMILY  PHYSICIANS— To  practice  at  Jackson 
General  Hospital  and  in  the  Ripley-Ravenswood 
area  of  West  Virginia.  Excellent  opportunities  in 
a prosperous  area  with  tremendous  growth  potential. 
Salary  guarantee  for  first  year.  Contact  Administra- 
tor, Jackson  General  Hospital,  Ripley,  West  Virginia 
25271.  Telephone:  (304)  372-2731. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modern 
ten-room  clinic  with  new  modern  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 
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What’s  in  it  for  you : 

U.S.  Savings  Bonds  are  one  way  to  take  stock 
in  America.  And  they’re  really  a great  way- because 
they  do  so  much  for  you.  U.S.  Savings  Bonds  are 
full  of  advantages  for  the  individual  saver. 


You  don’t  have  to  wait  forever 
for  your  money. 

Any  sizeable  savings  take  a while  to 
accumulate.  But  Bonds  now  mature 
faster  than  ever.  (5  years, 

10  months,  to  be  exact.)  So 
while  they’re  still  ideal 
for  long-term  plans, 

U.S.  Savings  Bonds 
can  now  work  for  your 
short-term  goals. 


Our  interest  rate  is  nothing 
to  scoff  at. 

E Bonds  yield  a healthy  interest  of 
5.5%  when  held  to  maturity  of  5 
years,  10  months  (4%  the  first  year). 
And  remember,  there's  a 10-year 
extension  privilege  beyond  maturity 
for  continued  earning. 


You  have  some  options 
with  taxes. 

First  of  all,  U.S.  Savings  Bond 
interest  is  exempt  from  all  state  and 
local  income  taxes. With  federal 
income  tax,  you  may  choose 
to  defer  reporting  your 
interest  until  the  Bonds 
are  redeemed  or  reach 
final  maturity  (which- 
ever comes  first). 

And  if  you’re  building 
funds  for  education 


or  retirement,  you  have  special 
tax-saving  opportunities  that  are 
worth  looking  into. 

If  you  need  a shove  to  get  you 
saving,  we  can  do  that  too. 

All  you  have  to  do  is  sign  up  for  the 
Payroll  Savings  Plan  at  work.  Then 
an  amount  you  specify  is  set  aside 
from  your  paycheck  each  month  and 
used  to  buy  Bonds.  While  you  use 
your  take-home  pay  for  immediate 
needs,  you’re  also  building  a nice 
nest  egg.  Automatically. 

They’re  safe  from  bad  luck,  bad 
memory  and  bad  guys. 

Bonds  are  replaced 
if  destroyed,  lost  or 
stolen.  With  no  red- 
tape  hassles.  Amd  at 
no  cost  to  you. 

They  come  in  all  sizes, 
but  they  fit  everyone. 

Bonds  don’t  come  with  hearts  or 
lace,  but  they  offer  a lot  of  hope,  love 
and  encouragement.  For  someone 
special,  Bonds  are  a Gift  Certificate 
of  the  Imagination. 

U.S.  Savings  Bonds. 

What  it  comes  down  to  is 
taking  stock  in  yourself. 


J U S Government  does  not  pay  (or  tnis  advertisement. 
■ , presented  as  a public  service  m cooperation  with  The 
2 lartmenl  ol  the  Treasury  and  The  Advertising  Council. 


W.  Shakespeare 


Life  would  be  pretty  dull  if  people 
couldn’t  dream.  Take  that  boat  you’re 
always  dreaming  about.  Just  think- 
ing about  it  makes  you  feel  pretty 
good.  But  you  won’t  just  have  to 
dream  if  you  buy  U.S.  Savings  Bonds. 
Because  Bonds  can  make  your  dream 
boat  a reality. 

Now  Bonds  mature  in  less  than  six 
years.  Which  means  maybe  it  won’t 
take  forever  for  your  ship  to  come  in. 

Just  knowing  you’ve  got  the  safety 
and  security  of  U.S.  Savings  Bonds 
working  for  you  can  make  dreaming 
for  anything  a lot  more  fun.  Because, 
with  Bonds,  the  good  times  and  the 
good  things  can  really  happen. 


So,  don’t  give  up  dreaming.  Just 
keep  buying  U.S.  Savings  Bonds— 
they’re  the  stuff  dreams  are  made  of. 


Now  E Bonds  pay  5'  j%  interest  when  held  to 
maturity  of  5 years,  10  months  (47c  the  first 
year).  Bonds  are  replaced  if  lost,  stolen,  or 
destroyed.  When  needed  they  can  be  cashed 
at  your  bank.  Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax  may 
be  deferred  until  redemption. 


i ^ % 


X 
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Take  stock  in  America. 

Now  Bonds  mature  in  less  than  six  years. 
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Before  prescribing,  please  consult 
i nplete  product  information,  a summary 
i which  follows: 

Indications:  Relief  of  anxiety  and 
I ision  occurring  alone  or  accompanying 
■ -ious  disease  states. 

Contraindications:  Patients  with  known 
| persensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
I ssible  combined  effects  with  alcohol  and 
i ler  CNS  depressants.  As  with  all 
US-acting  drugs,  caution  patients 
ainst  hazardous  occupations  requiring 
mplete  mental  alertness  (e.g.,  oper- 
ng  machinery,  driving).  Though  physi- 
I and  psychological  dependence  have 
-ely  been  reported  on  recommended 
ses,  use  caution  in  administering  to 
t1  diction-prone  individuals  or  those  who 
ight  increase  dosage;  withdrawal  symp- 
ms  (including  convulsions),  following 
Iscontinuation  of  the  drug  and  similar 
those  seen  with  barbiturates,  have  been 
ported.  Use  of  any  drug  in  pregnancy, 

• station,  or  in  women  of  childbearing 
|;e  requires  that  its  potential  benefits 
; weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
litated,  and  in  children  over  six,  limit  to 
jnallest  effective  dosage  (initially  10 
g or  less  per  day)  to  preclude  ataxia  or 
'ersedation,  increasing  gradually  as 
heded  and  tolerated.  Not  recommended 
ij  children  under  six.  Though  generally 
ij  it  recommanded,  if  combination  therapy 
ith  other  psychotropics  seems  indicated, 
arefully  consider  individual  pharmaco- 
igic  effects,  particularly  in  use  of  poten- 
ating  drugs  such  as  MAO  inhibitors 
nd  phenothiazines.  Observe  usual  precau- 
i ons  in  presence  of  impaired  renal 
r hepatic  function.  Paradoxical  reac- 
ons  (e.g.,  excitement,  stimulation  and 
(cute  rage)  have  been  reported  in  psychi- 
I trie  patients  and  hyperactive  aggressive 
| hildren.  Employ  usual  precautions  in  treat- 
nent  of  anxiety  states  with  evidence  of 
Tipending  depression;  suicidal  tendencies 
nay  be  present  and  protective  measures 
ecessary.  Variable  effects  on  blood 
oagulation  have  been  reported  very  rarely 
i patients  receiving  the  drug  and  oral 
nticoagulants;  causal  relationship  has 
ot  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
taxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d .;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1000.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

up  to  100  mg  daily  in 
severe  anxiety 


Librium 


(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through  tient,  thereby  encouraging  physiciai] 
its  antianxiety  action,  adjunctive  patient  rapport  and,  on  occasion, 
Librium  (chlordiazepoxide  HCI)  can  making  it  easier  for  the  patientto 
often  calm  the  emotionally  tense  pa-  accept  medical  counsel. 


for  relief  of  excessive  anxiety 


ROCHE 


Please  see  reverse  side 
for  summary  of  product  information. 


>>  Librium  10-ma  capsules 

(chlordiazepoxide  HCI) 


— 
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u-iuu  nerin  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 

U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
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Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 
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Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ; abrupt  withdrawal  1 5 
be  associated  with  temporary  in- 
crease in  frequency  and/ or  sever  r 
of  seizures.  Advise  against  simul 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdraw  1 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discor 
tinuance  (convulsions,  tremor,  at 
dominal  andmusclecramps,  vomil 
and  sweating).  Keep  addiction-pr  e 
individuals  under  careful  surveil 
lance  because  of  their  predisposiln 
to  habituation  and  dependence.  Ii 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 

ymptom  complex 

;>  Valium  (diazepam) 


hen  you  determine  that  the 
:oressive  symptoms  are  associated 
; h or  secondary  to  predominant 
ajdety  in  the  psychoneurotic 
ient,  consider  Valium  (diazepam) 
iddition  to  reassurance  and 
inseling,  for  the  psychotherapeutic 
)port  it  provides.  As  anxiety  is 
eved,  the  depressive  symptoms 
arable  to  it  are  also  often  relieved 
'^reduced. 

The  beneficial  effect  of  Valium  is 
1 tally  pronounced  and  rapid, 
i provement  generally  becomes 
: dent  within  a few  days,  although 


ecautions:  If  combined  with 
si  sychotropics  or  anticonvul- 
■ :onsider  carefully  pharma- 
g of  agents  employed ; drugs 

1 i phenothiazines,  narcotics, 
rirates,  MAO  inhibitors  and 
) ntidepressants  may  poten- 

2 3 action.  Usual  precautions 
c ed  in  patients  severely  de- 

‘ 1,  or  with  latent  depression, 
i!  suicidal  tendencies.  Observe 
i recautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihc 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


BUTISOL  Sodium  provides  highly  predictable  sedative  effec 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  form 
and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non* 

cumulative  action  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster”  nor  a “hangover”  effect. 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Butiisol 

(SODIUM  BUTABARBITAL) 


SODIUM. 


f 


(McNEIL) 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumar 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitate 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohi 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  thoj 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 
For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 c 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 

hi itaharhitahl  IS  mn  mn  SO  mn  100  mn 


McNeil  Laboratories  Inr.  Fnrt  Washinntnn  Pa  10034 
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the  smooth  road 
to  thyroid  replacement 

therapy 

Synthroid  is  I4. 

It  provides  your  patients  with 
what  is  needed  for  eoniplete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine)  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison's  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing's  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  pat  'j 
with  cardiovascular  disease;  developme  I 
chest  pains  or  other  aggravations  of  cardi  I 
cular  disease  requires  a reduction  in  dosag 


Contraindications:  Thyrotoxicosis,  acute  my  j 
dial  infarction.  Side  effects:  The  effects  of  N 
THROID  (sodium  levothyroxine)  therapy  are  I 
in  being  manifested.  Side  effects,  when  the! 
occur,  are  secondary  to  increased  rates  of  i 
metabolism;  sweating,  heart  palpitations  I 
or  without  pain,  leg  cramps,  and  weight  * 
Diarrhea,  vomiting,  and  nervousness  have  * 
been  observed.  Myxedematous  patients  H 
heart  disease  have  died  from  abrupt  incree 
in  dosage  of  thyroid  drugs.  Careful  observe 
of  the  patient  during  the  beginning  of  any# 
roid  therapy  will  alert  the  physician  to  an>  n 
toward  effects. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  lor  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs,  2 


1 Synthroid  isT4. 

o 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3t4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


O Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 


■ In  most  cases  with  side  effects,  a reduction  of 
• sage  followed  by  a more  gradual  adjustment 
I 'ward  will  result  in  a more  accurate  indication 
t the  patient’s  dosage  requirements  without  the 
pearance  of  side  effects. 


■ sage  and  Administration:  The  activity  of 
10.1  mg.  SYNTHROID.  (sodium  levothyroxine) 
iBLET  is  equivalent  to  approximately  one  grain 
yroid,  U.S.P.  Administer  SYNTHROID  tablets 

I a single  daily  dose.  In  hypothyroidism  with- 
|it  myxedema,  the  usual  initial  adult  dose  is 

I I mg.  daily,  and  may  be  increased  by  0.1  mg. 

' ery  30  days  until  proper  metabolic  balance  is 
Itained.  Clinical  evaluation  should  be  made 
lonthly  and  PBI  measurements  about  every  90 
'tys.  Final  maintenance  dosage  will  usually 

nge  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 

I arting  dose  should  be  0.025  mg.  daily.  The 


7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy 

B Synthroid 

(sodium  levothynxinei) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  mi.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 
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WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION 

1526  Charleston  National  Plaza 
(P.  O.  Box  1031) 

Charleston,  W.  Va.  25324 

(304)  346-0551 

OFFICERS 

President:  A.  Thomas  McCoy,  Charleston 
President  Elect:  William  E.  Gilmore,  Parkersburg 
Vice  President:  Jack  Leckie,  Huntington 
Treasurer:  Kenneth  G.  MacDonald,  Charleston 
Executive  Secretary:  Mr.  William  H.  Lively,  Charleston 
Executive  Assistant:  Mr.  Custer  B.  Holliday,  Charleston 
Projects  Director:  Mr.  Charles  R.  Lewis,  Charleston 
AM  A De  legat  es: 

Richard  E.  Flood  (1974),  Weirton 
Frank  J.  FIolroyd  (1975),  Princeton 
AMA  Alternates: 

Harry  S.  Weeks,  Jr.  (1974),  Wheeling 
George  R.  Callender,  Jr.  (1975),  Charleston 

COUNCIL 

Chairman:  Worthy  W.  McKinney,  Beckley 
At  Large:  Harry  S.  Weeks,  Jr.,  Wheeling 

MEMBERS 

Robert  R.  Weiler  (1975),  Wheeling 
Robert  G.  Janes  ( 1974),  _Fairmont 
Charles  E.  Andrews  (19/5),  Morgantown 
Robert  R.  Pittman  (1974),  Martinsburg 
Robert  W.  Bess,  Jr.  (19/5),  Piedmont 
L.  11.  Neeflen  (1974),  Elkins 
Robert  D.  Hess  (1975),  Bridgeport 
1:.  Lloyd  Blair  (1974),  Parkersburg 
Louis  W.  Groves,  Jr.  (1975),  Ricluvood 
Harold  N.  Kac.an  (19/4),  Huntington 
J.  L.  Mancus  (19/5),  Charleston 
W.  Alva  Deardortf  (J9/4),  Charleston 
Richard  G.  Starr  (19/4),  Beckley 
John  J.  Mahood  (197_5),  Bluefield 
Thomas  P.  Long  (19/4),  Man 


STANDING  COMMITTEES 

Aging 

Eldon  B.  Tucker,  Morgantown,  Chairman;  Myer  Bogarad,  Weirton; 
and  Richard  Hamilton,  St.  Marys. 

Cancer 

Alvin  L.  Watne,  Morgantown,  Chairman;  John  J.  Battaglino,  Jr., 
Wheeling;  F.  Lloyd  Blair,  Parkersburg;  Harry  F.  Cooper,  Beckley;  L. 
Walter  Fix,  Martinsburg;  William  E.  Gilmore,  Parkersburg;  David  B. 
Gray,  Charleston;  Ray  A.  Harron,  Bridgeport;  Hu  C.  Myers,  Philippi; 
Jess  S.  Renedo,  Wheeling;  Richard  G.  Starr,  Beckley;  Charles  W. 
1 hacker,  Parkersburg;  John  W.  Trenton,  Kingwood;  James  H.  Walker, 
Charleston;  and  Chauncey  B.  Wright,  Huntington. 

Constitution  and  By-Laws 

Harry  S.  Weeks,  Jr.,  Wheeling,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  Richard  E.  nood,  vVeirton;  J.  C.  Huffman,  Buckhannon; 
Carl  B.  Hail,  Charleston;  Sobisca  S.  Hall,  Clarksburg;  John  W.  Hash, 
Charleston;  James  S.  Klumpp,  Huntington;  Athey  R.  Lutz,  Parkersburg; 
Richard  V.  Lynch,  Jr.,  Morgantown;  and  L.  J.  Pace,  Princeton. 

Insurance 

C.  A.  Hoffman,  Huntington,  Chairman;  Andrew  J.  Barger,  Glen 
Dale;  James  A.  Barnes,  Beck.ey;  Robert  L.  Chamberlain,  Buckhannon; 
John  T.  Chambers,  Charleston;  R.  U.  Drinkard,  Wheeling;  A.  C. 
Esposito,  Huntington;  F.  Perry  Greene,  Jr.,  Parkersburg;  Upshur  Hig- 
ginbotham, Bluefield;  Kenneth  G.  MacDonald,  Charleston;  Buford  W. 
McNeer,  Hinton;  J.  C.  Pickett,  Morgantown;  Robert  S.  Robbins, 
Wheeling;  and  C.  Vincent  Townsend,  Martinsburg. 

Interprofessional  Relations 

William  E.  Gilmore,  Parkersburg,  Chairman;  George  L.  Armbrecht, 
Wheeling;  Alberto  G.  Capinpin  and  Jean  P.  Cavender,  Charleston; 
R.  C.  Cowan,  Jr.,  and  Dwight  P.  Cruikshank,  Parkersburg;  V.  L. 
Dyer,  Petersburg,-  Richard  E.  Flood,  Weirton;  John  L.  Fullmer,  Mor- 
gantown; S.  William  Goff,  Parkersburg;  George  V.  Hamrick,  Charles- 
ton; John  J.  Mahood,  Bluefield;  L.  J.  Pace,  Princeton;  Paul  H.  Rever- 
comb,  Charleston;  L.  Dale  Simmons,  Clarksburg;  Tracy  N.  Spencer, 
Jr.,  South  Charleston;  James  A.  Thompson,  Clarksburg;  and  A.  J. 
Villani,  Welch. 

Legislative 

Frank  J.  Holroyd,  Princeton,  Chairman;  W.  P.  Bittinger,  Oak  Hill; 
J.  E.  Blaydes,  Jr.,  Bluefield;  John  T.  Chambers,  Charleston;  George  A. 
Curry,  Morgantown;  Del  Roy  R.  Davis,  Kingwood;  Roy  A.  Edwards, 
Jr.,  and  A.  C.  Esposito,  Huntington;  George  Gevas,  Parkersburg;  Paul 
E.  Gordon,  Clarksburg;  Louis  W.  Groves,  Jr.,  Richwood;  N.  B.  Groves, 
Jr.,  Martinsburg;  Carl  B.  Hall,  John  M.  Hartman,  John  W.  Hash  and 
John  A.  B.  Holt,  Charleston;  J.  C.  Huffman,  Buckhannon;  Jack  Leckie, 
Huntington;  Charles  L.  Leonard,  Elkins;  Milton  J.  Lilly,  Jr.,  Charles- 
ton; Paul  L.  McCuskey,  Parkersburg;  Charles  W.  Merritt,  Beckley; 
Thomas  G.  Reed,  Charleston;  Joseph  D.  Romino,  Fairmont;  Carl  J. 
Roncaglione,  William  B.  Rossman  and  Page  H.  Seekford,  Charleston; 
Robert  G.  Shirey,  Lewisburg;  Jack  J.  Stark,  Belpre,  Ohio;  I.  Ewen 
Taylor,  Huntington;  A.  J.  Villani,  Welch;  David  E.  Wallace,  Madison; 
Stephen  D.  Ward,  Wheeling;  Henry  F.  Warden,  Jr.,  Bluefield;  J.  Hugh 
Wiley,  Morgantown;  and  David  E.  Yoho,  Glen  Dale. 

Maternal  and  Perinatal  Fetal  Welfare 
A.  J.  Villani,  Welch,  Chairman;  Walter  A.  Bonney,  Jr.,  Morgan- 
town; Clarence  H.  Boso  and  Thomas  J.  Conaty,  Huntington;  Robert  D. 
Crooks,  Parkersburg;  Larry  D.  Curnutte  and  Frederick  H.  Dobbs, 
Charleston;  T.  Keith  Edwards,  Bluefield;  Thomas  G.  Folsom,  Hunting- 
ton;  N.  W.  Fugo,  Morgantown;  George  Gevas,  Parkersburg;  Robert 
Greco,  Morgantown;  George  L.  Grubb,  Charleston;  C.  S.  Harrison, 
Clarksburg;  Edwin  J.  Humphrey,  III,  Huntington;  W.  Gene  Klingberg, 
Morgantown;  A.  Robert  Marks,  Clarksburg;  Rose  H.  McClanahan, 
Charleston;  Charles  W.  Merritt,  Beckley;  Thomas  G.  Potterfield, 
Charleston;  Robert  P.  Pulliam,  Beckley;  Meryleen  B.  Smith,  Peters- 
town;  Gates  J.  Wayburn,  Huntington;  and  Patrick  C.  Williams,  Jr., 
Charleston. 

Medical  Aspects  of  Sports 

Richard  W.  Corbitt,  Parkersburg,  Chairman;  K.  D.  Bowers,  Jr.,  Mor- 
gantown; R.  L.  Chamberlain,  Buckhannon;  Robert  A.  Crawford,  Jr., 


and  Henry  R.  Glass,  Jr.,  Charleston;  Robert  W.  Howes,  Jr.,  Parkers- 
burg; Joe  N.  Jarrett,  Oak  Hill;  James  S.  Kessel,  Ripley;  Jack  C.  Mor- 
gan, Fairmont;  George  Naymick,  Weirton;  W.  H.  Rardin,  Beckley; 
Carl  J.  Roncaglione,  Charleston,-  George  W.  Rose,  Clarksburg;  Herbert 
E.  Warden,  Morgantown;  and  Moseley  H.  Winkler,  Charleston. 

Medical  Economics 

Carl  J.  Roncaglione,  Charleston,  Chairman;  and  W.  Alva  Deardorff, 
Charleston,  Vice  Chairman;  Charles  E.  Andrews,  Morgantown;  Robert 
W.  Bess,  Jr.,  Piedmont;  George  R.  Callender,  Jr.,  and  Marshall  J. 
Carper,  Charleston;  Donald  R.  Chadwick,  Beckley;  Jacques  Charbon- 
mez.  Charleston;  C.  Richard  Daniel,  Beckley;  Daniel  W.  Dickinson, 
Wheeling;  Albert  C.  Esposito,  Huntington;  Richard  E.  Flood,  Weir- 
ton; Robert  L.  Ghiz,  Charleston;  N.  B.  Groves,  Martinsburg;  Daniel 
Hale,  Princeton;  John  M.  Hartman,  Charleston;  C.  A.  Hoffman, 
Huntington;  George  W.  Hogshead,  Nitro;  Thomas  J.  Holbrook, 
Huntington;  Ralph  J.  Holloway,  South  Charleston;  Logan  W.  Hovis, 
Vienna;  James  T.  Hughes,  Ripley;  Ray  M.  Kessel,  Logan;  W.  Gene 
Klingberg,  Morgantown;  Milton  J.  Lilly,  Jr.,  Charleston;  Thomas  P. 
Long,  Man;  Richard  V.  Lynch,  Jr.,  Morgantown;  J.  L.  Mangus  and 
Theodore  P.  Mantz,  Charleston;  Lawrance  S.  Miller,  Morgantown; 
William  C.  Morgan,  Jr.,  Charleston;  Milton  E.  Nugent,  Wheeling; 
Seigle  W.  Parks,  Charleston;  James  E.  Powers,  Princeton;  James  T. 
Spencer,  Charleston;  Clifford  A.  Stevenson,  Beckley;  James  H.  Walker, 
Charleston;  and  J.  D.  H.  Wilson,  Clarksburg. 

Medical  Education  and  Hospitals 

Pat  A.  Tuckwi.ier,  Charleston,  Chairman;  Wm.  O.  McMillan,  Jr., 
Charleston,  and  Richard  V.  Lynch,  Jr.,  Morgantown,  Vice  Chair- 
men; Charles  E.  Andrews,  Morgantown;  Leo  H.  T.  Bernstein, 
Martinsburg;  William  H.  Carter  and  John  T.  Chambers,  Charleston; 
Del  Roy  R.  Davis,  Kingwood;  C.  Richard  Daniel,  Beckley;  Thomas  O. 
Dotson,  White  Sulphur  Springs,-  Albert  C.  Esposito,  Huntington;  Wil- 
liam E.  Gilmore,  Parkersburg;  Robert  D.  Hess,  Bridgeport;  Upshur 
Higgonbotham,  Bluefield;  Winfield  C.  John,  Huntington;  George  M. 
Kellas,  Wheeling;  Jack  Leckie,  Huntington;  Mary  Lou  L.  Lewis,  Char- 
leston; John  D.  Lindsay,  Jr.,  Fairmont;  David  Z.  Morgan;  Morgan- 
town; Robert  R.  Pittman,  Martinsburg;  Herbert  H.  Pomerance,  Char- 
leston; Howard  B.  Sauder,  Wheeling;  Harold  Selinger  and  Edwin 
M.  Shepherd,  Charleston;  Philip  M.  Sprinkle,  Morgantown;  Richard 
G.  Starr,  Beckley;  Hartwell  G.  Thompson,  Charleston;  John  W. 
Traubert,  Wellsburg;  and  J.  Hugh  Wiley,  Morgantown. 

Medical  Emergencies  and  Civil  Defense 

John  A.  B.  Holt,  Charleston,  Chairman;  Harold  D.  Almond,  Buck- 
hannon; Dominic  A.  Brancazio,  Weirton;  Harry  F.  Coffman,  Keyser; 
Salvador  Diaz,  Huntington;  Ernest  G.  Guy,  Philippi;  Charles  H.  Hiles, 
Wheeling;  John  J.  Mahood,  Bluefield;  Donald  R.  Lantz,  Parkersburg; 
Joseph  T.  Mallamo,  Fairmont;  John  B.  Markey,  Charleston;  James  G. 
Ralston,  Clarksburg;  William  S.  Sadler,  Barboursville;  Lyie  D.  Vincent, 
Parkersburg;  John  W.  Whitlock,  Beckley;  and  E.  Andrew  Zepp,  Mar- 
tinsburg. 

Medical  Scholarships 

Martha  Jane  Coyner,  harrisville,  Chairman;  Marshall  J.  Carper, 
Charleston;  Robert  D.  Hess,  Bridgeport;  Thomas  J.  Holbrook,  Hunting- 
ton;  Russel  Kessel,  Charleston;  John  Mark  Moore,  Wheeling;  and 
Clark  K.  Sleeth,  Morgantown. 

Mental  Health 

Roy  A.  Edwards,  Jr.,  Huntington,  Chairman;  Mildred  Mitchell- 
Bateman,  Charleston;  Randall  Connolly,  Vienna;  Thomas  S.  Knapp, 
Charleston;  S.  Elizabeth  McFetridge,  Shepherdstow  n;  L.  J.  Pace, 
Princeton;  William  B.  Rossman,  Charleston;  O.  Lee  Trick,  Morgan- 
town; A.  L.  Wanner  and  Stephen  D.  Ward,  Wheeling;  Charles  C. 
Weise,  Charleston;  and  A.  C.  Woofter,  Parkersburg. 

Military  Medical  Affairs 

Russel  Kessel,  Charleston,  Chairman;  Bert  Bradford,  Jr.,  Charleston; 
Robert  D.  Hess,  Bridgeport;  and  Logan  W.  Hovis,  Vienna. 

Program 

J.  Hugh  Wiley,  Morgantown,  Chairman;  John  T.  Chambers,  Charles- 
ton; William  E.  Gilmore,  Parkersburg;  Winfield  C.  John,  Huntington; 
Ray  M.  Kessel,  Logan;  and  Philip  M.  Sprinkle,  Morgantown. 

Public  Service 

Albert  C.  Esposito,  Huntington,  Chairman;  John  M.  Bobbitt,  Hunt- 
ington; George  A.  Curry,  Morgantown;  C.  R.  Davisson,  Weston;  Leon- 
ard M.  Eckmann,  South  Charleston;  G.  Thomas  Evans,  Fairmont;  Louis 
W.  Groves,  Jr.,  Richwood;  N.  B.  Groves,  Martinsburg;  Carl  E.  Johnson, 
Morgantown;  E.  Lee  Jones,  Wheeling;  C.  A.  Logue,  Morgantown; 
George  E.  McCarty,  Parkersburg;  Charles  W.  Merritt,  Beckley;  L.  J. 
Pace,  Princeton;  Joseph  B.  Reed,  Buckhannon;  Page  H.  Seekford, 
Cnarleston;  Jack  J.  Stark,  Belpre,  Ohio;  Stephen  D.  Ward,  Wheeling; 
and  A.  J.  Weaver,  Clarksburg. 

Rehabilitation 

Buford  W.  McNeer,  Hinton,  Chairman;  Jean  P.  Cavender,  Charleston; 
James  A.  Gardner,  Beckley;  James  A.  Heckman,  Huntington;  Thomas 
M.  Howes,  Morgantown;  Francis  H.  Hughes,  Parkersburg;  Ralph  H. 
Nestmann,  Charleston;  J.  C.  Pickett,  Morgantown;  Jack  Pushkin, 
Charleston;  M.  D.  Reiter,  Wheeling;  L.  Dale  Simmons,  Clarksburg; 
Robert  R.  Weiler,  Wheeling;  J.  Hugh  Wiley,  Morgantown;  and  Roy 
James  Yates,  Beckley. 

Resolutions 

Richard  E.  Flood,  Weirton,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  C.  A.  Hoffman,  Huntington;  Worthy  W.  McKinney,  Beck- 
ley; L.  J.  Pace,  Princeton;  and  Harry  S.  Weeks,  Jr.,  Wheeling. 

Rural  Health 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Harold  D.  Almond, 
Buckhannon;  J.  C.  Arnett,  Rowlesburg;  Ralph  H.  Boone,  Sistersville; 
B.  S.  Brake,  Clarksburg;  Robert  W.  Coplin,  Elizabeth;  Del  Roy  P.  Davis, 
Kingwood;  N.  H.  Dyer,  Charleston;  Vernon  L.  Dyer,  Petersburg;  Earl 
L.  Fisher,  Gassaway;  Robert  R.  Frye,  Mannington;  O.  M.  Harper,  Clen- 
denin;  Mehmet  V.  Kalaycioglu,  Shinnston;  Charles  T.  Lively,  Weston; 
Ralph  McGraw,  Follansbee;  Joseph  B.  Reed,  Buckhannon;  Charles  J. 
Sites,  Franklin;  and  Charles  E.  Staats,  Charleston. 

Tuberculosis 

Hugh  S.  Edwards,  Beckley,  Chairman;  J.  N.  Aceto,  Wheeling; 
Charles  E.  Andrews,  Morgantown;  Robert  M.  Biddle,  Parkersburg; 
J.  M.  Brand,  Chester;  William  L.  Cooke,  Charleston;  N.  Allen  Dyer, 
Bluefield;  George  F.  Evans,  Clarksburg;  Dominic  J.  Gaziano,  Charles- 
ton; G.  R.  Maxwell,  Morgantown;  Ralph  H.  Nestmann  and  Morris  H. 
O'Dell,  Charleston;  Robert  J.  Reed,  III,  Wheeling;  James  T.  Smith, 
Charleston;  M.  A.  Viggiano,  New  Martinsville;  James  H.  Walker, 
Charleston;  and  David  H.  Williams,  Weirton. 

Venereal  Disease 

N.  H.  Dyer,  Charleston,  Chairman;  Hunter  Boggs,  Charleston;  C.  Y. 
Moser,  Kingwood;  Frank  M.  Peck,  Huntington;  David  S.  Pugh,  Chester; 
Thomas  L.  Thomas,  Wheeling;  M.  A.  Viggiano,  New  Martinsville; 
Lyle  D.  Vincent,  Parkersburg;  and  Isaiah  A.  Wiles,  Morgantown. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 1 3/ug/  ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./  lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROGRIG 

A division  of  Pfizer  Pharmaceuticals 

New  York.  New  York  10017 


A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp=20  cc.) 
offers  highly  effective  control 
of  both  pm  worms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescnption  can 
economically  treat  the  entire 
family. 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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Please  see  prescribing  information  on  facing  page. 


With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action  — involving  the  doct( 
the  patient,  the  American 
Cancer  Society  — a partner 
ship  for  life. 


WEST  VIRGINIA  DIVISION,  INC 
325  Professional  Building 
Charleston,  West  Virginia 


IE  PUBLISHER  AS  A PUBLIC  SERVICE 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, t lie  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  DlMETAPP 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  t lie 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Void  or 


AUeryy? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

/HfROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on- 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
s an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains-  Phenobarbital  [Va  gr.),  16  2 mg  (warning 
may  be  habit  forming)  Aspirin  (2%  gr.).  162  0 mq  ; Phenacetin  (3  gr  ).  194  0 mg  ; Codeine 
phosphate,  Va  gr.  (No.  2),  Vi  gr.  (No  3)  or  1 gr  (No  4)  (warning:  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature 

/jr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
's!. stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond,  Va 


AH  ROBINS 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  hone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidnev  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  METHENAM1NE,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  rnethe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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IX 


The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 
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Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern  — in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
it  on  this  unique 

antihypertensive 


e owering  blood  pressure.  But 
;■  :here  are  other  considerations 
s as  well.  Cardiac  output  is  usu- 
a ally  maintained  with  no  cardiac 
r acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Some  patients  on  continuous 
methyldopa  therapy  may  de- 
velop a positive  direct  Coombs 
test.  For  more  details,  see  the 
brief  summary  of  prescribing 
information. 

Contraindicated  in  active  he- 
patic disease  and  known  sensi- 
tivity to  the  drug.  Not  recom- 
mended in  pheochromocytoma 
or  pregnancy.  It  should  be  used 
with  caution  in  patients  with  a 
history  of  liver  disease  or  dys- 
function. Discontinue  the  drug 
if  fever,  abnormal  liver  func- 
tion, jaundice,  or  acquired 
hemolytic  anemia  occurs. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  known  sen- 
sitivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  Acquired  hemolytic  anemia  has  occurred 
rarely  in  association  with  therapy  with  methyldopa. 
Should  clinical  symptoms  indicate  the  possibility 
of  anemia,  hemoglobin  and/or  hematocrit  deter- 
minations should  be  performed.  If  anemia  is  pres- 
ent, appropriate  laboratory  studies  should  be  done 
to  determine  if  hemolysis  is  present.  Evidence 
of  hemolytic  anemia  is  an  indication  for  discontin- 
uation of  the  drug.  Discontinuation  of  methyldopa 
alone  or  the  initiation  of  adrenocortical  steroids 
usually  results  in  a prompt  remission  of  the  ane- 
mia. Rarely,  however,  fatalities  have  occurred. 

Some  patients  on  continued  therapy  with  methyl- 
dopa develop  a positive  direct  Coombs  test;  inci- 
dence reported  has  averaged  between  10%  and 
20%.  It  rarely  occurs  in  first  six  months  of  ther- 
apy, and  if  not  seen  within  twelve  months,  is  un- 
likely to  develop  with  continued  administration. 
Positive  Coombs  test  is  dose-related;  lowest  in- 
cidence occurs  in  patients  on  1 g methyldopa  or 
less  per  day.  Reversal  of  the  positive  Coombs  test 
occurs  within  weeks  to  months  after  discontinua- 
tion of  methyldopa.  Prior  knowledge  of  a positive 
Coombs  reaction  aids  in  evaluation  of  cross  match 
for  transfusions.  Patients  with  positive  Coombs 
tests  at  time  of  cross  match  may  exhibit  incom- 
patible minor  cross  match.  When  this  occurs,  an 
indirect  Coombs  test  should  be  performed.  If  nega- 
tive, transfusion  with  blood  otherwise  compatible 
in  the  major  cross  match  may  be  carried  out.  If 
positive,  advisability  of  transfusion  with  blood 
compatible  in  major  cross  match  should  be  deter- 
mined by  hematologist  or  expert  in  transfusion 
problems. 

Fever  has  occurred  within  first  three  weeks  of  ther- 
apy, sometimes  with  eosinophilia  or  abnormalities 
in  liver  function  tests,  such  as  serum  alkaline 
phosphatase,  serum  transaminases  (SGOT,  SGPT), 
bilirubin,  cephalin  cholesterol  flocculation,  pro- 
thrombin time,  and  bromsulphalein  retention.  Jaun- 
dice, with  or  without  fever,  may  occur,  with  onset 
usually  in  the  first  two  to  three  months  of  therapy. 
Rare  cases  of  fatal  hepatic  necrosis  have  been  re- 
ported. Liver  biopsy  in  several  patients  with  liver 
dysfunction  has  shown  microscopic  focal  necrosis 
compatible  with  drug  hypersensitivity.  Rarely,  re- 
versible reduction  in  leukocyte  count  with  primary 
effect  on  granulocytes  has  been  seen;  reversible 
agranulocytosis  has  been  reported.  Methyldopa 
may  interfere  with  measurement  of  creatinine  by 
alkaline  picrate  method  and  of  uric  acid  by  phos- 
photungstate  method.  When  used  with  other  anti- 
hypertensive drugs,  potentiation  of  antihyperten- 
sive action  may  occur. 

Usage  in  Pregnancy  and  Childbearing  Age  — Not 


recommended  in  pregnancy.  In  women  of  child- 
bearing age,  weigh  potential  benefits  against  pos- 
sible fetal  hazards. 

Precautions:  Perform  periodic  hepatic  function 
tests  and  white  cell  and  differential  blood  counts 
during  first  six  to  twelve  weeks  of  therapy  or  in 
unexplained  fever.  Discontinue  if  fever,  abnormal- 
ities in  liver  function  tests,  or  jaundice  appears. 
Since  methyldopa  causes  fluorescence  in  urine  sam- 
ples at  the  same  wavelengths  as  catecholamines, 
spuriously  high  levels  of  urinary  catecholamines 
may  be  reported.  This  will  interfere  with  the  diag- 
nosis of  pheochromocytoma.  Discontinue  drug  if 
involuntary  choreoathetotic  movements  occur  in 
patients  with  severe  bilateral  cerebrovascular  dis- 
ease. Anesthetics  requirements  may  be  reduced; 
hypotension  occurring  during  anesthesia  usually 
can  be  controlled  with  vasopressors.  Hypertension 
may  occur  after  dialysis  because  methyldopa  is 
removed  by  this  procedure. 

Dosage  should  be  limited  initially  to  500  mg  daily 
when  following  previous  antihypertensive  agents 
other  than  thiazides.  Do  not  exceed  recommended 
daily  dose  of  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sen- 
sitivity in  those  with  advanced  arteriosclerotic 
vascular  disease;  this  may  be  avoided  by  lower 
doses.  Tolerance  occasionally  seen  either  early  or 
late,  but  more  likely  between  second  and  third 
month  after  initiation  of  therapy;  increased  dos- 
age or  combined  therapy  with  a thiazide  frequently 
restores  effective  control. 

Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure, including  dizziness,  lightheadedness,  and 
symptoms  of  cerebrovascular  insufficiency,  are 
seen  occasionally.  Angina  pectoris  may  be  aggra- 
vated. Symptoms  of  orthostatic  and  exercise  hypo- 
tension may  occur;  if  symptoms  occur,  reduce 
dosage.  Bradycardia,  nasal  stuffiness,  mild  dry- 
ness of  mouth,  and  gastrointestinal  symptoms  in- 
cluding distension,  constipation,  flatus,  and  diarrhea 
occur  occasionally;  these  can  be  relieved  by  reduc- 
ing dosage.  Nausea  and  vomiting  have  been  re- 
ported in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation 
of  salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  Rarely,  urine  ex- 
posed to  air  may  darken  due  to  breakdown  of 
methyldopa  or  its  metabolites.  Other  rare  reac- 
tions include  breast  enlargement,  lactation,  impo- 
tence, decreased  libido,  skin  rash,  mild  arthralgia, 
myalgia,  paresthesias,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression,  reversible  thrombocyto- 
penia, drug-related  fever  and  abnormal  liver  func- 
tion studies  with  jaundice  and  hepatocellular 
damage  (see  Warnings  and  Precautions),  rise  in 
BUN,  and  a single  case  of  bilateral  Bell's  palsy. 

Supplied:  Tablets,  containing  250  mg  methyldopa 
each,  in  single-unit  packages  of  100  and  bottles 
of  100  and  1000. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC., 
West  Point,  Pa.  19486 


blood  pressure 
“required 
reading” 
for  all 
physicians. 

With  recent  estimates  that  aboi  i 
23  million  Americans  have  high 
blood  pressure— and  that  half  of 
them  are  not  even  aware  of  it— 
detection  of  the  problem  in 
asymptomatic  persons  has  be- 
come an  issue  of  national 
importance. 

Family  physicians  are  being 
urged  to  take  blood  pressure 
readings  as  a matter  of  office 
routine,  regardless  of  the  pre- 
senting complaint  or  the  reason 
for  the  visit.  And  because  many 
people  do  not  see  a family 
physician  for  relatively  long 
periods  of  time,  some  experts 
are  suggesting  that  ophthalmolc 
gists,  gynecologists,  derma- 
tologists, orthopedists,  psy- 
chiatrists, dentists,  school 
nurses,  family  planning  coun- 
selors, and  other  health-care 
personnel  make  blood  pressure 
reading  a routine  part  of  every 
examination  or  consultation. 

Of  course,  a diagnosis  of  hyper- 
tension cannot  be  made  on  the 
basis  of  a single  reading,  but 
routine  blood  pressure  readings 
can  uncover  potential  trouble  in 
a certain  proportion  of  patients. 
And  when  trouble  is  suggested, 
further  evaluation  can  be  pur- 
sued more  effectively. 


Blood  pressure- 
required  reading” 
for  all  physicians. 


_-fore  prescribing,  see  complete  prescribing 
formation  in  SK&F  literature  or  PDR  The 
blowing  is  a brief  summary, 
dications:  Edema  associated  with  congestive 
■art  failure,  cirrhosis  of  the  liver,  the  nephrotic 

Jmdrome;  steroid-induced  and  idiopathic 
i lema;  edema  resistant  to  other  diuretic  therapy, 
t | Iso,  mild  to  moderate  hypertension. 
i Contraindications:  Pre-existing  elevated  serum 
atassium.  Hypersensitivity  to  either  com- 
onent.  Continued  use  in  progressive  renal  or 
epatic  dysfunction  or  developing  hyperkalemia, 
arnings:  Do  not  use  dietary  potassium  supple- 
lents  or  potassium  salts  unless  hypokalemia 
evelops  or  dietary  potassium  intake  is  markedly 
npaired.  Enteric-coated  potassium  salts  may 
ause  small  bowel  stenosis  with  or  without 
Iceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
een  reported  in  4%  of  patients  under  60  years, 

1 12%  of  patients  over  60  years,  and  in  less 
nan  8%  of  patients  overall.  Rarely,  cases  have 
een  associated  with  cardiac  irregularities, 
accordingly,  check  serum  potassium  during 
),  tierapy,  particularly  in  patients  with  suspected 
r confirmed  renal  insufficiency  (e.g.,  elderly  or 
liabetics).  If  hyperkalemia  develops,  substitute 
thiazide  alone.  If  spironolactone  is  used 
oncomitantly  with  ‘Dyazide’,  check  serum 
>otassium  frequently — both  can  cause  potassium 
etention  and  sometimes  hyperkalemia.  Two 
leaths  have  been  reported  in  patients  on  such 
;ombined  therapy  (in  one,  recommended 
iosage  was  exceeded;  in  the  other,  serum  elec- 
rolytes  were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
Mood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
eported  in  patients  receiving  Dyrenium 
triamterene,  SK&F).  Rarely,  leukopenia, 
hrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  Been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
. placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  descreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of  SrruthKline  Corp. 


WHEN  YOUR  DIGITALIZED 
RAT1ENT  NEEDS  A DIURETIC, 
SHE  NEEDS  DMZIDE 


• relieves  edema* 


• conserves  potassium 

• reduces  the  risk  of  digitalis  intoxication  due  to  potassium 
depletion.  Potassium  depletion  sensitizes  the  myocardium 
to  the  toxic  effects  of  digitalis,  and  reduces  its  inotropic 
effect. 


MEETS  THE  HEARTFELT  HEED 
OF  THE  DIGITALIZED  PATIENT 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatolog 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatic 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


f 

loint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
o affirm  the  support  of  the  participat- 
s ng  organizations  for  the  laws,  regula- 
. ionsand  professionaltraditionswhich 
prohibit  the  unauthorized  substitution 
)f  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
i of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients' 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
ciansand  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


<s> 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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v tolvulus  of  the  sigmoid  colon  is  a well-defined 

V abdominal  condition.  It  has  been  considered 
to  be  a disease  of  the  elderly;  quite  rarely,  how- 
ever, it  is  encountered  in  children.  When  it 
occurs  in  the  young  it  usually  is  acute  and  fulmi- 
nating. There  had  been  few  reports  of  acute 
sigmoid  volvulus  in  children  until  Carter  and 
Hinshaw1  reported  two  cases  in  1960.  Since 
that  time  several  additional  cases  have  been  re- 
ported by  Allen,  Lillard,  Myers  and  Hunter.2’4-5’8 
While  the  condition  in  adults  usually  is  found  in 
cold  countries  such  as  Northern  Russia,  Finland 
and  the  mountainous  districts  of  Yugoslavia,  this 
predilection  does  not  seem  to  apply  to  acute  vol- 
vulus in  children. 

The  purpose  of  this  paper  is  to  report  a case 
of  acute  sigmoid  volvulus  in  a two-year  old  and 
to  review  briefly  the  pathophysiology,  diagnosis 
and  management  of  acute  volvulus  of  the  sig- 
moid colon. 

Pathophysiology 

In  order  to  appreciate  the  problems  involved 
in  the  diagnosis  and  management  of  acute  sig- 
moid volvulus,  it  is  necessary  to  understand  the 
pathophysiology  of  this  acute  abdominal  con- 
dition. It  has  been  shown  that  both  congenital 
and  acquired  factors  are  etiologically  significant. 
The  most  important  one  is  a redundant,  large 
sigmoid  loop  with  a short  mesenteric  base.  In 
addition  to  the  congenital  factor  the  secondary 
contraction  of  the  base  of  the  mesentery  is  a sig- 
nificant factor  to  cause  sigmoid  volvulus,9  while 
in  adults  a fecal  mass  in  the  left  colon  is  known 
to  be  a significant  secondary  factor  to  initiate 

^Presented  during  the  Spring  Meeting  of  the  West  Virginia 
Chapter,  American  College  of  Surgeons,  May  3-5,  1973,  at 
The  Greenbrier,  White  Sulphur  Springs,  West  Virginia. 


sigmoid  twist.  In  Northern  countries,  in  below 
zero  weather,  it  is  understandable  that  visits  to 
outside  latrines  are  reduced  and  subsequently  a 
large  fecal  mass  accumulates  in  the  left  colon. 
The  same  effect  occurs  in  catatonic  schizo- 
phrenic patients  who  notoriously  disregard  the 
calls  of  nature. 

In  sigmoid  volvulus  the  twist  usually  occurs 
in  a counterclockwise  direction  around  the  axis 
of  its  mesentery,  accompanied  by  torsion  of  the 
axis  of  the  bowel. 

Moderate  torsion  of  the  sigmoid  produces  a 
simple  obstruction  without  strangulation.  After 
a varying  time  necrotic  changes  may  occur  in 
the  bowel  wall  at  the  site  of  the  torsion  if  the 
condition  is  not  relieved.  A torsion  of  360°  or 
more  almost  invariably  causes  strangulation.  Sig- 
moid volvulus  basically  causes  a closed  loop 
obstruction  between  the  proximal  and  distal 
points  of  the  involved  bowel.  It  also  may  be 
complicated  by  a second  closed  loop  obstruc- 
tion occurring  between  the  point  of  the  sigmoid 
torsion  and  a competent  ileocecal  valve.9’10 

Symptoms  and  Findings 

The  principal  symptoms  of  sigmoid  volvulus 
are  abdominal  distention  and  cramping  type  of 
abdominal  pain.  Hinshaw  and  Carter1  first  noted 
that  sigmoid  volvulus  in  children  tends  to  occur 
in  an  acute  fulminating  form  with  a sudden  on- 
set, rapid  course  and  early  bowel  necrosis.  This 
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Figure  1 (Left).  A restrospective  review  of  an  upright  abdominal  roentgenogram  demonstrates  a gas-filled  loop  of  bowel 
in  the  left  upper  quadrant  showing  typical  “Omega  loop”  appearance.  Figure  2 (Right).  Upright  abdominal  roentgenogram 
demonstrates  a gas-filled,  closed  loop  of  the  colon  in  the  left  upper  quadrant,  showing  typical  “be:it-inner  tube"  appearance. 


Figure  3 (Left).  Another  upright  abdominal  roentgenogram  shows  a second  closed  loop  obstruction  in  the  right  upper 
quadrant.  Figure  4 (Right).  Barium  enema  demonstrates  spiral  twists  at  the  rectosigmoid  junction  and  above  this,  a dis- 
tended redundant  loop  of  sigmoid  colon  with  an  appearance  of  obstruction  without  spill. 
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is  in  contrast  to  the  subacute  form  which  usually 
occurs  in  older  patients.  The  patient  usually  has 
a history  of  repeated  attacks  of  abdominal  cramps 
and  distention.  If  marked  tenderness  and  mus- 
cular rigidity  of  the  abdominal  wall  are  present, 
strangulation  or  peritonitis  should  be  suspected. 
Rectal  examination  usually  reveals  an  empty 
rectum.  Fever  and  marked  leukocytosis  suggest 
strangulation  or  peritonitis. 

Diagnosis 

The  diagnosis  of  sigmoid  volvulus  usually  is 
confirmed  by  a flat  film  of  the  abdomen.  Charac- 
teristically there  is  a huge  amount  of  gaseous 
distention,  a single  colonic  loop  extending  up- 
ward from  the  pelvis  frequently  to  the  diaphragm, 
giving  the  general  appearance  of  a “bent  inner 
tube,”  a “large  horseshoe”  or  an  “Omega  loop.” 

With  progression  of  the  disease,  distention  of 
the  proximal  colon  occurs  and  results  in  the 
production  of  many  dilated  loops  of  colon  and 
distal  ileum.  If  the  ileocecal  valve  is  competent, 
the  second  closed  loop  which  is  produced  may  be 
demonstrated  in  the  roentgenograms  on  the  right 
side  of  the  abdomen. 

In  difficult  diagnostic  problem  cases  a barium 
enema  is  advisable.  The  study  may  reveal  a 
typical  “bird’s  beak”  (without  spill)  or  if  the 
barium  spills  an  “ace  of  spades”  appearance  with 


spiral  narrowing  of  the  proximal  end  of  the  distal 
segment. 

Proctoscopic  examination  may  reveal  the  spiral 
folds  of  the  twisted  mucosa  and  may  reveal 
gangrenous  discoloration  of  the  mucosa  if  there 
is  strangulation. 

Management 

There  has  been  considerable  controversy  about 
the  management  of  acute  sigmoid  volvulus.  Often 
hydrostatic  reduction  may  occur  at  the  time  of  the 
diagnostic  barium  enema  examination  in  chil- 
dren.2 While  Bruusgaard3  has  advocated  passing 
a rectal  tube  through  the  sigmoid  twist  under 
sigmoidoscopic  control  in  adults,  this  method  is 
not  advisable  in  children  for  the  following  rea- 
sons: (1)  It  is  difficult  to  know  whether  or  not 
ischemic  bowel  is  present;  (2)  It  is  never  a 
definitive  form  of  treatment;  and  (3)  Sigmoid 
volvulus  is  known  to  be  a recurrent  condition.1 
Resection  is  always  the  treatment  of  choice 
in  the  young  since  there  is  no  means  for 
adequate  fixation  of  the  redundant  sigmoid  colon 
and  any  procedure  short  of  resection  may  result 
in  recurrence,  gangrene  and  perforation.  At  the 
operation,  if  the  bowel  is  not  compromised  by 
excessive  edema  or  ischemia,  primary  resection 
of  the  diseased  loop  with  immediate  anastomosis 
should  be  carried  out.  When  gangrenous  bowel 
is  suspected,  however,  exteriorization  or  obstruc- 
tive excision  should  be  carried  out. 


Figure  5 (Left).  After  spontaneous  reduction  of  sigmoid  volvulous,  barium  enema  revealed  marked  redundant  sigmoid 
colon.  Figure  6 (Right).  Recent  follow-up  barium  enema  showing  a normally  functioning  colon. 
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Report  of  a Case 

A two-year-old,  Caucasian  boy  was  admitted 
to  Broaddus  Hospital  in  March  1972  because  of 
acute  onset  of  abdominal  distention,  lower  ab- 
dominal pain  and  vomiting  of  one  day’s  dura- 
tion. The  family  stated  that  approximately  four 
months  prior  to  this  admission  similar  symptoms 
developed  when  the  patient  had  an  acute  upper 
respiratory  infection  (Figure  1).  The  condition 
suddenly  improved  spontaneously  at  maximal 
distention  when  he  expelled  profuse  amounts  of 
flatus.  There  was  nothing  unusual  in  his  dietary' 
history'  and  there  had  been  no  previous  oper- 
ations. 

Physical  examination  revealed  a well-developed, 
alert,  well-nourished  but  moderately  dehydrated 
and  acutely  ill  boy  of  two  years.  The  blood 
pressure  was  100/60;  temperature  was  99.8  F. 
and  the  pulse  was  100  per  minute  and  regular. 
Respiratory'  rate  was  22  per  minute.  The  head, 
eyes,  ears  and  nose  were  unremarkable.  The 
throat  was  slightly  congested.  The  lungs  were 
clear  and  the  heart  was  normal  in  size,  with 
regular  rhythm  and  with  no  audible  murmurs. 
The  abdomen  was  markedly  distended  with  high- 
pitched,  tinkling  bowel  sounds.  There  was  mod- 
erate tenderness  in  the  left  lower  quadrant. 
Rectal  examination  was  within  normal  limits. 

Laboratory  studies  included  hemoglobin  which 
was  14  Gm.,  WBC  8800  with  15  per  cent  poly- 
morphonuclear neutrophils,  72  per  cent  lympho- 
cytes. Urinalysis  was  negative.  Serum  electrolyte 
studies  revealed  that  the  Na+  was  139  mEq./L, 
Cl~  was  96  mEq./L,  K-|-  was  4.2  mEq./L, 
HCo3'  was  27  mEq./L.  Supine  and  upright  ab- 
dominal roentgenograms  revealed  a gas-filled, 
closed  loop  of  the  colon  in  the  left  upper  quad- 
rant and  it  demonstrated  ty'pical  “bent  inner 
tube”  or  “Omega  loop”  appearance  (Figure  2). 
In  the  right  upper  quadrant  there  was  another 
gas-filled  closed  loop  which  was  assumed  to  be 
located  between  the  point  where  the  sigmoid 
volvulus  tapered  the  transverse  colon  and  the 
competent  ileocecal  valve  (Figure  3).  Barium 
enema  study  showed  spiral  twists  in  the  sigmoid 
and  the  distal  portion  of  the  descending  colon, 
with  an  appearance  of  obstruction  without  spill 
and  a modified  “bird’s  beak”  appearance  (Fig- 
ure 4). 

An  emergency  laparotomy  was  scheduled  but 
while  the  patient  was  being  prepared  for  sur- 
gery', and  cry'ing  during  this  time,  he  suddenly 
expelled  profuse  amounts  of  gas  and  liquid 
through  the  rectum  and  the  symptoms  com- 
pletely subsided.  The  operation  was  temporarily 


canceled.  Barium  enema  study  revealed  mark- 
edly redundant  left-sided  colon  (Figure  5). 

On  the  following  day,  marked  abdominal  dis- 
tention again  developed  and  an  immediate  emer- 
gency laparotomy  was  carried  out.  At  operation, 
a distended,  redundant,  somewhat  congested 
but  viable  sigmoid  colon  was  found,  with  its 
base  involved  in  a spiral  twist.  When  the  volvu- 
lus was  released  the  sigmoid  colon  measured 
approximately  40  cm.  from  the  peritoneal  re- 
flexion to  the  proximal  junction  of  the  sigmoid 
and  the  descending  colon.  The  root  of  the  mes- 
entery' of  the  colon  was  narrow  and  contained 
several  enlarged  lymph  nodes.  Resection  of  the 
sigmoid  with  primary  anastomosis  and  tube 
cecostomy  was  carried  out. 

The  postoperative  course  was  uneventful  and 
the  patient  has  remained  completely  asympto- 
matic to  date.  A recent  follow-up  barium  enema 
study  showed  a normally  functioning  colon 
(Figure  6). 

Comment 

This  report  presents  a fairly  rare  case  of  sig- 
moid volvulus  which  is  ty'pical  of  this  disease  in 
children.  The  patient  had  repeated  episodes 
of  marked  abdominal  distention  whenever  acute 
respiratory  infections  developed.  At  operation 
marked  mesenteric  ly'mphadenopathy  was  found. 
It  is,  therefore,  reasonable  to  assume  that  the 
basic  congenital  etiologic  elements,  redundant 
colonic  loop  and  a short  mesenteric  lymphaden- 
opathy  plus  a distended  sigmoid,  caused  the  sig- 
moid twist. 

Roentgenographic  findings  were  typical,  show- 
ing a “bent  inner  tube”  appearance  in  the  scout 
films  of  the  abdomen  and  the  “bird’s  beak”  ap- 
pearance in  the  barium  enema  study. 

In  regard  to  management  of  the  case,  perhaps 
the  exploratory'  laparotomy  should  have  been  car- 
ried out  even  at  the  time  the  volvulus  was  spon- 
taneously released.  There  are  those  who  advo- 
cate reducing  the  volvulus  sigmoidoscopically 
and  then  performing  elective  resection.  At  oper- 
ation, excision  and  immediate  anastomosis  were 
carried  out  instead  of  exteriorization  since  there 
was  no  evidence  of  edema  or  ischemia  of  the 
bowel  wall.  Tube  cecostomy  was  added  to  the 
procedure  because  there  was  a second  closed 
loop  obstruction  caused  by  a competent  ileo- 
cecal valve. 

Summary 

1.  Sigmoid  volvulus  in  children  is  rare  and 
usually  is  acute  and  fulminating  in  type. 

2.  A case  of  acute  sigmoid  volvulus  in  a two- 
year-old  boy  is  reported.  It  was  noted  that  the 
patient  had  had  repeated  sigmoid  volvulus  when- 
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ever  lymphocytosis  with  lymphadenopathy  oc- 
curred. 


5.  Resection  is  the  treatment  of  choice  in  this 
condition. 


3.  Congenital  and  acquired  eitologic  factors 
and  pathophysiology  of  acute  sigmoid  volvulus 
in  children  are  discussed. 


4.  Various  roentgenologic  findings  are  pre- 
sented. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 
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The  Problem  Of  Carcinoma 
Of  The  Vermiform  Appendix 

Review  Of  Literature  Proposals  For  Use 
Of  New  Diagnostic  Techniques 

(Case  Report*) 

Vasilios  P.  Dross,  M.  D.;  and  Roland  W . Hipsley,  M.  D. 


Adenocarcinoma  of  the  appendix  is  a rare  site 
of  malignancy  in  the  gastrointestinal  tract. 
Its  early  detection  is  of  primary  importance  be- 
cause of  its  tendency  to  spread  by  direct  extension 
and  to  invade  the  regional  lymph  nodes  and  veins. 
If  it  originates  at  the  proximal  portion  of  the 
appendix,  it  may  develop  as  an  obstructive  t\-pe 
of  a suppurative  appendicitis  which  will  alert 
the  clinician  and  set  in  motion  an  emergency 
appendectomy  revealing  the  primary  lesion  histo- 
logically. But,  in  the  event  it  originates  from  an 
appendiceal  polyp  distally,  the  only  symptom 
may  be  a localized  mass  or  a gastrointestinal  dis- 
comfort or  both.  Weight  loss  and  melena  may 
be  noted  by  the  examining  physician  which  may 
be  eventually  the  signs  of  extension  and/or  liver 
metastasis. 

Since  25  per  cent  of  appendices  are  located 
retrocecally,  this  event  will  further  complicate  the 
possibility  of  an  early  diagnosis  for  the  unfortu- 
nate patient  since  the  symptoms  will  be  masked 
in  the  retroperitoneal  space. 

Other  malignant  lesions  of  the  appendix  are 
more  or  less  frequently  encountered.  The  villous 
adenoma  is  extremely  rare  because  it  usually  is 
located  in  the  rectosigmoid  region  of  the  G.I. 
tract  and  about  60  per  cent  develop  adenocarci- 
noma of  the  colonic  type.  The  carcinoid  tumors 
which  comprise  about  90  per  cent  of  the  neo- 
plasms of  the  appendix  have  their  characteristic 
clinical  syndrome  if  the  liver  is  involved.  The 
malignant  mucocele  of  the  appendix  is  less  fre- 
quent and  has  its  characteristic  appearance  dur- 
ing surgery  when  dilated  or  ruptured;  whenever 
ruptured  it  is  embedded  in  a gelatinous  mucoid 
material  engulfing  the  appendix  within  the  en- 
tire mass  with  possible  peritoneal  dissemination 
involving  also  the  cecum  and  the  terminal  ileum. 

Review  of  Literature 

The  latest  large  review  in  the  English  litera- 
ture in  1960,  done  by  McGregor  and  Associates,1 
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reported  84  accumulated  cases.  In  this  review 
the  treatment  of  choice  was  simple  appendectomy 
for  the  unruptured  malignant  mucocele  and  for 
the  colonic  type  of  adenocarcinoma  of  the  ap- 
pendix which  arises  from  polyps  and  shows  no 
invasion  of  the  polyp  stalk;  if,  however,  there  is 
submucosal  invasion  or  local  extension  it  was 
agreed  that  a right  hemicolectomy  offers  the  best 
prognosis.  This  was  the  conclusion  of  the  review 
of  21  cases  of  malignant  mucoceles  (of  which  five 
were  ruptured)  and  of  63  cases  of  colonic  type 
of  adenocarcinoma  of  the  appendix. 

Previous  reviews  in  the  literature  were  the 
following:  Uihlein  and  McDonald2  reviewed  in 
1943,  from  the  Mayo  Clinic,  144  cases  of  carci- 
noma of  the  appendix  covering  the  period  from 
1910  to  1941,  and  found  that  malignant  tumors 
occurred  in  one  and  two-tenths  per  cent  of  all 
appendiceal  specimens.  Of  these  malignant 
tumors  88.2  per  cent  were  of  the  carcinoid  type, 
8.3  per  cent  were  of  the  cystic  type  (malignant 
mucoceles),  and  three  and  five  tenths  per  cent 
were  of  the  colonic  type.  Hilsabeck5  and  Asso- 
ciates reviewed  in  1951,  also  from  the  Mayo 
Clinic,  41  cases  of  non-carcinoid  tumors  of  the 
appendix,  covering  the  period  from  1910  to  1950, 
of  which  29  cases  were  of  the  cystic  type  ( malig- 
nant mucoceles)  treated  by  simple  appendectomy 
if  intact  or  by  right  simple  hemicolectomy  (if 
ruptured  or  if  adjacent  organs  were  involved). 
The  remaining  12  cases  were  of  the  colonic  type 
which  revealed  cecal  involvement  in  33  per  cent 
of  cases.  They  recommended,  therefore,  right 
radical  hemicolectomy  in  such  instances  and 
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simple  appendectomy  if  the  lesion  was  limited 
to  the  mucosa  and  confined  to  the  appendix. 
Braasch  and  Vansant3  from  the  Lahey  Clinic  re- 
viewed in  1959,  26  cases  of  malignant  lesions  of 
the  appendix  covering  the  period  from  1930  to 
1953,  and  found  that  carcinoid  tumors  ( 19  cases) 
were  more  frequently  found  in  the  appendix  and 
were  located  in  75  per  cent  of  cases  at  its  distal 
third.  These  tumors  comprise  about  88  per  cent 
of  the  carcinomas  of  the  appendix.  Only  10  per 
cent  were  found  at  the  base  of  the  appendix. 
They  concluded,  therefore,  that  appendiceal  ob- 
struction with  inflammation  would  less  likely 
develop  from  this  type  of  lesion  and  actually  the 
typical  involvement  of  the  terminal  ileum  by 
this  lesion  would  cause  more  often  signs  of  partial 
small  bowel  obstruction. 

Mucoceles,  of  which  10  per  cent  are  malignant, 
comprise  eight  per  cent  of  all  carcinomas  of  the 
appendix  and  present  themselves  as  a right 
lower  quadrant  mass  and  if  ruptured  they  de- 
velop peritoneal  irritation  by  seeding  and  im- 
plantation of  the  lesion.  Adenocarcinoma  of  the 
colonic  type  of  the  appendix  comprises  about 
five-tenths  per  cent  of  all  types  of  intestinal  car- 
cinoma and  about  three  per  cent  of  the  malignant 
appendiceal  lesions.  About  50  per  cent  are  lo- 
cated proximally  and  develop  appendiceal  ob- 
struction with  inflammation.  In  this  review  of 
cases  only  five  were  reported  with  colonic  adeno- 
carcinoma and  two  cases  were  malignant  muco- 
celes. 

Callaghan4  and  Associates,  in  1962,  evaluated 
70  reported  cases  in  the  literature  of  which  the 
majority  had  the  appendix  proper  involved. 
Thirty-five  of  these  cases  clinically  developed 
acute  appendicitis,  10  developed  chronic  appen- 
dicitis, five  developed  a right  lower  quadrant 
mass,  and  the  remaining  10  had  no  clinical  symp- 
toms. It  was  noted  that  rarely  obstruction,  perfo- 
ration or  carcinoma  of  the  cecum  was  diagnosed. 
The  usual  diagnosis  was  acute  suppurative  ap- 
pendicitis. The  initial  procedure  for  this  diag- 
nosis was  an  emergency  appendectomy  with 
subsequent  high  mortality  indicated  by  five  re- 
ported deaths  in  the  immediate  postoperative 
period  out  of  63  cases.  They  concluded  that  for 
the  42  of  the  63  cases  appendectomy  was  the 
procedure  of  choice. 

In  the  meantime,  individual  case  reports  ap- 
peared in  the  literature  since  the  1943  review 
of  Uihlein  and  McDonald;2  they  also  reported 
five  cases  of  colonic  type  of  carcinoma  of  the 
appendix  treated  by  simple  appendectomy,  with 
the  exception  of  one  case  which  was  treated 
with  right  hemicolectomy  because  of  involve- 


ment of  the  cecum.  Hughes,26  in  1951,  reported 
a case  of  primary  adenocarcinoma  forming  an 
appendico-ileostomy-encased  mass  with  an  ileo- 
cecal intussusception  for  which  a right  hemi- 
colectomy was  performed  with  postoperative  com- 
plications. Clark,6  in  1953,  reported  two  cases  of 
adenocarcinoma  complicated  by  gangrenous  ap- 
pendicitis with  perforation,  treated  by  emer- 
gency appendectomy  with  an  eventual  good  prog- 
nosis because  of  early  removal  of  the  tumor  which 
was  still  a local  lesion.  Hilsabeck,5  in  1959,  re- 
ported four  cases  treated  by  appendectomy  with 
no  evidence  of  recurrence.  Clarke,6  in  1953,  re- 
ported a case  also  treated  by  appendectomy 
without  any  recurrence.  Niceberg7  and  Associ- 
ates, in  1956,  reported  a case  of  mucinous  adeno- 
carcinoma which  developed  acute  gangrenous 
perforated  appendicitis  treated  by  appendec- 
tomy. Incidentally,  they  also  reviewed  the  litera- 
ture from  1930  to  1951,  and  found  71  cases  ac- 
ceptable as  adenocarcinoma  of  the  appendix,  of 
which  16  were  carcinoma  in  situ,  and  concluded 
that  appendectomy  alone  was  an  acceptable  pro- 
cedure of  treatment  for  the  preinvasive  type  and 
that  right  hemicolectomy  was  indicated  for  the 
invasive  type  of  adenocarcinoma  of  the  appendix. 
Braasch  and  Vansant,3  in  1959,  reported  from 
the  Lahey  Clinic  five  more  cases  of  colonic  CA 
of  the  appendix  among  the  series  of  tumors  of  the 
appendix  which  also  included  two  malignant 
mucoceles  and  19  carcinoid  tumors.  All  five  cases 
ultimately  had  right  hemicolectomies  but  four 
patients  died  of  postoperative  complications.  Mc- 
Gregor1 and  Associates,  in  1960,  reported  four 
more  cases  equally  treated  by  simple  appendec- 
tomy and  by  partial  or  total  right  hemicolectomy, 
of  which  the  patient  in  one  case  of  a simple  ap- 
pendectomy died  a year  later  from  breast  cancer. 
They  recommend  simple  appendectomy  with  the 
lesion  restricted  to  the  polyp  without  involvement 
of  the  base  of  the  polyp,  but  they  also  advise  right 
hemicolectomy  for  lesions  with  evidence  of  sub- 
mucosal invasion  or  local  extension  except  in 
cases  of  widespread  metastasis.  Tarasidis8  and 
associates,  in  1962,  reported  two  cases  found 
among  12,497  appendectomies  and  recommend 
also  right  hemicolectomy  as  the  procedure  of 
choice  after  reviewing  the  literature  of  66  re- 
ported cases  which  revealed  a high  incidence 
(about  75  per  cent)  of  recurrence  following  sim- 
ple appendectomy. 

Callaghan4  and  associates,  in  1962,  recorded  a 
case  of  recurrence  eight  months  after  appendec- 
tomy for  invasive  carcinoma  of  the  distal  appen- 
dix; they  recommend,  therefore,  a second  look 
operation  six  months  postoperatively  for  the  in- 
vasive type  of  lesions  located  distally  which 
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comprise  about  10  per  cent  of  the  carcinomas  of 
the  appendix. 

In  1962,  Dalton9  and  associates  reported  one 
case  of  ruptured  carcinoma  of  the  appendix  which 
appeared  preoperatively  as  a pelvic  mass  rimmed 
by  calcium  with  the  characteristics  of  a malig- 
nant mucocele  which  was  treated  by  simple 
appendectomy  without  recurrence  on  follow-up. 
Watkins10  and  associates,  in  1964,  reported  two 
cases  of  mucinous  adenocarcinoma  of  the  appen- 
dix for  which  a block  resection  was  performed 
without  any  evidence  of  recurrence  on  follow- 
up. In  1965,  Totten,  Jr.,11  and  associates  reported 
five  cases  of  primary  adenocarcinoma  of  the  ap- 
pendix, making  the  total  of  reported  cases  92 
at  that  time,  and  recommend  right  radical  hemi- 
colectomy as  the  treatment  of  choice  despite 
the  poor  prognosis.  Seddon,12  in  1965,  reported 
an  adenocarcinoma  of  the  appendix  associated 
with  multiple  adenocarcinomas  of  the  colon,  this 
one  associated  also  with  a small  carcinomatous 
polyp  of  the  cecum;  he  also  recommended  right 
hemicolectomy.  Latchis,13  in  1966,  reported  one 
case  of  acute  appendicitis  secondary  to  meta- 
static carcinoma  from  a previously  removed  car- 
cinoma of  the  breast.  This  comprises  the  fifth 
reported  case  of  a total  of  13  documented  cases 
reported  in  the  literature  of  metastatic  carcinoma 
of  the  appendix  from  other  primaries;  approxi- 
mately 30  per  cent  of  these  metastatic  cases  de- 
velop acute  obstructive  appendicitis.  Steinberg,14 
in  1967,  reported  four  cases  of  primary  adeno- 
carcinoma of  the  appendix  with  an  excellent 
review  of  34  cases  reported  in  the  English  litera- 
ture. Three  of  these  cases  had  a simple  appen- 
dectomy for  acute  appendicitis,  one  had  primary 
hemicolectomy,  and  another  had  a secondary  hemi- 
colectomy as  found  feasible  or  indicated  during 
and  after  the  original  surgical  procedure.  Their 
review  of  the  literature  indicated  the  rarity  of 
this  lesion  for  the  appendix  ranging  from  one 
one-hundredth  to  eight  one-hundredths  per  cent. 
The  pathological  classification  of  the  carcinoma 
of  the  appendix  ranges  from  the  carcinoid  type, 
the  cystic  type  (malignant  mucocele),  the  colonic 
type,  to  the  invasive  and  noninvasive  types.  Ed- 
mondson and  Hobbs,16  in  1967,  reported  six- 
cases  and  reviewed  124  other  cases  recorded 
since  1931,  and  have  concluded  that  the  lesion 
was  found  more  frequently  in  males  (over  40 
years  of  age  especially  in  the  sixth  decade  group ) ; 
it  was  diagnosed  preoperatively  always  as  an 
acute  appendicitis  (never  carcinoma);  the  treat- 
ment of  choice  was  appendectomy  with  primary 
or  secondary  hemicolectomy  (except  for  the  pre- 
invasive  type  which  may  require  only  a simple 
appendectomy).  They  recommend  in  ruptured 


carcinomatous  appendicitis  prompt  right  hemi- 
colectomy as  the  treatment  of  choice  with  only 
a 30  per  cent  mortality  rate  in  comparison  with 
a simple  appendectomy  which  carries  a mortal- 
ity rate  of  56  per  cent. 

It  is  interesting  to  note  that  according  to  Bier- 
man’s  15  report,  in  1968,  the  appendix  may  have 
an  anticarcinogenic  systemic  and  local  effect  on 
the  human  body.  Locally  produced  antibodies 
are  depleted  following  an  appendectomy  or  fol- 
lowing early  fibrous  obliteration  of  the  appendix, 
which  depletion  subsequently  increases  the  inci- 
dence of  carcinoma  of  the  colon,  rectum,  ovary 
and  breast,  especially  in  the  female  and  in  the 
early  age  groups.  They  note  in  a studied  post- 
morten  group  of  1,287  consecutive  and  unselected 
cases  that  about  23  per  cent  had  an  appendec- 
tomy. It  is  well  known  that  the  frequency  of 
appendectomies  in  the  population  at  large  is 
about  6 to  15  per  cent  according  to  the  McVay 
report.  In  this  postmortem  group  the  incidence 
of  appendectomy  was  found  to  be  more  frequent 
in  cases  in  which  the  patient  died  from  cancer  in 
comparison  with  these  in  which  death  occurred 
from  a noncancerous  cause.  In  the  cancer  group 
35  per  cent  had  previous  appendectomy  (in  the 
males  24.1  per  cent  and  in  the  females  46  per 
cent)  in  comparison  with  the  non-cancer  group 
of  which  only  24.3  per  cent  had  appendectomy 
(in  the  males  18  per  cent  and  in  the  females  32 
per  cent).  This  observation  was  noted  also  in  a 
studied  clinical  and  a comparable  postmortem 
group  of  cases  with  proven  lymphomas  and 
leukemias. 

From  the  foregoing  report,  it  is  consequently 
concluded  by  the  author  of  this  paper  that  de- 
spite the  varied  incidence  of  neoplastic  and  in- 
flammatory involvement  of  the  appendix  the 
fact  that  the  appendix  may  become  a site  of  a 
pathological  lesion  should  not  lead  us  into  elec- 
tive, preventive  or  prophylactic  appendectomies 
at  random  because  in  man  the  vermiform  appen- 
dix is  not  a degenerate  functional  structure  but  a 
special  organ  involved  in  the  immunoglobulin- 
producing  system  and  as  such  it  may  influence 
the  development  of  neoplastic  disease  if  removed 
unnecessarily. 

Other  interesting  individual  case  reports  ap- 
pearing in  the  recent  literature  are  the  following: 
Reichle17  and  associates,  in  1971,  reported  two 
cases  and  recommend  right  hemicolectomy  in  the 
differentiated  and  undifferentiated  adenocarci- 
nomas because  both  can  metastasize  through  the 
lymphatics  and  the  blood  stream  despite  the  fact 
that  this  occurs  rarely  even  for  the  malignant 
mucoceles.  Flint18  and  associates,  in  1970,  re- 
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ported  12  eases  during  the  past  15  years  of  which 
35  per  cent  had  metastases  and  50  per  cent  died 
postoperatively  at  an  average  of  14.7  months; 
they  recommend  ileocolectomy  strongly  for  the 
invasive,  non-metastatic  adenocarcinoma  and  for 
the  perforated  carcinomatous  appendices  ( when- 
ever feasible)  and  they  also  recommend  the 
same  procedure  selectively  for  the  non-invasive 
adenocarcinoma  despite  the  fact  that  some  advo- 
cate simple  appendectomy  for  the  latter  cases. 

Palliative  therapy  such  as  cobalt  treatment  and 
5 FU  are  recommended  for  metastatic  disease. 
In  1970,  Otto19  and  associates  reported  four  addi- 
tional cases  and  noted  that  152  verified  cases  of 
primary  adenocarcinoma  of  the  vermiform  ap- 
pendix have  been  reported  since  the  first  case 
study  in  1882.  They  also  strongly  recommend  a 
right  radical  primary  or  secondary  hemicolectomy 
since  simple  appendectomy  has  only  about  20  per 
cent  five-year  survival  rate  but  radical  right  hemi- 
colectomy has  about  66  per  cent  five-year  sur- 
vival rate.  Pugeda  and  Hinshaw,  in  1969,  re- 
ported seven  cases  of  which  three  were  diag- 
nosed as  appendiceal  abscesses,  two  as  acute 
appendicitis,  one  as  carcinoma  of  the  cecum,  and 
one  case  was  not  diagnosed  at  all.  They  also 
recommend  primary  or  secondary  hemicolectomy. 


Capti,24  in  1972,  reported  a case  which  was  diag- 
nosed following  appendectomy  and  was  treated 
subsequently  by  radical  right  hemicolectomy  and 
later  by  subtotal  gastrectomy  (for  bleeding)  and 
segmental  resection  of  the  ileum  (for  metastatic 
disease);  the  patient  expired  from  acute  renal 
insufficiency  two  weeks  postoperatively;  Capti 
recommends  also  radical  hemicolectomy  and  bi- 
lateral oophorectomy  (because  of  frequent  meta- 
stases to  the  ovaries). 

Hopkins,25  in  1972,  reported  a case  of  adeno- 
carcinoma arising  from  an  appendiceal  villous 
adenoma  with  regional  lymph  node  metastasis  and 
extension  into  the  serosa  of  the  ileum.  This  pa- 
tient was  explored  for  partial  small  bowel  ob- 
struction of  three  months’  duration,  at  which  time 
a chronic  appendiceal  abscess  was  grossly  found. 
The  appendix  and  involved  portions  of  the  ileum 
and  mesentery  were  resected.  About  60  per  cent 
of  villous  polyps  develop  adenocarcinoma  in  the 
appendix  which  are  the  only  four  of  the  seven 
villous  polyps  reported  in  the  literature. 

The  Problem  of  Diagnosis 

Early  detection  of  carcinoma  of  the  appendix 
remains  a clinical  challenge  since  70  per  cent  are 
detected  following  appendectomy  for  acute  sup- 
purative appendicitis,  which  leaves  30  per  cent 


Figure  1. 
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remaining  undiagnosed  until  clinical  symptoms 
of  invasion  or  metastasis  develop.  Early  diag- 
nosis of  carcinoma  of  the  appendix  through  clini- 
cal means  has  not  yet  been  recorded;  therefore, 
an  attempt  should  be  made  to  use  current  avail- 
able diagnostic  procedures.  The  early  detection 
of  deeply  body-seated  malignancy  now  requires 
utilization  of  new  techniques  in  view  of  the  fact 
that  the  clinical  diagnosis  is  derived  only  from 
signs  of  complications  or  metastasis  of  the  neo- 
plasm, or  both.  These  procedures  should  be  used 
only  when  clinically  these  lesions  are  suspected 
in  tire  absence  of  an  acute  appendiceal  inflam- 
mation. 

The  most  important  early  clinical  signs  are 
anterior  or  posterior,  right  or  left  quadrant  dis- 
comfort with  alternating  symptoms  of  diarrhea 
with  constipation.  The  complaint  of  abdominal 
discomfort,  especially  in  the  right  lower  quad- 
rant, followed  by  rectal  bleeding,  weakness  and 
anemia  and  a palpable  mass  may  be  the  late 
metastatic  and  invasive  symptoms.  The  follow- 
ing procedures  may  be  of  some  help  in  the 
future  for  the  early  detection  of  primary  adeno- 
carcinoma of  the  appendix: 

( 1 ) Selective  angiography  has  been  used  for 
early  detection  of  neoplasm  of  brain  and  pan- 
creas. Selective  angiograms  combined  with  hypo- 
tensive duodenography  have  revealed  pancreatic 
neoplasms  by  their  characteristic  arteriographic 
and  mucosal  patterns.  The  regional  vessels  are 
abnormally  displaced  or  encased  or  obstructed. 
Such  angiography  also  may  be  attempted  first 
for  early  diagnosis  of  carcinoma  of  the  cecum 
whenever  suspected  (Figure  3). 

( 2 ) Sophisticated  future  procedures  under  re- 
search study  are  the  following: 

( a ) Electronic  radiography.  This  method  uses 
an  imaging  chamber  where  the  emitting  electrons 


Figure  3.  (From  NCME)  Selective  angiography  of  the 
superior  mesenteric  artery  relieving  a bleeding  colonic  diver- 
ticulum from  the  right  colic  artery.  The  middle  colic  and 
lio-colic  arteries  are  well  illustrated. 


sharply  delineate  soft  tissue  and  bone  detail  which 
may  be  selectively  recorded  for  diagnostic  study. 
Such  studies  are  in  process  in  various  research 
centers.  This  may  be  supplemented  by  regional 
tomography  whenever  indicated.  The  currently 
used  similar  technique  of  radioisotopes  with  their 
diagnostic  scans  are  very  popular  in  clinical  prac- 
tice for  detection  of  pathology  wherever  appli- 
cable (but  not  yet  for  the  appendix). 

(b)  Echography  has  been  used  in  quanti- 
tative evaluations  of  pericardial  effusion,  inter- 
cardiac masses  and  valvular  heart  disease,  and 
of  coronary  artery  disease.  Echograms  of  various 
organs  with  their  normal  and  abnormal  contours 
may  become  typical  of  disease  entities,  inflam- 
matory or  neoplastic,  and  may  eventually  assist 
in  early  detection  of  malignancies  in  the  G.I. 
tract  also. 

(3)  The  above-mentioned  new  procedures 
may  be  indicated  in  the  near  future  but  currently 
the  fibro-optic  colonoscope  (Figure  4)  may  be 
utilized  to  identify  and  biopsy  right  colonic 
lesions.  Wolfe  and  Shinya,20  in  1973,  removed 
303  colonic  polyps  of  which  approximately  eight 
per  cent  were  located  in  the  right  colon,  and  in 
two  cases  of  which  a polyp  was  removed  from  the 
cecum.  This  procedure  requires  skill  during  in- 
strumentation, and  experience  in  the  technique 
of  biopsy  and  in  the  gross  interpretation  of  the 
findings,  but  the  mortality  and  morbidity  are 
negligible  as  stated  following  1600  fibro-optic 
colonoscopies.  It  may  be  helpful  to  utilize  the 
fibro-optic  colonoscope  for  diagnostic  biopsies 
(Figure  5)  of  the  lesions  of  the  base  of  the  ap- 
pendix or  for  brush  cytological  biopsies  of  the 
mucosal  lesions  of  the  apex  of  the  appendix 
during  the  early  phase  of  the  malignancy.  This 
procedure  combined  with  radiologic  (contrast 
and  air  contrast  enemas)  and  selective  angio- 
graphic studies  may  be  helpful  in  the  early  diag- 
nosis of  carcinoma  of  the  cecum  and  of  the 
vermiform  appendix.  With  the  hope  that  the 
foregoing  recommendations  may  help  the  medical 
profession  to  document  in  the  world  literature  the 
first  case  of  carcinoma  of  the  appendix  diag- 
nosed preoperatively,  we  declare  that  no  effort 
should  be  spared  in  attempting  to  diagnose 
malignancy  in  its  earliest  stage. 

Case  Report 

A 48-year-old  white  male  was  hospitalized  on 
March  12,  1959,  because  of  diarrhea,  vomiting, 
anorexia  and  weight  loss.  He  had  a history  of 
pulmonary  tuberculosis  diagnosed  in  1958,  at 
which  time  (May  1958)  he  was  hospitalized  at 
another  hospital  and  treafccf  with  INH  and  PAS. 
He  left  that  hospital  against  medical  advice  in 
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November  1958;  he  continued,  however,  on  his 
prescribed  medication  at  home.  The  patient  con- 
sumed alcoholic  beverages  heavily.  In  1949  he 
was  hospitalized  for  Buerger’s  disease,  at  which 
time  he  had  a left  lumbar  sympathectomy  and 
amputation  of  the  left  big  toe.  He  contracted 
syphilis  at  the  age  of  20,  but  a spinal  tap  in  1943 
was  negative. 

Physical  Examination.— The  patient  on  admis- 
sion complained  of  chest  pain,  dyspnea  and  diar- 
rhea, weakness,  weight  loss  and  nervousness. 
Physical  examination  was  negative  except  for 
the  following:  He  had  an  abdominal  scar  in  the 
left  upper  quadrant  at  the  site  of  left  lumbar 
sympathectomy.  The  left  big  toe  had  been  am- 
putated. The  toes  of  both  feet  were  cyanotic  and 
cold,  with  no  arterial  pulsation.  Clinically  he  ap- 
peared to  be  afebrile. 

Laboratory.— WBC  was  10,700  with  55  per  cent 
polys,  BBC  showed  3,606,000,  hematocrit  41  vol- 
ume per  cent,  hemoglobin  12.2  per  cent.  Blood 
chemistry  revealed  BUN  of  11.7  and  FBS  77  mg. 
per  cent.  Sputum  was  positive  for  AFB  and  chest 
film  revealed  limited  right  upper  lobe  infiltration. 
Stools  were  negative  for  ova  and  parasites.  Elec- 
trolytes were  normal.  Gastric  analysis  revealed  a 
high  total  and  free  acidity.  Serology  was  nega- 
tive. 

Hospital  Course.— The  patient  was  placed  on 
antituberculous  chemotherapy  consisting  of  high 
doses  of  INH  of  0.9  Gm.  daily.  Streptomycin 
1 Gm.  daily,  and  supplemental  Pyridoxine  of  50 
mg.  b.i.d.  He  was  given  Equanil  400  mg.  q.i.d. 
Cardiovascular  evaluation  confirmed  the  diag- 
nosis of  arteriosclerosis  obliterans  and  arterio- 
sclerotic heart  disease  with  a healed  posterior 
myocardial  infarction.  No  smoking  was  advised. 
An  upper  G.I.  Series  and  small  bowel  series  were 
normal.  The  patient  complained  of  neuralgia; 
Streptomycin,  therefore,  was  discontinued  and 
was  substituted  with  PAS  in  liquid  form  4 Gm. 
four  times  a day. 

Chest  films  (follow-up)  and  sputum  remained 
unchanged  but  patient  gained  some  weight.  On 
June  23,  1959,  the  patient  complained  of  crampy 
abdominal  pain  with  tenderness  in  the  right  lower 
quadrant.  There  was  no  rebound  tenderness  or 
muscle  spasm  or  guarding.  Rectal  examination 
was  negative.  Temperature  was  99  F.  WBC  was 
20,450  with  75  per  cent  polys.  A sigmoidal 
growth  was  suspected  by  the  surgical  consultant 
and  sigmoidoscopy  followed  by  barium  enema 
was  performed  and  these  procedures  were  re- 
ported negative. 

On  June  26,  1959,  an  exploratory  laparotomy 
was  performed  which  revealed  an  acute  suppu- 


rative appendicitis  with  abscess  formation  and 
adherent  loops  of  small  bowel  to  the  appendix. 
The  appendix  was  removed  in  retrograde  fashion 
with  a small  portion  of  the  cecum.  The  patient 
did  well  postoperatively. 

The  pathological  report  of  the  resected  speci- 
men (Figure  1)  revealed  extensive  inflammatory 
changes  which  were  probably  secondary  to  ob- 
structive adenocarcinoma  of  the  proximal  portion 
of  the  appendix.  Histologically,  separation  and 
perforation  were  confirmed.  Microscopically,  dis- 
tally  the  wall  was  thickened  and  all  coats  were 
infiltrated  with  polymorphonuclear  leukocytes 
and  eosinophils  (there  was  also  a beginning  of 
organization  of  fibropurulent  exudate  coming 
from  the  surface)  but  proximally  an  adenocarci- 
noma infiltrated  the  coats  from  beneath  the  sur- 
face of  the  epithelium  to  the  subserosa.  The  tumor 
cells  contained  considerable  mucus.  Isolated 
glands  were  associated  with  exudate  of  poly- 


Figure  5.  (From  NOME)  Visualization  and  biopsy  of  polyp 
of  the  ileo-cecal  valve  through  colonoscope. 
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morphonuclear  leukocytes  and  eosinophils.  In 
the  walls  of  the  serosa  there  was  an  increase  in 
number  of  plasma  cells  and  leukocytes  with  ac- 
cumulations of  follicular  type.  Groups  of  tumor 
acini  lay  in  the  lymphatics.  The  pathological 
diagnosis  was  adenocarcinoma  of  the  appendix 
with  associated  appendicitis,  suppurative,  with 
perforation. 

The  patient’s  postoperative  course  was  un- 
eventful. Electrolytes  remained  essentially  nor- 
mal. The  patient  continued  on  Streptomycin  one 
Gm.  daily,  INH  three  Gm.  three  times  a day  and 
PAS,  liquid  form,  four  Gm.  three  times  a day, 
which  regimen  was  resumed  on  the  11th  post- 
operative day.  Blood  volume  revealed  a 400  Gm. 
hemoglobin  mass  deficit  for  which  he  was  given 
two  pints  of  blood. 

It  was  concluded  that  this  patient  should  have 
a right  hemicolectomy.  Therefore,  he  was  pre- 
pared with  Neomycin  and  Sulfasuxidine  and  was 
digitalized  preoperatively.  On  July  20,  1959, 
the  patient  underwent  a right  hemicolectomy 
with  an  end-to-side  anastomosis.  The  resected 
specimen  (Figure  2)  revealed  in  the  appendiceal 
amputation  site  (in  only  one  section)  a small, 
localized  area  of  infiltration  of  tumor  (similar  to 
that  described  in  the  appendix).  The  tumor  cells 
were  found  in  groups  with  mucinous  cytoplasm 
and  hyperchromatic  muclei  and  were  noted  in 
the  muscle  coats  and  in  the  lymphatics.  In  addi- 
tion, a foreign  body  granuloma  was  noted  about 
the  sutures  in  the  cecal  wall.  The  lymph  nodes 
were  negative  for  metastasis.  The  pathological 
report  of  the  resected  specimen  was  indicative  of 
infiltrated  adenocarcinoma  of  the  cecum  with 
activity  at  the  resected  site  of  the  appendix,  also 
foreign  body  granulomatous  infiltration  of  the 
wall  of  the  cecum  and  chronic  active  mesenteric 
lymphadenitis  were  noted. 

On  June  2,  1960,  he  was  transferred  to  the 
Peripheral  Vascular  Service  of  another  hospital 
because  of  progressive  gangrene  of  the  right 
fourth  toe.  During  the  time  of  his  work-up  at 
that  hospital  he  left  AWOL  on  July  10,  1960. 
Further  follow-up  of  this  patient  was  lost.  It  was 
learned  later  that  he  had  deceased. 

Discussion 

Early  detection  of  malignant  lesions  in  gen- 
eral continues  to  tax  the  patient  and  the  medical 
profession  with  the  growing  segment  of  the  aging 
population.  The  initial  silent  or  asymptomatic 
phase  remains  the  desirable  stage  for  curative 
elective  operative  procedure.  During  this  stage, 
the  lesion  usually  is  localized  without  extension 
or  metastasis.  Detection  of  early  G.I.  lesions 
depends  primarily  on  the  patient’s  symptoma- 


tology. Proctosigmoidoscopies  have  been  recom- 
mended for  patients  over  50  years  of  age.  Secon- 
dary infections  due  to  inadequate  drainage  have 
assisted  the  clinicians  in  early  detection  of  ob- 
structing neoplastic  lesions  of  various  organs  such 
as  the  lung,  gallbladder,  renal  pelvis,  urinary 
bladder  and,  in  our  case,  the  appendix.  The 
adenocarcinoma  of  the  appendix  as  mentioned 
previously  is  located  in  50  per  cent  of  cases  in  the 
proximal  third  of  the  appendix,  setting  up  an 
early  suppurative  appendiceal  inflammation 
which  alerts  the  physician  to  the  fact  of  an  acute 
abdomen,  but  the  silent  tumors  of  the  distal  por- 
tion of  the  appendix  infiltrate  the  appendiceal 
wall  by  extension  and  may  set  up  a vague  dis- 
comfort in  the  right  lower  quadrant  and,  if  this 
lesion  extends  into  the  cecum,  may  cause  anemia. 
If  the  tumor  involves  the  apex  of  a retrocecal 
appendix,  the  pathology  may  extend  into  the 
retroperitoneal  space  and  set  up  some  lumbar 
discomfort  which  may  be  attributed  to  a sacro- 
iliac condition  or  to  an  arthritic  spinal  condition, 
or  to  right  renal  pathology,  or  even  to  a pan- 
creatic or  gallbladder  condition.  It  is  apparent 
that  the  diagnosis  by  clinical  means  will  be  de- 
layed especially  when  the  distal  portion  of  the 
appendix  is  involved. 

Since  25  per  cent  of  the  vermiform  appendices 
are  located  retrocecally,  it  is  of  paramount  im- 
portance to  improve  our  diagnostic  potential  in 
this  area.  The  retroperitoneal  space  with  its  inti- 
mate anatomic  organic  associations  remains  elu- 
sive in  the  hands  of  the  most  competent  clinicians 
and  diagnosticians.  Retroperitoneal  tumors  (par- 
ticularly lymphomas),  idiopathic  retroperitoneal 
and  peri-ureteric  fibrosis  and  pancreatic  tumors 
may  be  suspected  at  the  late  pathological  stage 
of  the  disease  because  of  the  nonspecific  clinical 
symptomatology  of  these  lesions  consisting  of 
malaise,  perspiration,  weight  loss  and  back  dis- 
comfort or  pain.  Other  coincidental  pathological 
findings  may  mislead  the  attending  physician  and 
cause  him  to  overlook  the  main  pathology  in  this 
space  Conventional  diagnostic  procedures  such 
as  retroperitoneal  pneumonography,  intravenous 
pyelography  and  cholangiography,  needle  biopsy 
and  tomography  have  been  successful  adjuncts 
in  the  diagnosis  of  these  neoplasms.  Clinical  clues 
such  as  icterus,  rapid  weight  loss,  hepatomegaly, 
bowel  irregularity,  recurrent  thrombophlebitis, 
psychiatric  disorders,  abnormal  glucose  toler- 
ance tests  and  persistent  back  or  abdominal  pain 
(aggravated  in  the  supine  position)  may  make 
the  clinician  suspicious  of  a lesion  in  the  retro- 
peritoneal space.  The  majority  of  the  retroperi- 
toneal ( or  retrocecal ) and  intraperitoneal  appen- 
dices can  be  diagnosed  as  disease  entities  when- 
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ever  clinically  an  acute  obstructive  inflammatory 
or  neoplastic  process  develops.  The  early  diag- 
nosis of  adenocarcinoma  of  the  appendix  when 
clinically  suspected  or  when  diagnostically  pro- 
cessed by  exclusion  requires  the  utilization  of 
those  sophisticated  diagnostic  techniques  avail- 
able presently  and  anticipated  in  the  near  future. 
The  recently  developed  and  proposed  procedures 
of  selective  arteriography,  electronic  radiography 
and  echography,  if  employed  here,  may  improve 
the  early  diagnosis  of  these  lesions,  resulting  in 
an  improved  five-year  survival  rate  for  these 
patients. 

Lesions  (especially  carcinoma)  of  the  right 
colon,  despite  the  fact  that  the  disease  often  re- 
mains completely  limited  to  the  bowel  and  to 
the  adjacent  mesentery  for  relatively  long  periods, 
have  the  same  five-year  survival  rate  along  with 
the  rapidly  metastasizing  lesions  of  the  left  colon 
because  of  the  comparative  delay  in  diagnosis  of 
the  lesions  of  the  right  colon.  Abdominal  pain 
or  discomfort,  malaise,  anemia  and  bowel  irregu- 
larity may  mislead  the  physician  into  treatment 
of  a coincidental  or  similar  symptom-related  dis- 
ease until  complications  incidental  or  metastatic 
develop  which  will  force  the  clinician  to  request 
an  exploratory  laparotomy.  It  is  apparent,  there- 
fore, that  new  diagnostic  techniques  should  be 
used,  such  as  selective  angiography,  primarily  in 
order  to  detect  early  malignancy  of  the  cecum 
and  possibly  of  the  appendix.  The  visualization 
of  the  mucosal  pattern  of  the  cecum  and  of  the 
ostium  of  the  appendix  has  been  attempted  by 
recently  introduced  fibro-optic  colonoscopes.  This 
method,  which  is  simple  for  the  patient,  could  be 
used  for  early  detection  of  carcinoma  at  these 
sites  by  direct  biopsy  or  by  aspiration  for  cyto- 


logical  studies  in  place  of  exploratory  laparotomy 
which  usually  is  performed  at  a later  stage  of 
the  disease  with  metastases.  Selective  angiog- 
raphy may  be  used  in  debatable  cases  and  in  the 
future  electron  radiography  and  echography  may 
be  encouraged  for  detection  of  deeply  seated 
malignancies  of  the  G.I.  tract  or  their  adjacent 
secretory  organs  and  glands.  Currently  it  is  ap- 
parent that  the  clinical  diagnosis  will  be  delayed 
and  finally  will  be  confirmed  mostly  by  explora- 
tory laparotomy  following  clinical  exclusion. 
There  has  never  been  reported  a case  in  which 
the  clinical  diagnosis  of  adenocarcinoma  of  the 
appendix  was  detected  preoperatively.  Review 
of  the  world  literature  also  indicates  that  there  has 
never  been  reported  a case  of  primary  carcinoma 
of  the  vermiform  appendix  in  a patient  with 
active  pulmonary  tuberculosis,  as  reported  in  this 
case. 

Summary 

1.  A review  of  the  literature  is  presented,  with 
comment. 

2.  The  use  of  new  diagnostic  techniques  is 
proposed. 

3.  The  treatment  of  choice  for  adenocarcinoma 
of  the  base  of  the  appendix  remains  right  radical 
hemicolectomy. 

4.  An  additional  case  of  adenocarcinoma  of 
the  appendix  is  reported. 

5.  This  may  be  the  first  reported  case  in  the 
world  literature  of  adenocarcinoma  of  the  ap- 
pendix coincidental  with  active  pulmonary  tu- 
berculosis. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


184  Million  Have  Health  Insurance 

AN  estimated  184  million  people — about  9 out  of  every  10  people  in  the  nation — 
had  some  form  of  private  health  insurance  protection  to  help  meet  their  medical 
bills  as  1974  began.  These  figures  were  released  recently  by  the  Health  Insurance 
Institute  as  part  of  its  annual  estimate  of  health  insurance  coverage  in  the  United 
States. 

The  statistics  show  a continuing  climb  in  private  health  insurance  protection  over 
the  past  33  years.  In  1940,  when  data  were  first  recorded,  12  million  Americans  were 
listed  as  having  some  form  of  health  insurance.  Five  years  later  32  million  had  pro- 
jection; by  1960  there  were  130  million  people  with  it;  at  the  start  of  1973,  181.6 
million. 

Hospital  expense  insurance,  for  example,  had  reached  184  million  people  at  the 
start  of  the  new  year.  Surgical  expense  insurance,  which  helps  handle  costs  of  opera- 
tions, protected  168  million  people  as  1974  began. 
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Gastrointestinal  Hormones 
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A lthough  it  is  not  thought  as  such,  the  gut 
•Ca  js  an  endocrine  organ.  Hormones  produced 
in  the  gastrointestinal  (GI)  tract  have  multiple 
effects  and  the  interactions  of  these  hormones 
match  in  complexity  those  of  the  pituitary,  thy- 
roid and  adrenal  glands.  The  concept  of  hor- 
monal control  of  physiologic  function  was  first 
proposed  and  demonstrated  in  a laboratory  of 
GI  physiology,  and  secretin  was  the  first  sub- 
stance to  be  called  a hormone. 

APUD  Microendocrine  System 

Within  recent  years,  the  concept  of  a widely 
distributed  microendocrine  system  has  evolved. 
One  of  its  most  characteristic  features  is  the 
ability  to  concentrate  and  decarboxylate  biogenic 
amines.  The  system  is  therefore  called  APUD 
system  (Amine  Precursors  Uptake  and  Decar- 
boxylation). One  simple  method  of  tracing  the 
embryological  development  of  APUD  system  is 
to  expose  the  embryo  to  hot  formalin  vapor 
which  induces  fluorescence  of  the  APUD  cells. 
Application  of  this  technique  to  mouse  embryos 
shows  that  the  neural  crest  migrates  in  large 
masses  in  a ventral  direction  in  the  first  eight 
days  of  embryonic  life.  On  the  ninth  day  they 
colonize  the  developing  foregut  and  its  deriva- 
tives such  as  the  pharynx,  stomach,  duodenum, 
ultimobranchial  body,  and  pancreas  indicating 
APUD  cells  invade  the  gut.  However,  complete 
proof  that  APUD  cells  are  the  precursors  of  all 
endocrine  polypeptide  cells  is  not  available. 
APUD  cell  types  are  listed  in  Figure  1.  Tumors 
deriving  from  these  cells  and  hormones  secreted 
by  those  tumors  are  also  listed. 

Gastrin 

In  1905,  Edkins  read  before  the  Royal  Society 
of  London  a brief  paper  “On  the  Chemical 
Mechanism  of  Gastric  Secretion.”  The  aqueous 
extracts  from  the  gastric  antral  mucosa  stimu- 


lated gastric  secretion  of  HC1  and  pepsin.  He 
named  this  physiologically  active  principle  “gas- 
trin,” a contraction  derived  from  the  concept  of 
a gastric  secretin.  Subsequent  demonstration 
of  histamine  clouded  Edkins’  important  obser- 
vation. 

Kamarov,  in  1938,  using  extracts  of  gastric  an- 
tral mucosa  that  had  been  prepared  histamine- 
free,  found  a substance  which  stimulated  the 
secretion  of  gastric  acid.  After  five  years  and 
50,000  hogs,  Gregory  and  Tracy  in  1964  suc- 
ceeded in  the  isolation  of  two  nearly  identical 
peptide  hormones.  They  designated  these  hor- 
mones Porcine  Gastrin  I and  II,  and  defined  the 
sequence  of  their  17  amino  acids.  One  of  the 
most  fascinating  observations  is  that  the  tetra- 
peptide  amide  ( Tryp-met-asp-phe-NH_,)  of  the 
carboxyl  terminus  contains  all  the  physiological 
properties  of  intact  gastrin.  On  a molar  basis, 
however,  gastrin  tetrapeptide  amide  is  substan- 
tially less  potent  than  the  intact  gastrin  molecule. 
The  following  summarize  the  physiology  of  gas- 
trin release  and  inhibition. 

Stimuli  of  gastrin  release: 

1.  Chemical  stimuli:  meat  extracts,  amino  acids, 

ethanol,  local  acetylcholine,  hypercalcemia. 

2.  Mechanical  stimuli:  distention  of  the  gastric  an- 

trum by  food. 

3.  Vagal  stimulation:  produced  by  insulin— induced 

hypoglycemia. 

4.  Catecholamines. 

Inhibition  of  gastrin  release: 

1.  Acid  in  the  antrum:  the  degree  of  the  inhibition 

of  gastric  release  is  proportional  to  the  acidity. 

pH  1.0  inhibits  release  completely,  and  a 

solution  of  intermediate  acidity  (pH  3.5)  in- 
hibits partially. 

2.  Topical  painting  of  the  pyloric  gland  area  with 

2 per  cent  cocaine  inhibits  gastrin  release. 

3.  Atropine:  more  effective  in  suppressing  acid 

secretion  than  in  blocking  gastrin  release. 

Circulating  gastrin  is  heterogenous.  The  prin- 
cipal molecular  species  is  not  heptadecapeptide 
gastrin,  but  rather  a larger  molecular  species 


88 


The  West  Virginia  Medical  Journal 


which  is  termed  “big  gastrin”  ( BG ) . At  least  one 
more  kind  is  identified,  and  called  “big,  big  gas- 
trin” (BBG).  Big  gastrin  and  BBG  reside  princi- 
pally in  the  duodenum  and  jejunum,  whereas  hep- 
tadecapeptide  gastrin  mainly  in  the  antrum. 
BG  and  BBG  yield  on  trypsin  hydrolysis  a poly- 
peptide which  is  indistinguishable  from  hepta- 
decapeptide  gastrin.  In  addition  to  heptadeca- 
peptide  and  big  gastrin,  little  gastrin  and  mini- 
gastrin have  been  identified  in  Zollinger-Ellison 
syndrome.  Utilizing  an  immunohistochemical 
technique  gastrin  has  been  demonstrated  in  the 
mucosa  of  the  small  intestine  as  well  as  in  the 
pancreas.  The  quantity  of  gastrin  in  the  small 
intestine  progressively  diminishes  caudally.  The 
mucosa  of  the  first  portion  of  the  duodenum  con- 
tains as  much  or  nearly  as  much  gastrin  as  the 
antral  mucosa. 

G-cells  (gastrin  cells)  are  located  principally 
in  the  antral  pyloric  glands.  Many  of  these  cells 
have  free  surfaces  which  are  exposed  to  the  gas- 
tric lumen  and  to  the  lumen  of  individual  pyloric 
glands.  The  normal  human  pancreas  contains 
gastrin  which  is  located  in  the  cytoplasm  of  delta 
cells.  An  increased  number  of  gastrin  cells  in 
the  gastric  mucosa  has  been  demonstrated  in  the 
following:  pernicious  anemia,  hypersecreting  pa- 
tients without  Zollinger-Ellison  syndrome  (ZES), 
acromegaly,  hyperparathyroidism,  and  occasion- 
ally in  duodenal  ulcer  patients. 

Radioimmunoassay  of  gastrin  was  accom- 
plished in  1968.  With  this  tool  to  measure  serum 
concentrations  of  gastrin,  a number  of  studies 
have  been  done  to  correlate  gastrin  levels  with 
clinical  problems.  A very  high  serum  gastrin 
concentration  has  been  demonstrated  in  ZES  and 
pernicious  anemia.  Duodenal  ulcer  (DU)  pa- 
tients showed  no  significant  difference  in  serum 
gastrin  from  controls.  However,  the  post-feeding 
plasma  gastrin  level  is  higher  in  DU  patients  than 
in  controls.  This  may  be  related  to  increased  post- 
prandial acid  output  in  these  patients.  Increased 
acidity  in  the  duodenum  plays  an  important  role 
in  causation  of  a duodenal  ulcer. 

Mean  fasting  serum  gastrin  concentration  in 
severe  renal  failure  is  significantly  elevated  since 
the  kidney  is  important  in  metabolic  degradation 
of  gastrin.  One  could  postulate  that  there  might 
be  a higher  incidence  of  peptic  ulcer  in  patients 
with  chronic  renal  failure,  but  I have  not  ob- 
served this  to  be  true. 

Following  a test  meal  (4  oz.  orange  juice, 
2 eggs,  one  piece  of  dry  toast),  normal  subjects 
respond  with  an  average  of  three-to  four-fold 
rise  in  plasma  gastrin,  whereas  ZES  patients  show 
no  rise.  Atropine  fails  to  prevent  a post-feeding 


rise  in  plasma  gastrin  concentration  in  the  hu- 
mans. On  the  contrary,  atropine  may  cause 
greater  rise  in  post-prandial  plasma  gastrin  via 
delayed  gastric  emptying.  An  important  clinical 
application  of  this  knowledge  is  that  anticholin- 
ergic drugs  may  even  be  harmful  for  duodenal 
ulcers. 

Calcium  infusion  induces  elevation  of  both 
serum  gastrin  and  gastric  secretion  in  normal 
subjects.  This  is  the  probable  explanation  for 
why  patients  with  hypercalcemia  are  prone  to 
peptic  ulcers.  An  even  greater  response  to  cal- 
cium infusion  is  observed  in  DU  patients,  and  an 
even  much  greater  response  in  ZES.  In  one  re- 
ported patient  with  ZES  and  hyperparathyroid- 
ism, marked  decline  in  plasma  gastrin  concen- 
tration occurred  following  parathyroidectomy. 

In  a study  of  subjects  with  Billroth  II  anasto- 
mosis the  basal  and  post-prandial  gastrin  levels 
were  significantly  lower  than  patients  with  a Bill- 
roth I or  vagotomy-pyloroplasty.  This  study  indi- 
cated that  food  entering  the  duodenum  is  ca- 
pable of  stimulating  gastrin  release  after  the 
gastric  antrum  is  resected. 

Case  Presentation  of  Zollinger-Ellison  Syndrome 

A 41-year-old  man  was  admitted  for  the  first 
time  to  the  West  Virginia  University  Hospital  in 
January  1973  for  recurrent  peptic  ulcer. 

He  was  well  until  1966  when  he  developed  epi- 
gastric distress,  nausea  and  vomiting.  He  was 
x-rayed  and  told  that  he  had  “ulcers.”  In  the 
same  year  he  had  hematemesis  and  melena  for 
which  he  was  treated  medically.  Epigastric  pain 
persisted.  In  1967  he  had  recurrent  upper  GI 
bleeding,  and  vagotomy  and  pyloroplasty  were 
performed.  Ulcer  symptoms  recurred  over  the 
next  year  despite  good  medical  management.  He 
underwent  a second  operation  in  February  1969, 
and  a partial  gastrectomy  was  attempted  but  was 
abandoned  because  of  massive  bleeding.  Trans- 
thoracic vagotomy  was  performed  in  the  same 
month.  In  November  1971  he  underwent  antrec- 
tomy and  Billroth  II  reconstruction  for  a recur- 
rent ulcer.  This  was  complicated  by  evisceration 
and  outlet  obstruction.  Marginal  ulcers  were 
demonstrated  by  x-ray  in  October  1972  and 
January  1973. 

Physical  examination  revealed  a well-nourished 
and  well-developed  man  in  no  acute  distress. 
Vital  signs  were  normal.  The  examination  was 
otherwise  unremarkable. 

The  following  laboratory  tests  were  all  within 
normal  limits:  blood  counts,  serum  calcium  and 
phosphorus,  serum  electrolytes,  glucose  toler- 
ance test,  T4,  24-hour  urinary'  17-ketosteroids,  and 
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plasma  cortisol.  Skull  x-ray  was  negative.  An 
UGI  showed  a postoperative  Billroth  II  anasto- 
mosis. There  were  two  ulcers  on  the  jejunal  side. 
Twelve-hour  overnight  gastric  secretion  was 
1,475  ml.  with  free  acid  of  56  mEq/L  and  total 
acid  of  72  mEq/L.  The  pH  was  1.16.  Serum 
gastrin  level  was  1,444  pg/ml  by  radioimmuno- 
assay (normal  range  is  up  to  300  pg/ml). 

At  surgery  there  was  a small  1 cm.  nodule  on 
the  duodenal  wall  a few  cm.  from  the  duodenal 
stump.  The  tumor  was  removed.  A repeat  serum 
gastrin  10  days  following  surgery  was  under  100 
pg/ml. 

At  pathology  a yellowish  firm  nodule  was  noted 
within  the  submucosa  of  the  duodenal  wall. 
Microscopically,  it  was  a carcinoid  islet-cell 
tumor  of  the  duodenum. 

Zollinger-Ellison  Syndrome  (ZES) 

In  1955,  Zollinger  and  Ellison  reported  two 
patients  with  a triad  of:  (1)  fulminant  peptic 
ulcer  disease  that  recurred  despite  repeated 
gastric  operations,  (2)  gastric  hypersecretion, and 
(3)  a non-beta  islet  cell  tumor  of  the  pancreas. 
Zollinger  and  Ellison  were  the  first  to  postulate 
that  a hormone  from  the  tumor  was  responsible 
for  the  disease.  They  suggested  that  glucagon 
might  be  the  hormone.  It  is  now  known  that 
gastrin  is  hypersecreted  by  the  tumor. 

Extensive  discussion  on  ZES  is  beyond  the  scope 
of  this  presentation  and  1 shall  mention  only 
some  pertinent  facts.  Basal  plasma  gastrin  levels 
are  below  300  pg/ml  in  a normal  population. 
In  ZES,  the  basal  level  is  elevated  between  3 and 
3,000  times  that  of  normal. 

Pathologically,  60  per  cent  of  ZES  is  due  to  a 
malignant  tumor;  20  per  cent,  single  adenoma; 
and  the  remaining  20  per  cent,  hyperplasia  or 
multiple  adenomas  of  pancreatic  islet  cells.  In 
addition,  approximately  20  per  cent  of  ZE  pa- 
tients have  clinical  or  pathological  evidence  of 
multiple  endocrine  adenomas  involving  other 
glands  such  as  the  pituitary  and  parathyroid 
glands. 

Occasionally,  a single  islet  cell  tumor  may 
produce  more  than  one  islet  cell  hormone.  Some 
examples  of  multiple  hormone  secretion  by  islet 
cell  tumors  include:  gastrin,  ACTH,  and  MSH; 
insulin  and  gastrin;  insulin,  gastrin  and  glucagon; 
gastrin  and  serotonin;  gastrin,  serotonin  and  his- 
tamine. 

Most  of  the  gastrin-secreting  tumors  originate 
from  the  pancreatic  islet  cells.  Occasionally,  one 
can  arise  as  a carcinoid  tumor  in  the  duodenal 
wall.  Hyperplasia  of  gastrin  cells  of  the  gastric 
antrum  has  been  reported  to  be  the  cause  of 


ZES  in  one  case.  He  was  a 17-year-old  male 
with  a four-year  history  of  duodenal  ulcer.  Fast- 
ing plasma  gastrin  was  over  8,000  pg/ml.  At 
laparotomy,  no  pancreatic  or  other  tumors  were 
found.  Truncal  vagotomy,  antrectomy,  and  dis- 
tal pancreatectomy  were  performed.  Immuno- 
fluorescent  staining  of  the  surgical  specimen 
showed  hyperplasia  of  gastrin  cells  in  the  re- 
sected antrum.  The  pancreas  and  duodenum 
were  normal.  Fasting  plasma  gastrin  was  less 
than  50  pg/ml  two  months  after  surgery,  and 
the  gastric  acid  was  reduced  by  92  per  cent. 

It  has  been  recently  reported  that  serum  gas- 
trin is  elevated  in  patients  with  rheumatoid  arth- 
ritis. It  is  well  known  that  rheumatoid  arthritis 
patients  (particularly  those  on  aspirin  therapy) 
are  prone  to  developing  peptic  ulcer  disease. 
Excessive  serum  gastrin  may  contribute  to  for- 
mation of  peptic  ulcer  in  these  patients. 

Secretin 

In  1902,  Baylis  and  Starling  observed  the  in- 
creased flow  of  pancreatic  juice  after  acid  was 
put  into  the  lumen  of  the  denervated  jejunum. 
The  substance  which  stimulated  the  secretion 
was  termed  secretin.  Mutt  and  Jorpes  in  1966 
described  the  molecular  structure  of  the  hor- 
mone. Bodanszkv  and  co-workers  synthesized 
it  in  the  same  year.  Secretin  is  a strongly  basic 
single-chain  polypeptide  with  27  amino  acids. 
There  is  a notable  similarity  between  the  molec- 
ular structure  of  secretin  and  glucagon;  i.e.,  14  of 
the  27  amino  acids  occupy  the  same  position. 

Stimuli  for  the  release  of  secretin  are  as  fol- 
lows: (1)  HC1  (pH  less  than  4.5)  is  the  most 
potent  stimulus;  (2)  Hydrolysis  products  of  pro- 
tein and  fat  may  be  stimulatory;  and  (3)  A local 
neural  mechanism  may  play  some  part,  since 
topical  anesthetics  reduce  pancreatic  secretion 
response. 

Secretin  induces  the  secretion  of  water  and 
bicarbonate  by  the  pancreas.  Secretin  has  little 
effect  on  enzyme  secretion  since  the  acinar  cells 
in  the  pancreas  do  not  discharge  their  granules 
after  the  administration  of  secretin.  Secretin 
stimulates  the  liver  to  secrete  bile  with  a high 
concentration  of  bicarbonate  but  it  is  probably 
not  an  important  physiologic  stimulus  of  hepatic 
secretion.  Gastric  acid  secretion,  stimulated  by 
gastrin,  is  inhibited  by  secretin.  Gastric  motility 
and  esophageal  sphincter  pressure  are  reduced 
by  secretin. 

Our  knowledge  of  secretin  has  practical  ap- 
plication in  diagnosis.  One  application  is  the 
Secretin  Test.  The  Secretin  Test  is  used  chiefly 
to  diagnose  inflammatory  and  neoplastic  dis- 
ease of  the  pancreas.  Normal  individuals  secrete 
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at  least  2 ml.  of  pancreatic  fluid  per  kilogram  of 
body  weight  in  80  minutes  following  secretin  in- 
fusion (1  unit/kg  body  weight).  Duodenal  bi- 
carbonate concentration  increases  to  at  least  85 
mEq/L  and  amylase  secretin  up  to  6 units/kg 
in  the  80-minute  collection.  Patients  with  chronic 
pancreatitis  early  in  the  disease  fail  to  produce  a 
normal  rise  in  bicarbonate  concentration.  Late 
in  the  disease  the  volume  flow  may  also  fall  off. 
Patients  with  cancer  of  the  head  of  the  pancreas 
tend  to  exhibit  normal  ductal  secretion  of  bicar- 
bonate in  response  to  secretin  but  show  reduced 
flow. 

Another  application  is  in  angiography.  When 
large  doses  of  secretin  are  injected  into  the  su- 
perior mesenteric  and  celiac  arteries  before  the 
injection  of  contrast  medium  the  time  needed 
for  arterial  filling  is  shortened,  the  vessel  diam- 
eter is  increased,  and  the  diagnosis  of  carcinoma 
and  cysts  of  the  pancreas  is  facilitated. 

It  has  been  speculated  that  secretin  might  even 
be  effective  therapeutically  in  treating  duodenal 
ulcer  by  stimulating  secretion  of  alkaline  pan- 
creatic juice  and  suppression  of  gastric  acid  out- 
put. Further  investigation,  however,  is  needed 
before  it  can  reach  clinical  use. 

Cholecystokinin-Pancreazymin  (CCK-PZ) 

CCK  and  PZ  have  been  shown  to  be  an  identi- 
cal polypeptide  hormone.  CCK  is  a polypeptide 
hormone  containing  33  amino  acids.  The  hormone 
has  been  prepared  in  pure  form  from  duodenal 
mucosa.  The  distribution  of  CCK  in  the  gastro- 
intestinal tract  is  similar  to  that  of  secretin. 

Digested  products  of  foods  such  as  polypep- 
tides, amino  acids  and  emulsified  fats  are  be- 
lieved to  be  the  most  potent  stimuli  to  the  re- 
lease of  CCK.  Acidification  seems  to  be  almost 
ineffective  in  man.  Pure  solutions  of  simple 
sugars  show  little  effect.  The  vagus  nerve  exerts 
a tonic  influence  on  pancreatic  enzyme  secretion 
but  atropine  does  not  block  the  responses  of  the 
pancreas  to  parenterally  injected  CCK. 

CCK  acts  primarily  to  increase  the  enzyme 
output  from  the  pancreas,  to  cause  a powerful 
contraction  of  the  gallbladder,  and  to  stimulate 
the  bile  flow.  CCK  also  increases  intestinal 
motility  and  decreases  intestinal  transit  time. 

WDHA  Syndrome  (Watery  Diarrhea,  Hypokalemia, 
Achlorhydria  Syndrome) 

Verner  and  Morrison  (1958)  drew  attention 
to  a syndrome  of  fulminating  diarrhea,  severe 
hypokalemia,  and  death  from  renal  failure  in 
association  with  non-beta  islet  cell  tumor.  More 
than  50  cases  have  been  reported  since  then. 
The  most  life-threatening  problems  are  watery 
diarrhea,  severe  hypokalemia,  and  severe  meta- 


bolic acidosis.  This  group  of  patients  represent 
approximately  5 per  cent  of  all  those  with  hor- 
mone-producing non-beta  islet  cell  tumors  of  the 
pancreas.  Achlorhydria  was  documented  in  1961, 
which  could  be  a distinguishing  factor  in  this 
group  from  ZES.  Hypochlorhydria  rather  than 
achlorhydria  is  a more  common  finding  in  WDHA 
syndrome. 

Elevated  blood  sugar  is  found  frequently  in 
this  syndrome.  Normoglycemia  has  frequently 
followed  complete  excision  of  the  pancreatic 
tumor  and  control  of  diarrhea.  The  most  plaus- 
ible explanation  for  hyperglycemia  is  the  potas- 
sium imbalance.  Elaboration  of  glucagon  by 
these  tumors  remains  an  unproven  possibility. 

Hypercalcemia  is  seen  in  approximately  60 
per  cent  of  the  patients  with  this  syndrome.  The 
frequency  of  hypercalcemia  is  more  than  twice 
that  of  patients  with  ZES.  Of  27  patients  with 
WDHA  syndrome  whose  serum  calcium  was 
measured,  25  had  elevated  values  ranging  from 
11.4  to  16.2  mg%.  Initial  parathyroid  surgery 
failed  to  control  hypercalcemia,  but  successful 
removal  of  the  pancreatic  neoplasm  normalized 
the  serum  calcium.  The  cause  of  hypercalcemia 
probably  is  the  elaboration  of  a parathormone- 
like substance  by  the  pancreatic  islet  tumors. 

The  neoplasms  are  usually  discrete,  and  ap- 
proximately 80  per  cent  are  within  the  body  and 
tail  of  the  pancreas.  To  date,  there  have  been  no 
primary  extrapancreatic  sites.  Extirpation  of  the 
pancreatic  lesion  is  the  only  definitive  therapy. 
When  extirpation  is  not  feasible,  ACTH  and  corti- 
costeroids have  been  beneficial  in  treating  the 
fulminating  diarrhea. 

Etiology  of  this  syndrome  is  unclear.  Secretin, 
gastrin,  glucagon,  and  gastric  inhibitory  polypep- 
tide (GIP)  have  been  incriminated.  Secretin  and 
secretin-like  hormones  have  been  identified  by 
bio-  and  immunoassays  in  the  tumor  extract  and 
by  bioassay  of  plasma  from  the  patients  with 
WDHA  syndrome.  Secretin  and  secretin-like 
substance  from  the  tumor  extract  has  been  shown 
to  reduce  net  absorption  across  a gut  membrane, 
to  increase  secretion  from  human  small  bowel,  to 
induce  hypercalcemia  in  normal  and  ZES  sub- 
jects, and  to  inhibit  gastrin-stimulated  acid  pro- 
duction. Gastrin  and  glucagon  were  shown  to 
reduce  net  absorption  across  intestinal  mucosa. 
Gastrin  inhibitory  polypeptide  (GIP)  is  a potent 
inhibitor  of  gastric  secretion  and  it  has  stimula- 
tory effects  on  intestinal  secretion.  Immuno- 
fluorescence reaction  of  the  tumor  cells  was 
strongly  positive  for  GIP.  It  may  be  that  all 
these  substances  work  at  the  cellular  level  re- 
sulting in  the  cholera-like  diarrhea. 
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Gastric  Inhibitory  Polypeptide  (GIP) 

Enterogastrone  was  originally  used  to  describe 
the  humoral  substance  which  is  released  from 
the  small  intestine  after  the  arrival  of  fat,  and 
then  inhibits  gastric  secretion.  CCK  and  secretin 
inhibit  gastrin-stimulated  but  not  histamine- 
stimulated  gastric  acid  secretion.  Pederson  and 


Brown  have  recently  reported  a purified  poly- 
peptide that  inhibits  acid  secretion  that  is  stimu- 
lated by  histamine,  pentagastrin  or  insulin- 
induced  hypoglycemia.  This  substance  has  been 
termed  gastric  inhibitory  polypeptide  (GIP). 
Theoretically,  GIP  would  have  clinical  value  in 
the  treatment  of  ulcer  disease.  A major  dis- 
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c.  Gastrin  inhibitory  polypeptide  (GIP) 

5.  Other  findings:  Hypercalcemia 

Figure  2.  WDHA  Syndrome. 


92 


The  West  Virginia  Medical  Journal 


advantage,  however,  is  that  being  a polypeptide 
hormone,  it  has  to  be  administered  parenterally. 

Enteroglucagon 

In  the  past,  glucagon  was  thought  to  be  a hor- 
mone found  in  the  pancreas.  However,  glucagon- 
like immunoreactivity  has  been  found  in  the  GI 
tract  and  is  called  enteroglucagon.  Cells  con- 
taining glucagon-like  immunoreactivity  have 
been  found  in  the  fundus  of  the  stomach  and  in 
jejunum. 

Enteroglucagon  rises  in  serum  during  intesti- 
nal absorption  of  glucose  and  thus  stimulates 
release  of  insulin  from  the  pancreas.  Entero- 
glucagon, however,  differs  from  pancreatic  glu- 
cagon. Glucose  given  by  mouth  is  cleared  more 
rapidly  from  the  blood  and  elicits  a greater 
insulin  response  than  glucose  given  intravenous- 
ly. Secretin,  CCK,  and  enteroglucagon  have 
been  shown  to  promote  insulin  release.  In  post- 
gastrectomy hypoglycemia  or  dumping  syn- 
drome, there  may  be  excessive  stimulation  of 
insulin  secretion  because  some  intestinal  hor- 
mones are  released  by  the  rapid  introduction  of 
carbohydrates  into  the  small  intestine,  thus  re- 
sulting in  the  typical  symptoms  of  that  syndrome. 

Other  Gastrointestinal  Hormones 

Other  hormones  have  been  identified,  but  their 
physiological  significance  is  unclear.  Motilin  is  a 
polypeptide  which  increases  motor  activity  in 
the  stomach.  It  is  released  after  alkalinization  of 
the  duodenum.  Villikinin  is  an  intestinal  hormone 
affecting  contraction  and  relaxation  of  the  villi 
of  the  small  intestine. 


Summary 

There  is  a remarkable  interrelationship  of  the 
GI  hormones.  Grossman  postulates  that  gastrin, 
secretin,  and  CCK  all  act  on  one  receptor.  This 
receptor  has  two  interacting  sites,  one  with  affin- 
ity for  gastrin  and  CGK,  and  the  other  with 
affinity  for  secretin  and  glucagon.  Simultaneous 
actions  of  gastrin  and  cholecystokinin  lead  to 
competitive  augmentation  or  competitive  inhi- 
bition. Simultaneous  action  of  secretin  with 
either  gastrin  or  CCK  leads  to  non-competitive 
inhibition  or  non-competitive  augmentation. 

The  categories  of  actions  of  the  hormones 
include  ( 1 ) water  and  electrolyte  secretion  by  the 
stomach,  pancreas,  liver  and  Brunner’s  glands; 
(2)  water  and  electrolyte  absorption  from  ileum 
and  gallbladder;  (3)  enzyme  secretion  by  the 
stomach  and  pancreas;  (4)  endocrine  secretion 
of  secretin,  gastrin,  insulin,  and  glucagon;  (5) 
contraction  and  motility  of  the  esophagus,  stom- 
ach, intestine,  biliary  tract,  and  uterus;  and  (6) 
a trophic  effect  on  gastric  mucosa,  pancreas, 
small  bowel,  and  liver.  Because  of  such  a diver- 
sity of  action,  delicate  balance,  and  complicated 
interrelationship  of  these  GI  hormones,  it  is  con- 
ceivable that  many  clinical  disorders  may  result 
from  pathological  over-production  of  a hormone 
or  hormones  (ZES,  WDHA  syndrome)  or  from 
breakdown  of  hormonal  interrelationships  (dump- 
ing syndrome,  peptic  ulcer  disease,  rapid  intes- 
tinal transit).  Understanding  of  the  basic  physio- 
logic mechanisms  of  these  hormones  allows  un- 
derstanding of  the  pathologic  clinical  problems. 

A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Problems  of  Aging  Auto  Drivers 

THE  problems  of  the  aging  autoist  whose  driving  may  have  to  be  restricted  or 
discontinued  will  be  the  theme  of  a National  Conference  on  the  Aging  Driver 
May  2-4  in  Washington,  D.  C.  The  conference  will  be  sponsored  by  the  American 
Medical  Association  and  the  American  Association  of  Motor  Vehicle  Administrators. 

While  the  Conference  will  focus  on  the  medical  aspects  of  licensure  problems  of 
the  aging  driver,  related  factors  such  as  public  transportation,  housing,  community 
design,  insurance  and  finances  will  be  covered.  Participants  will  include  physicians 
and  licensing  officials,  as  well  as  representatives  of  voluntary  organizations,  insurance 
companies,  governmental  agencies,  private  safety  organizations  and  other  interested 
groups. 
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I; 


i/hen  parenteral  analgesia 
i no  longer  required, 
mpirin  Compound  with 
odeine  usually  provides  the 
slief  needed. 


mpirin  Compound  with 
iodeine  is  effective  for 
isceral  as  well  as  soft  tissue 
'ain— provides  an  antitussive 
ionus  in  addition  to  its 
Prompt,  predictable 
inalgesia. 


prescribing  convenience: 

S up  to  5 refills  in  6 months, 
t your  discretion  (unless 
estricted  by  state  law) ; by 
: elephone  order  in  many  states. 

impirin  Compound  with 
todeine  No.  3,  codeine 
ihosphate*  32.4  mg.  (gr.  V2); 
to.  4,  codeine  phosphate* 

4.8  mg.  (gr.  l).*Warning  — 
nay  be  habit-forming.  Each 
ablet  also  contains:  aspirin 
j;r.  3V2,  phenacetin  gr.  2V2, 
:affeine  gr.  V2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 

HURTS 


EMPIRIN 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


For  relief  of  low  back  pain' 

(including  intervertebral  disc) 


Bed  rest,  moist  heat,  exercise 
and  "Soma  350’  (carisoprodol) 
can  help  relax  muscle  spasm, 
relieve  mild-to-moderate  pain, 
restore  range  of  motion.* 

Economically . . .with  only  one 
tablet  q.i.d. 

Measure  the  results  yourself. 
(Wallace  will  even  send  you 
a complimentary  goniometer.) 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indication 
as  follows : 

“Possibly”  effective : for  symptomatic  relief  in 
conditions  characterized  by  skeletal  muscle  spasm  and  mild 
to  moderate  pain. 

Final  classification  of  this  indication  requires  further 
investigation. 


Contraindications:  Acute  intermittent  porphyria  and  allergic 
or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  first  dose  has  been 
followed  by  extreme  weakness,  transient  quadriplegia,  dizziness, 
ataxia,  temporary  vision  loss,  diplopia,  mydriasis,  dysarthria, 
agitation,  euphoria,  confusion,  disorientation.  Symptoms  usually 
subside  during  the  next  several  hours.  Supportive  and 
symptomatic  therapy,  including  hospitalization,  may  be  necessary. 

Pregnancy  and  Lactation:  Safe  use  not  established:  weigh 


potential  benefits  against  potential  hazards  in  pregnancy,  nurs 
mothers,  or  women  of  childbearing  potential. 

Children  Under  Five:  Drug  not  recommended. 

Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or 
operating  machinery. 

Additive  Effects:  Possible  additive  effects  between  carisoprc 
alcohol,  and  other  CNS  depressants  or  psychotropic  drugs. 

Drug  Dependence:  Use  cautiously  in  addiction-prone  patter] 
Precautions:  To  avoid  excess  accumulation,  use  caution  in 
patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness, 
dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headachej 
depressive  reactions,  syncope,  insomnia. 

Allergic  or  Idiosyncratic:  Usually  seen  after  1-4  doses  in  patie 
not  previously  exposed,  e.g.,  rash,  erythema  multiforme, 
pruritus,  eosinophilia,  fixed  drug  eruption  with  cross  reaction  tcj 
meprobamate.  More  severe  manifestations:  asthma,  fever, 
weakness,  dizziness,  angioneurotic  edema,  smarting  eyes, 
hypotension,  anaphylactoid  shock.  Stop  drug,  treat 
symptomatically  (e.g.,  possible  use  of  epinephrine,  antihistamine 
and  in  severe  cases  corticosteroids). 

Cardiovascular:  Tachycardia,  postural  hypotension,  facial 
flushing. 

Gastrointestinal:  Nausea,  vomiting,  hiccup,  epigastric  distre 

Hematologic:  Leukopenia  and  pancytopenia  (on 
carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily 
and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory 
depression,  and,  very  rarely  death.  Overdosage  of  carisoprodoj 
plus  alcohol  or  other  CNS  depressants  or  psychotropic  drugs 
can  be  additive.  Empty  stomach,  treat  symptomatically; 
cautiously  give  respiratory  assistance,  CNS  stimulants,  pressor 
agents  as  needed.  Carisoprodol  is  metabolized  in  the  liver  and 
excreted  by  the  kidney.  Diuresis  and  dialysis  have  been  used 
successfully  with  related  drug  meprobamate.  Carefully  monitor  J 
urinary  output;  avoid  overhydratton;  observe  for  possible  relaps 
due  to  incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest 
PDR  information.  Rev  5/72 

WALLACE  PHARMACEUTICALS  Cranbury,  N.  J.  08512  (jl 


Soma  350  its  power 

(carisoprodol)  350  mg  tablets 


i measured  in  movement 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C 


Woman  (man)  cannot. 


Human  beings  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins.  They  should 
be  replenished  continuously. 

Normally,  people  accomplish  this  in  their  daily 
diet.  But  under  conditions  of  illness,  stress,  in  conva- 
lescence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 


I n such  cases,  Surbex-T  may  be  indicated.  Surbex-T 
makes  it  easy  and  convenient  to  restore  the  water- 
soluble  vitamins.  Each  tablet  provides  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 

Where  nutritional  status  must  be  pre-  ■ 

served,  Surbex-T  can  help  restore  what 

r ABBOTT 

the  body  cannot  effectively  store  . 403482 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


EUROPEAN  ADVENTURE 

SWITZERLAND,  GERMANY  AND 
AUSTRIA,  CHARTERED  JETS,  | 
■LUXE  HOTELS,  TRENCH  CUISME 
LAKE  ZURKH,SWISS  WATCHES,! 
KAISER  WILHELM  CHURCH, 
THE  BRANDENBURG  GATE, 
SNOW-CAPPED  ALPS, 
VKNNESE  PASTRY  AND 
*998  PER  PERSON. 


# 


LEAVES  WASHINGTON,  D.  C.,  JULY  24,  1974 


Send  to:  West  Virginia  State  Medical  Association 
P.  0.  Box  1031 

Charleston,  West  Virginia  25324 

1 

1 

Name 

1 

1 

Enclosed  is  my  check  for  $ 
($100  per  person  as  deposit.) 

Home  Address 

1 

■Mease  send  full  color  brochure 

City  State 

Zip  Code 

^Phone 

ONE  OF  THESE  DAYS 

/“pHE  recent  flap  over  pre-certification  with  the  subsequent  apparent 

change  and  perhaps  withdrawal  is  an  excellent  reminder  about 
the  concept  of  gradualism.  One  can  tolerate  extremely  high  water 
temperature  if  one  gradually  heats  the  tub  while  sitting  with  the 
hot  water  faucet  open.  However,  one  would  be  repelled  if  going 
into  such  hot  water  directly.  The  Feds  violated  this  time-honored 
concept  of  just  a little  bit  at  a time  and  thus  the  resultant  flap. 

This  slowly  progressive  gradualism  shows  no  sign  of  abating. 
The  PSRO  mechanism  impresses  me  as  being  a “can’t  win  hand” 
for  the  doctors.  After  two  years  of  operation  it  is  to  be  reevaluated. 
The  discussion  then  will  not  mention  the  999  instances  of  com- 
pliance but  rather  the  one  instance  of  non-compliance.  Then  will 
follow  the  familiar  chant — the  doctors  can’t  regulate  themselves. 
We  are  the  most  disciplined  of  the  professions.  No  group  approaches 
our  continuing  education  efforts.  The  reward  for  endeavor  appears 
to  be  harassment. 

Anyhow,  one  of  these  days  the  doctors  are  going  to  say  to  hell 
with  all  these  forms.  Forms  don’t  bleed,  suffer,  get  short  of  breath, 
develop  acute  rentention  or  even  irregularity.  Perhaps  the  doctors 
may  independently  but  simultaneously  neglect  these  forms  until 
somebody  gets  the  message.  One  of  these  days. 

The  above  remarks  represent  the  personal  opinion  of  Dr.  Tom 
McCoy  and  in  no  way  should  be  considered  as  the  official  policy 
of  the  Association. 


A.  Thomas  McCoy,  M.  D.,  President 
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EDITORIALS 


The  annual  routine  physical  examination  was 
over.  She  was  a well-developed,  well-nourished, 
white  female  as  so  many  physical  examinations 
begin . I had  reassured  her  that  we  had  done 

a pap  smear  and  that 
ON  THE  PROSTITUTION  her  laboratory  findings 
OF  THE  PHYSICIAN  were  in  order.  As  I was 

turning  to  leave  the  ex- 
amining room  she  said,  “Oh  doctor,  would  you 
mind  writing  a letter  for  me  saying  that  I ought 
to  weigh  145  pounds?” 

I replied  that  I thought  that  her  ideal  weight 
was  somewhat  less  than  that.  She  responded 
that  she  knew  that  because  she  went  to  Weight 
Watchers  and  was  told  that  she  should  weigh 
138  pounds,  but  that  she  did  not  want  to  weigh 
less  than  145  pounds. 

“That’s  simple  enough,”  I replied,  “When  you 
reach  145  pounds  just  drop  out  of  Weight 
Watchers.” 

“Oh,  that’s  not  possible,”  she  said.  “I  work 
with  Weight  Watchers  and  1 must  weigh  in 
every  week.  If  I am  less  than  two  pounds  over 
my  weight  goal  I don’t  have  to  pay  anything.” 

The  more  I thought  about  this  conversation 
the  more  rebellious  I felt.  My  opinion  was  not 
being  sought,  I was  not  being  asked  what  bit  of 
advice  I might  be  able  to  impart  from  some  20 
years  of  study.  I was  simply  being  used. 

I thought  about  the  number  of  times  that  I 
have  spent  an  extra  two  minutes  hastily  scrib- 
bling on  a prescription  blank:  “This  is  to  certify 


that  Mr.  X brought  his  wife  to  the  office  for  ex- 
amination today.”  This  was  done  at  the  patient  s 
request  so  that  her  husband,  who  works  for  a 
company  that  demands  this,  may  collect  his 
Christmas  bonus  some  nine  to  ten  months  hence. 

I thought  about  the  leering  grin  of  the  gaunt 
man  who  was  suffering  from  alcoholic  gastritis 
as  he  asked  for  a certificate  saying  that  he  was 
seen  in  the  emergency  room  at  3:00  A.M.  fie 
had  been  drinking  for  more  than  12  to  20  hours 
and  was  too  inebriated  to  work.  He  also  had  a 
gastritis  and  was  vomiting.  He  grinned  a sickly 
triumphant  grimace  as  he  received  the  prescrip- 
tion blank  saying  he  had  been  to  the  emergency 
room.  “I  work  the  Hoot  Owl  Shift,"  he  said. 
“1  need  this  to  get  my  sick  pay.” 

I thought  about  the  form  required  by  some 
counties  in  Virginia  so  that  a pregnant  high 
school  girl  may  obtain  a homebound  teacher. 
That  form  requests  that  I certify  that  she  is  medi- 
cally unable  to  attend  school  because  of  her 
pregnancy.  Yet,  it  is  perfectly  all  right  for  her 
older  sister  to  attend  college  at  the  same  state  cf 
pregnancy.  If  the  county  wishes  to  assign  a home- 
bound  teacher  to  every  pregnant  high  school 
girl,  I have  no  objection  except  that  it  seems  to 
be  a waste  of  the  taxpayers’  money.  Why  do  they 
feel  bound,  however,  to  involve  a busy  physician 
to  certify  that  someone  who  is  healthy  enough 
to  attend  school  cannot  attend  because  she  is 
sick? 

The  American  physician  is  coerced  into  serv- 
ing as  a policeman,  a truant  officer  and  a “parent 
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who  must  write  teacher  a note"  for  people  of  all 
ages  and  in  all  walks  of  life. 

If  the  average  physician  spends  only  two  to 
three  minutes  per  day  engaged  in  this  type  of 
activity,  it  will  amount  to  10  to  15  minutes  a week. 
This  is  roughly  12  hours  a year  not  counting 
two  weeks  off  for  vacations  or  meetings.  I’m 
sure  that  the  physician  regrets  this  loss  of  a 
day  and  a half  of  his  time;  and  it  represents  a 
small  loss  to  the  community.  The  real  loss,  how- 
ever, is  in  the  physician-patient  relationship.  The 
patient  is  being  forced  by  the  demands  of  society' 
to  coerce  his  physician  into  a position  for  which 
he  is  not  trained.  Neither  is  the  physician  de- 
sirous of  being  placed  in  this  position. 

By  what  he  writes  the  physician  frequently 
may  change  the  material  benefits  accruing  to  the 
patient.  The  patient  is  quite  aware  of  this  and 
may  be  tempted  to  urge  a physician  to  over- 
emphasize certain  aspects  of  the  medical  situ- 
ation in  order  to  obtain  benefits  which  would 
not  otherwise  be  warranted.  This  situation  is 
typified  by  the  patient  who  is  desirous  of  having 
elective  sterilization  because  many  insurance 
companies  will  not  cover  the  cost  of  sterilization 
when  it  is  requested  by  the  patient  and  her 
husband  because  of  age  and  parity.  It  would 
appear  advantageous  to  the  insuring  companies 
to  cover  the  cost  of  elective  sterilization  because 
it  would  prevent  much  more  expensive  compli- 
cations with  pregnancies  that  would  occur  if 
sterilization  were  not  performed. 

Furthermore,  an  occasional  patient  will  report 
in  a disgruntled  manner  that  the  agent  of  the 
insurance  company  who  sold  her  her  policy  has 
informed  her  that  if  the  doctor  will  simply  write 
a letter  saying  she  has  high  blood  pressure  or 
some  other  medical  problem  the  company  will 
pay  the  cost  of  her  sterilization.  Even  when  con- 
siderable time  is  taken  explaining  to  the  patient 
that  the  company  may  request  a discharge  sum- 
mary or  all  portions  of  the  chart  to  validate  any 
such  letters  and  that  the  doctor  has  no  intention 
of  falsifying  material  some  of  these  patients  still 
do  not  appear  to  understand  why  the  simple  for- 
mula of  the  insurance  agent  cannot  be  followed. 

I have  no  panacea  to  offer  for  this  prostitution 
of  the  physician;  but  would  not  it  be  delightful  to 
be  accepted  for  what  we  are:  neither  put  upon  a 
pedestal  nor  used  as  whipping  boy;  but  accepted 
as  members  of  the  community  who  try  to  help 
other  members  of  the  community  to  better  health. 
—Guest  Editorial  by  T.  Keith  Edwards,  M.  D., 
Member  of  the  Staff,  Department  of  Obstetrics 
and  Gynecology,  Bluefield  Sanitarium,  Blueficld, 
West  Virginia. 


New  TV  Series  Scheduled 
On  ‘Today’s  Health’ 

The  American  Medical  Association  and  Standard 
Brands,  Inc.  jointly  announced  a new  television 
series  titled  “Today’s  Health.”  The  series  is  being 
produced  by  Gittelman  Film  Associates  in  asso- 
ciation with  the  AMA  consumer  magazine  of  the 
same  name.  This  syndicated  weekly  half-hour 
series  is  designed  to  explore  varied  aspects  of  health 
and  medicine.  Material  from  the  AMA  magazine 
will  be  utilized;  AMA  experts  and  editors  will  act 
as  consultants. 

“Today’s  Health”  will  be  co-hosted  by  Norman 
Pastorek,  M.  D.,  who  teaches  at  the  New  York 
Hospital-Cornell  Medical  Center  and  is  in  practice 
in  New  Rochelle,  and  Carlin  Glynn,  actress,  mother 
of  three,  and  an  active  participant  in  a consumer 
action  group,  “Consumer  Action  Now,”  has  ap- 
peared on  TV  and  talk  shows  in  U.  S.  and  Canada 
on  behalf  of  CAN. 

Each  half-hour  will  be  done  in  three  segments. 
The  first  will  provide  information  and  up-to-the-  , 
minute  developments  in  health  and  medicine.  The  i 
second  segment,  filmed  on  location,  will  involve 
nationally  known  figures  and  their  stories  in  the 
combatting  of  personal  health  problems.  For  ex- 
ample, in  the  first  show  Peter  Sellers  will  discuss 
how  he  has  coped  with  a coronary  attack  that  almost 
killed  him,  and  how  he  has  pursued  an  active 
career  following  his  illness. 

The  third  segment  can  best  be  described  as  an 
informal  dialogue  involving  health  authorities  on 
provocative  subjects  which  would  encompass  ma- 
terial the  viewers  might  rather  not  hear  about 
themselves,  but  really  want  to  know. 

The  “Today’s  Health”  series  is  a part  of  a con- 
tinuing effort  by  Standard  Brands,  Inc.  to  impart 
sound  nutritional  and  medical  information  to  the 
American  people,  and  is  primarily  sponsored  on 
behalf  of  Fleischmann’s  100  per  cent  corn  oil  mar- 
garine, and  Egg  Beaters,  the  new  cholesterol -free 
egg  substitute. 

Philip  Gittelman,  president  and  executive  pro- 
ducer of  GFA,  was  formerly  the  producer  for  CBS 
news  involved  in  the  development  and  production  of 
the  award-winning  Hidden  Revolution  series  hosted 
by  the  late  Ed  Murrow.  Other  series  written  and 
produced  by  Gittelman  were  New  Portrait  with 
Charles  Collingwood,  Close  Up  with  Mike  Wallace, 
as  well  as  various  public  affairs  documentaries. 

“Today’s  Health”  is  being  distributed  through 
television  stations  on  a trade  basis  beginning  April 
1974  by  Ted  Bates  Advertising,  Inc.  According  to 
Joel  Segal,  Senior  Vice  President,  Network  and 
Syndication  Division  of  the  Media  Programs  De- 
partment, “We  have  already  had  significant  ex- 
pressions of  interest  from  stations  for  a series  of 
this  nature  involving  meaningful  information  pre- 
sented in  an  entertaining  fashion.” 

It  is  hoped  that  60-100  TV  stations  will  schedule 
“Today’s  Health”  with  an  estimated  audience  of 
seven  million. 
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GENERAL  NEWS 


AMA  President  Honor  Guest 
At  107tli  Annual  Meeting 

Dr.  Malcolm  C.  Todd  of  Long  Beach,  California, 
President  Elect  of  the  American  Medical  Associa- 
tion, will  be  among  the  honor  guests  at  the  107th 
Annual  Meeting  of  the  West  Virginia  State  Medical 
Association  which  will  be  held  at  The  Greenbrier 
in  White  Sulphur  Springs,  August  21-24. 


Malcolm  C.  Todd,  M.  D. 


Dr.  J.  Hugh  Wiley  of  Morgantown,  Chairman  of 
the  Program  Committee,  said  Doctor  Todd  has  ac- 
cepted an  invitation  to  speak  at  the  first  session 
of  the  House  of  Delegates  on  Wednesday  afternoon, 
August  21.  Doctor  Todd,  a general  surgeon,  will 
be  installed  as  President  of  the  American  Medical 
Association  during  the  annual  meeting  at  Chicago 
in  June.  He  will  succeed  Dr.  Russell  B.  Roth  of 
Erie,  Pennsylvania,  the  current  President. 


A native  of  Carlyle,  Illinois,  Doctor  Todd  received 
degrees  from  the  University  of  Illinois  and  North- 
western University  before  receiving  his  M.  D.  de- 
gree in  1938  from  Northwestern.  He  interned  at 
St.  Luke’s  Hospital  in  Chicago  and  served  a three- 
year  surgical  residency  at  Cook  County  Hospital  in 
Chicago.  He  was  a member  of  the  faculty  at  North- 
western until  1942  when  he  entered  World  War  II, 
serving  as  chief  of  surgical  services  at  several  hos- 
pitals in  the  European  Theater. 

Following  the  war,  Doctor  Todd  opened  his  solo 
general  surgery  practice  in  Long  Beach  and  still 
continues  to  maintain  his  practice.  He  also  serves 
as  attending  and  consulting  surgeon  for  several 
hospitals  in  the  Los  Angeles  area. 

A Diplomate  of  the  American  Board  of  Surgery, 
Doctor  Todd  also  is  a Fellow  of  the  American 
College  of  Surgeons,  the  International  College  of 
Surgeons,  the  American  College  of  Gastroenterology 
and  the  Royal  Society  of  Medicine. 

Doctor  Todd  is  considered  one  of  the  nation’s 
foremost  authorities  on  health  manpower  needs 
and  has  served  twice  as  Chairman  of  the  AMA’s 
Council  on  Health  Manpower  which  has  played  a 
major  role  in  the  AMA’s  efforts  to  alleviate  short- 
ages of  physicians  and  allied  health  professionals. 

From  1959  until  being  named  President  Elect  of 
the  AMA,  he  was  a member  of  the  California  dele- 
gation to  the  AMA  House  of  Delegates.  He  had 
been  a member  of  the  California  Medical  Associa- 
tion’s House  of  Delegates  for  a number  of  years  and 
was  a member  of  the  CMA  Council  before  serving  as 
President  of  the  Association  in  1968-69. 

Program  Nearly  Completed 

Doctor  Wiley  announced  that  the  program  for  the 
meeting  has  been  completed  with  the  exception  of 
making  final  arrangements  for  breakfast  meetings 
of  the  various  sections  and  affiliated  societies.  Names 
of  the  other  prominent  physicians  and  surgeons  who 
have  accepted  invitations  to  appear  as  guest  speak- 
ers will  be  announced  in  future  issues  of  The 
Journal. 

Senator  Byrd  Keynote  Speaker 

The  Program  Committee  announced  previously 
that  Sen.  Robert  C.  Byrd  of  West  Virginia  would 
deliver  the  “Thomas  L.  Harris  Address”  at  the  open- 
ing of  the  first  general  scientific  session  on  Thurs- 
day morning,  August  22. 
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The  scientific  session  that  morning  will  be  de- 
voted to  a “Symposium  on  Newer  Concepts  in 
Infectious  Diseases.” 

It  was  announced  previously  that  Dr.  James  F. 
Glenn  of  Durham,  North  Carolina,  and  Dr.  Allen 
H.  Mackenzie  of  Cleveland  are  scheduled  to  present 
papers  at  the  second  general  scientific  session  on 
Friday  morning,  August  23. 

Saturday  Morning  Session 

Doctor  Wiley  said  that  a portion  of  the  Saturday 
session  at  The  Greenbrier  will  be  devoted  to  a 
symposium  on  “What  Are  the  Barriers  to  an  Im- 
proved Medical  Practice  in  the  State  of  West  Vir- 
ginia?” Doctor  Wiley  has  expressed  hope  that  sev- 
eral department  heads  of  state  agencies  will  be  able 
to  attend  to  help  provide  answers  to  questions  from 
the  audience. 

Doctor  Wiley  also  has  announced  that  all  members 
of  the  Association  are  invited  to  send  to  him  any 
complaints  or  suggestions  as  to  how  the  practice  of 
medicine  can  be  improved  in  the  State.  He  said 
this  would  aid  the  Committee  considerably  in  ar- 
ranging the  agenda. 

Serving  with  Doctor  Wiley  on  the  Program  Com- 
mittee are  Drs.  John  T.  Chambers  of  Charleston, 
William  E.  Gilmore  of  Parkersburg,  Ray  M.  Kessel 
of  Logan,  Winfield  C.  John  of  Huntington  and 
Philip  M.  Sprinkle  of  Morgantown. 

Business  Meetings  Scheduled 

The  Pre-Convention  Meeting  of  the  Council  will 
be  held  on  Wednesday  morning,  August  22,  and 
the  first  session  of  the  House  of  Delegates  that 
afternoon. 

Dr.  A.  Thomas  McCoy  of  Charleston,  the  Presi- 
dent, will  deliver  his  Presidential  Address  at  the 
final  session  of  the  House  of  Delegates  on  Saturday 
afternoon,  August  24. 


Ohio  Stale  Medical  Assn.  Annual 
Meeting  May  12-15,  Cleveland 

West  Virginia  physicians  have  been  invited  to 
attend  the  1974  Annual  Meeting  of  the  Ohio  State 
Medical  Association,  May  12-15,  in  Cleveland. 

The  Sheraton-Cleveland  Hotel  will  be  headquar- 
ters for  all  business  sessions,  scientific  sessions  and 
exhibits. 

The  OSMA  House  of  Delegates  will  hold  its  first 
business  session  on  Sunday,  May  12,  beginning  at 
7 P.  M.,  and  its  final  session  on  Wednesday,  May  15, 
at  3:30  P.  M. 

A social  function  will  be  held  Tuesday  evening 
at  the  Frederick  C.  Crawford  Auto-Aviation  Mu- 
seum. 

For  additional  information  contact  the  OSMA  at 
17  South  High  Street,  Suite,  500,  Columbus,  Ohio 
43215. 


State  Surgeon’s  Chapter  To  Meet 
May  1-4  At  The  Greenbrier 

The  West  Virginia  Chapter  of  the  American  Col- 
lege of  Surgeons  will  meet  May  1-4  at  The  Green- 
brier in  White  Sulphur  Springs. 


Joseph  C.  Maroon,  M.  D. 


One  of  the  principal  speakers  will  be  Dr.  Richard 
T.  Myers  of  Winston-Salem,  North  Carolina.  Doctor 
Myers,  who  is  Professor  and  Chairman  of  the  De- 
partment of  Surgery  at  the  Bowman  Gray  School 
of  Medicine  of  Wake  Forest  College,  will  deliver 
two  addresses.  His  topics  will  be  “Diagnosis  and 
Management  of  Hyperparathyroidism,”  and  “Surgi- 
cal Aspects  of  Unusual  Biliary  Tract  Disease.” 
Officers  of  the  West  Virginia  Chapter  are  Drs. 
James  P.  Thomas,  Bluefield,  President;  A.  S.  Daniel, 
Wheeling,  Vice  President;  Alvin  L.  Watne,  Morgan- 
town, Secretary-Treasurer,  and  William  E.  Gilmore, 
Parkersburg,  Governor  of  West  Virginia  for  the 
ACS. 


Other  speakers  and  their  topics  will  be  “Micro- 
Neurosurgery:  A New  Approach  to  Old  Problems,’- 
Joseph  C.  Maroon,  M.  D.,  Assistant  Professor  in  the 
Department  of  Neurological  Surgery  at  the  Uni- 
versity of  Pittsburgh  School  of  Medicine  and  at- 
tending neurosurgeon  at  several  Pittsburgh  hos- 
pitals; “Present  Concepts  in  the  Evaluation  and 
Personal  Experiences  in  the  Surgical  Approach  to 
the  Patients  with  Stress  Urinary  Incontinence,” 
Fernando  G.  Giustini,  M.  D.,  Wheeling  obstetrician 


Richard  T.  Myers,  M.  D. 


Fernando  G.  Giustini,  M.  D. 


D.  Verne  McConnell,  M.  D. 
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and  gynecologist,  and  “The  Extremes  of  Plastic 
Surgery,”  D.  Verne  McConnell,  M.  D.,  also  of 
Wheeling,  plastic  surgeon. 

Also  speaking  will  be  Drs.  Gerald  Marks,  Jeffer- 
son Medical  School,  Philadelphia;  William  P.  Cogh- 
lan,  Beaver  Falls,  Pennsylvania;  Richard  L.  Slack, 
Point  Pleasant;  T.  H.  Chang,  Philippi,  and  W.  H. 
Bernie,  Dayton,  Ohio. 

Four  papers  by  surgical  residents  in  West  Vir- 
ginia also  will  be  presented. 


State  Medical  Assn.  To  Join  AMA 
In  VD  Symposium  May  18 

The  American  Medical  Association  will  be  joined 
by  the  West  Virginia  State  Medical  Association 
and  other  co-sponsors  in  presenting  a “Symposium 
on  Venereal  Diseases”  in  Washington,  D.  C.  on 
May  18  at  the  Shoreham  Hotel  from  9 A.  M.  to 
5 P.  M. 

The  other  co-sponsors  are  the  Medical  Society  of 
the  District  of  Columbia,  the  Medical  Society  of 
Delaware,  the  Medical  & Chirurgical  Faculty  of 
Maryland,  the  Pennsylvania  Medical  Society  and 
the  Medical  Society  of  Virginia. 

The  Symposium  will  feature  the  scientific  and 
clinical  aspects  of  venereal  diseases.  It  is  being 
presented  primarily  for  physicians,  particularly 
those  in  the  private  practice  of  medicine,  to  assist 
them  in  the  diagnosis  and  management  of  gonor- 
rhea, syphilis  and  other  sexually  transmissible  dis- 
eases. Medical  students  are  particularly  invited  to 
attend. 

Speakers  and  their  topics  at  the  morning  session 
will  be: 

“The  National  Venereal  Disease  Problem” — Ralph 
H.  Henderson,  M.  D.,  Chief,  Venereal  Disease  Con- 
trol Division,  Center  for  Disease  Control,  Atlanta; 
“The  Diagnosis  and  Treatment  of  Gonorrhea  and  its 
Complications” — Harry  Pariser,  M.  D.,  Professor  of 
Microbiology,  Eastern  Virginia  Medical  School, 
Norfolk;  “The  Management  of  Non-Gonococcal 
Urethritis” — William  M.  McCormack,  M.  D.,  Assis- 
tant Professor  of  Medicine,  Harvard  Medical  Sschool, 
and  “The  Patient  with  a Vaginal  Discharge” — Edwin 
J.  DeCosta,  M.  D.,  Professor  of  Obstetrics  and  Gyne- 
cology, Northwestern  University  Medical  School, 
Chicago. 

The  afternoon  program  will  include  “The  Diag- 
nosis and  Treatment  of  Infectious  Syphilis” — W. 
Christopher  Duncan,  M.  D.,  Assistant  Professor  of 
Dermatology,  Baylor  University  College  of  Medicine, 
Houston;  “The  Red,  White,  and  Blue  Lesions  of  the 
Genitals” — Nicholas  J.  Fiumara,  M.  D.,  Director, 
Division  of  Communicable  and  Venereal  Diseases, 
Massachusetts  Department  of  Public  Health,  Boston; 
“The  Management  of  a Patient  with  a Positive 
Reagin  Blood  Test  for  Syphilis” — Arnold  L.  Schroe- 
ter,  M.  D.,  Assistant  Professor  in  Dermatology, 
Mayo  Clinic,  and  “The  Other  Sexually  Transmis- 
sible Diseases” — Vernal  G.  Cave,  M.  D.,  Director, 
Bureau  of  Venereal  Diseases  Control,  New  York 
City  Department  of  Health. 


State  Woman’s  Auxiliary  To  Meet 
In  Bluefield  April  24-25 

The  Woman’s  Auxiliary  to  the  West  Virginia 
State  Medical  Association  will  hold  its  Spring 
Board  of  Directors’  Meeting  and  Workshop  April 
24  and  25  at  the  New  Holiday  Inn  in  Bluefield. 

Membership  will  be  discussed  by  the  Auxiliary’s 
special  guest,  Mrs.  Norman  H.  Gardner  of  East 
Hampton,  Connecticut.  Mrs.  Gardner  is  Eastern 
Regional  Vice  President  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association,  in  charge  of 
Membership. 

Following  registration  on  Wednesday,  April  24, 
from  1 to  2 P.  M.,  there  will  be  a meeting  of  the 
Board  of  Directors,  composed  of  state  officers,  state 
committee  chairmen  and  component  Auxiliary 
presidents.  There  will  be  a social  hour  beginning 
at  6:30  P.  M.  and  a dinner  at  8 P.  M. 

Thursday’s  schedule  will  begin  with  a Continental 
Breakfast  at  9 A.  M.  followed  by  a workshop  for  all 
state  and  county  officers  and  chairmen.  The  work- 
shop will  be  under  the  direction  of  Mrs.  William 
T.  Lawson  of  Fairmont,  President-Elect. 

Mrs.  J.  Dennis  Kugel  of  Charleston,  President, 
said  all  Auxiliary  members  are  invited  to  attend. 

Delegates  to  the  AMA  Auxiliary  meeting  in  Chi- 
cago in  June  will  be  elected  at  the  Spring  Board 
Meeting. 

The  Woman’s  Auxiliary  to  the  Mercer  County 
Medical  Society  will  be  in  charge  of  arrangements. 


Medical  And  Chirurgical  Facidty 
In  Baltimore  April  17-19 

The  176th  Annual  Meeting  of  the  Medical  and 
Chirurgical  Faculty  of  the  State  of  Maryland  will 
be  held  April  17-19  at  the  Baltimore  Civic  Center. 

General  topics  in  the  scientific  program  will  in- 
clude: 

“What  All  Physicians  Should  Know  About  Oph- 
thalmic Surgery,”  “Management  of  Tumors  in  Chil- 
dren,” “Management  of  Soft  Tissue  Tumors  and 
Sarcomas,”  “Wilms’  Tumor  and  Neuroblastoma: 
Current  Status,”  “Childhood  Leukemia,”  “The  Older 
Physician:  Challenges  and  Problems,” 

“Treatment  of  Metastatic  Fractures  Using  Internal 
Fixation  and  Methylmethacrylate,”  “Renovascular 
Hypertension,”  “Clinical  Aspects  of  Gastrointestinal 
Endoscopy,”  “Emergency  Cardiac  Care,”  “Type  A 
Behavior  Pattern:  Number  One  Cause  of  Coronary 
Heart  Disease?,”  “Clinical  Value  of  Radionuclide 
Cerebral  Perfusion  Studies,” 

“Prevention  and  Treatment  of  Deformities  Fol- 
lowing Burns,”  “Problems  in  the  Anesthetic  Man- 
agement of  Premature  Infants,”  “Adult-Teenage 
Conflict:  Problems  of  Communication,”  “Experi- 
mental, Clinical,  and  Radiological  Aspects  of  Is- 
chemic Intestinal  Diseases,”  “Breast  Reconstruction 
Following  Surgery  for  Benign  or  Malignant  Dis- 
ease,” “The  Nurse  Clinician  in  Industry,”  “Clinical 
Diagnosis  and  Management  of  Photosensitivity  Dis- 
eases,” “Clinical  Applications  of  B-Scan  Ultra- 
sound.” 
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Seminar  In  Emergency  Medicine 
In  Charleston  May  10-11 

A two-day  Seminar  in  Emergency  Medicine  will 
be  held  by  the  Emergency  Health  Services  Unit  of 
the  West  Virginia  Department  of  Health  on  May 
10-11  at  the  Heart-O-Town  Motor  Inn  in  Charles- 
ton. 


William  H.  Carter,  M.  D.  Geo.  R.  Callender,  Jr.,  M.  D. 


Co-Sponsors  will  be  the  West  Virginia  State  Medi- 
cal Association,  the  Kanawha  Medical  Society  and 
the  State  and  Kanawha  Chapters  of  the  American 
Academy  of  Family  Physicians. 

Some  nine  Kanawha  County  physicians  will  par- 
ticipate in  the  program.  Following  registration  be- 
ginning at  8:30  A.M.,  speakers  and  their  topics  for 
Friday  morning,  May  10,  will  be: 

“Surgical  Emergencies” — “Pulmonary  Emergen- 
cies”— Dr.  Dominic  J.  Gaziano  and  “Allergic  Emer- 
gencies”— Dr.  Joseph  T.  Skaggs. 

The  Friday  afternoon  program  will  include 
“Cardiac  Emergencies” — Dr.  William  H.  Carter; 
“Chest  Emergencies” — Dr.  Jamal  Kahn,  and  “Pedi- 
atric Emergencies” — Dr.  Thomas  G.  Potterfield. 

There  will  be  a cocktail  party  Friday  evening 
beginning  at  5 o’clock. 

Saturday  morning’s  program,  following  registra- 
tion beginning  at  8:30  A.  M.,  will  be: 

“Neurosurgical  Emergencies” — Dr.  Carrel  M. 
Caudill;  “Orthopedic  Emergencies” — Drs.  George  R. 
Callender,  Jr.,  and  Carl  J.  Roncaglione,  and  “Plastic 
Surgical  Emergencies” — Dr.  Jacques  Charbonniez. 
A panel  discussion  will  follow. 


Head  and  Neck  Anatomy  Course 
Slated  at  East  Carolina 

The  Fourth  Postgraduate  Course  in  Head  and 
Neck  Anatomy  will  be  held  at  East  Carolina  Uni- 
versity, at  Greenville,  North  Carolina,  May  28-31. 
The  course  is  being  sponsored  by  the  Department  of 
Anatomy  of  the  School  of  Medicine  in  cooperation 
with  the  Division  of  Continuing  Education. 

For  Additional  information  write:  ECU  Division 
of  Continuing  Education,  P.  O.  Box  2727,  Greenville, 
North  Carolina  27834. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 
and  district  medical  meetings  scheduled  in  the 
coming  months. 

1974 

April  1-5 — Am.  Coll,  of  Rad.,  New  Orleans. 

April  5-7 — W.  Va.  Chapter,  AAFP,  Charleston. 

April  7-12 — Am.  Assn.  Immunologists,  Atlantic  City.  I 
April  8-11 — S.E.  Surgical  Congress,  Atlanta. 

April  10-13 — Tenn.  Med.  Assn.,  Gatlinburg. 

April  17-19 — Maryland  Medical,  Baltimore. 

April  17-20 — W.  Va.  Acad,  of  Ophth.  and  Otol., 
White  Sulphur  Springs. 

April  20-25 — Am.  Assn,  of  Neur.  Surg.,  St.  Louis. 
April  22-24 — Am.  Assn.  Thoracic  Surgery,  Las 
Vegas. 

April  22-25 — Am.  Acad.  Pediatrics,  Bal  Harbour, 

Fla. 

April  22-27 — Am.  Acad,  of  Neur.,  San  Francisco. 

April  26 — WVU  Med.  Student  Research  Convo., 

Morg. 

April  29-May  2 — Am.  Coll.  Ob. — Gyn.,  Las  Vegas. 

May  1-3 — Am.  Surg.  Assn.,  Colorado  Springs. 

May  1-4 — W.  Va.  Chapter,  ACS,  White  Sulphur 
Springs. 

May  10-11 — Sem.  In  Emerg.  Med.,  Charleston. 

May  12-15 — Am.  Thoracic  Soc.,  Cincy. 

May  12-15 — S.  Carolina  Med.  Assn.,  Myrtle  Beach. 
May  12-15 — Ohio  State  Med.  Assn.,  Cleveland. 

May  12-16 — Am.  Assn.  Plastic  Surgeons,  Seattle. 

May  16-18 — Childhood  Cancer,  Dallas. 

May  17-18 — Am.  Assn.  Clin.  Urologists,  St.  Louis. 

May  18 — Symp.  On  V.D.,  Wash.,  D.C. 

May  19-22 — Am.  Ophthal.  Soc.,  Hot  Springs,  Va. 

June  3-6 — Int.  Convo.  Immunology,  Buffalo,  N.  Y. 
June  10-12— Am.  Neuro.  Assn.,  Boston. 

June  15-16 — Am.  Diabetes  Assn.,  Atlanta. 

June  22-23 — Am.  Assn.  Study  of  Headache,  Chicago. 
June  23-27 — AMA,  Chicago. 

June  24-26 — Am.  Coll.  Preventive  Med.,  Chicago. 

July  25-27 — Am.  Electroencephalographic  Soc., 
Seattle. 

July  28-Aug.  1 — Natl.  Med.  Assn.,  N.  Orleans. 

July  28-Aug.  2 — Int.  Assn.  Child  Psychiatry  & Allied 
Professions,  Phila. 

Aug.  12-15 — Am.  Hosp.  Assn.,  Chicago. 

Aug.  21-24 — 107th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Sept.  4-7 — Am.  Assn.  Ob. -Gyn.,  Hot  Springs,  Va. 
Sept.  16-19 — Ky.  Med.  Assn.,  Louisville. 

Sept.  18-21 — Am.  Thyroid  Assn.,  St.  Louis. 

Oct.  6-10 — Am.  Acad.  Oph.  & Otol.,  Dallas. 

Oct.  14-17— AAFP,  L.  A. 

Oct.  19-24 — Am.  Acad.  Pediatrics,  San  Fran. 

Oct.  21-25 — ACS  Clinical,  Miami  Beach. 

1975 

Jan.  24-26 — 8th  Annual  Mid-Winter  Clinical  Conf., 
Charleston. 
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Air  Force  Medicine 


-'or  all  the  facts  on  Air  Force 
-lealth  Care  opportunities 
)lease  mail  in  the  coupon 


(Please  Print) 


Address . 


Air  Force  Opportunities 
Box  155 

Rantoul,  Illinois 61 866 


Please  send  me  more  information.  I understand  there  is 
no  obligation. 


Name 


30ULD  YOU  TAKE 
30  DAYS  VACATION 
A YEAR  AWAY  FROM 
/OUR  PRESENT  PRACTICE? 

You  can  as  a United  States 

Air  Force  Officer! 

i addition  to  the  excellent  salary,  a very  comprehensive  benefits 
st,  and  the  full  scope  to  practice  your  specialty,  the  Air  Force 
ffers  you  the  position  and  prestige  due  your  profession.  Weigh 

confinement  of  your  present  practice  against  the  travel 
,nd  professional  freedom  you’ll  enjoy  as  a commissioned 
officer.  If  you’re  a fully  qualified  physician,  osteo- 
iathic  physician,  dentist,  veterinarian  or  optometrist, 
sn’t  it  worth  a few  minutes  of  your  time  to  investigate 
he  opportunities  your  United  States  Air  Force  can 
ixtend  to  you?  You  may  find  your  private  practice  in 
he  Air  Force. 


rE  Ninth  Annual  West  Virginia  University 
Medical  Student  Research  Convocation  will  be 
held  on  April  26  in  the  Medical  Center  Auditorium 
from  2 to  5 P.  M. 

Medical  students  will  present  the  results  of  their 
research  to  fellow  students,  faculty  and  practition- 
ers. The  reports  will  be  judged  by  a committee  and 
the  E.  J.  Van  Liere  Medal  plus  a cash  prize  will  be 
awarded  for  the  most  outstanding  presentation. 
Cash  prizes  will  be  awarded  also  for  second  and 
third  places.  All  physicians  are  cordially  invited  to 
attend. 

Three  Physicians  Honored 

Three  physicians  have  gained  additional  national 
recognition  for  West  Virginia  University  School  of 
Medicine’s  Department  of  Behavioral  Medicine  and 
Psychiatry  by  being  selected  for  coveted  fellowships. 

Only  20  Falk  Fellowships  are  granted  each  year 
by  the  American  Psychiatric  Association,  and  two 
of  these  are  held  at  WVU.  They  are  given  to  second- 
year  residents  who  show  leadership  ability  and 
administrative  skill.  Recipients  at  WVU  are  Dr. 
James  Stevenson,  who  has  received  one  for  the 
second  consecutive  year,  and  Dr.  Taylor  Fithian. 

Every  other  year,  the  Group  for  the  Advancement 
of  Psychiatry,  Inc.,  gives  Sol  W.  Ginsburg  Fellow- 
ships to  20  of  the  nation’s  4,000  to  5,000  residents  in 
psychiatry.  The  awards  are  in  recognition  of  aca- 
demic achievement. 

Named  a Ginsburg  Fellow  at  WVU  is  Dr.  Charles 
F.  Marsh,  a resident  in  child  psychiatry. 

Eleven  physicians  are  receiving  residency  train- 
ing in  behavioral  medicine  and  psychiatry  at  WVU. 
Only  two  other  psychiatry  programs  in  the  United 
States,  both  with  50  to  75  residents,  have  as  many 
as  three  recipients  of  these  fellowships. 

Appointment  System  Initiated 

West  Virginia  University’s  Health  Service  recently 
went  into  its  newest  phase  of  operation  when  it 
initiated  an  appointment  system. 

The  Health  Service  is  located  on  the  fourth  floor 
of  WVU  Medical  Center. 

By  telephoning  293-2311,  university  students, 
faculty  and  staff  members  may  make  appointments 
to  be  seen  anytime  between  8:30  A.  M.  and  5 P.  M. 
(including  the  noon  hour),  Mondays  through  Fri- 
days, except  12:30  to  1:30  P.  M.  on  Thursdays. 

Dr.  Roger  L.  McCauley,  Assistant  Medical  Direc- 
tor, said,  “Appointments  will  enable  patients  to  see 
the  physicians  they  choose  and  also  will  eliminate 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
information  Services,  Morgantown,  W.  Va. 


lengthy  waits.  The  system  will  make  it  easier  for 
students  to  use  the  Health  Service  during  their  free 
hours  such  as  between  classes  and  during  the  lunch 
hour.”  He  said  he  expects  the  system  initially  to 
absorb  50  per  cent  of  the  patient  load  and  eventu- 
ally account  for  75  per  cent,  or  more,  of  the  volume. 
“We  hope  it  will  be  well  under  way  when  we  move 
in  the  spring  to  our  new  headquarters  on  the  ground 
floor  of  the  Medical  Center,”  Doctor  McCauley 
added. 

Since  moving  to  the  Medical  Center  in  August 
1971,  the  Health  Service  has  added  specialty  care 
in  nine  areas:  gynecology,  dermatology,  allergy, 
public  health,  endocrinology,  infectious  diseases, 
urology,  cardiopulmonary  medicine,  and  behavioral 
medicine  and  psychiatry.  These  services  all  are 
available  on  an  appointment  basis. 

Service  for  students  requiring  acute  care  will 
continue  on  a nonappointment  basis  from  5 to  8 P.  M., 
Mondays  through  Fridays,  as  well  as  9 A.  M.  to 
noon,  Saturdays  and  Sundays,  when  one  physician 
is  on  duty. 

Research  Grants  Announced 

The  WVU  Medical  Center  has  received  several 
research  grants  in  recent  months.  The  grants,  and 
the  WVU  physician  in  charge,  are  as  follow: 

National  Cancer  Institute,  $85,166,  to  continue 
research  on  the  actions  of  pituitary  hormones  and 
androgens  on  prostate  gland  metabolism,  Dr.  John 
Thomas; 

National  Institute  of  Neurological  Diseases  and 
Stroke,  $59,060,  to  continue  research  on  the  mech- 
anism of  nonspecific  supersensitivity  to  drugs,  Dr. 
William  W.  Fleming; 

National  Science  Foundation,  $45,100,  for  re- 
search on  hormonal  interactions  in  the  regulation 
of  steroid  secretion  by  the  adrenal  cortex,  Dr. 
Howard  D.  Colby; 

National  Institute  of  Arthritis,  Metabolism  and 
Digestive  Diseases,  $26,093,  to  continue  research 
on  blood  fats  and  diabetic  complications,  Dr.  Mar- 
garet J.  Albrink; 

Bristol  Laboratories,  $12,450,  for  study  of  sodium 
cloxacillin  for  injection,  Dr.  Albert  S.  Klainer. 
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iaminic  Expectorant  Triaminic*  Expectorant 

with  Codeine  © 


Each  teaspoonful  (5  ml.)  contains: 

i nic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
Iiiramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg  ); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 


he  Adult  Expectorants  that  are  great  for  kids,  too. 


Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 
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The  Month 

in  Washington 
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The  American  Medical  Association  has  an- 
nounced the  filing  of  a law  suit  against  the 
Cost  of  Living  Council  to  seek  an  end  to  all  eco- 
nomic controls  on  medicine. 

At  a news  conference  in  the  AM  A- Washington 
Office,  the  organization  disclosed  that  it  is  seeking 
an  injunction  against  the  Phase  IV  regulations  on 
physicians  and  hospitals.  It  charged  that  the  rules 
are  “confiscatory,  arbitrary  and  capricious,”  that 
they  violate  the  “generally  fair  and  equitable”  stan- 
dard established  by  Congress  and  that  they  violate 
the  fifth  amendment  of  the  U.  S.  Constitution. 

Announcement  of  the  legal  action  was  made  by 
Russell  B.  Roth,  M.  D.,  President  of  the  AMA,  and 
James  H.  Sammons,  M.  D.,  Chairman  of  the  AMA 
Board  of  Trustees. 

In  its  complaint  stating  its  legal  action,  the  AMA 
pointed  out  that  the  Phase  IV  regulations  repre- 
sent an  “attempt  to  mold  the  health  care  delivery 
system  to  comport  with  the  CLC’s  concepts  for 
health  care”  and  are  specifically  designed  “to  curb 
the  quantity  and  quality  of  health  care  services  as 
an  integral  part  of  the  legislative  program  to  in- 
duce Congress  to  enact  national  health  insurance.” 
The  AMA  asked  that  the  court  declare  these 
Phase  IV  regulations  invalid  and  enjoin  the  Cost 
of  Living  Council  from  enforcing  them. 

In  his  statement,  Doctor  Roth  said  the  AMA  was 
filing  in  U.  S.  District  Court,  District  of  Columbia, 
a suit  seeking  an  injunction  against  the  Cost  of 
Living  Council.  “We  are  asking  the  court  to  de- 
clare invalid  the  Phase  Four  regulations  as  applied 
to  physicians  and  hospitals  on  the  grounds  that 
they  are  confiscatory,  arbitrary,  capricious  and  dis- 
criminatory. 

“We  further  believe  that  they  violate  the  very 
law  on  which  they  are  based  in  that  they  do  not 
conform  to  the  ‘generally  fair  and  equitable’  stan- 
dard written  into  the  law  by  the  Congress. 

“Finally,  we  believe  that  they  violate  the  most 
fundamental  law  of  the  land — the  Constitution  of 
the  United  States  in  that  they  confiscate  the  prop- 
erty of  physicians  and  hospitals  without  due  pro- 
cess of  law,  a clear  infringement  of  the  fifth 
amendment. 

“Those  are  the  legal  tenets  on  which  we  are 
basing  our  case.  We  are  convinced  that  they  are 
valid  and  sound  and  that  they  will  prevail  in  the 
courts. 

“But  while  we  proceed  on  legal  grounds,  I think 
it  is  important  to  point  out  that  we  believe  the 
issues  involved  are  far  broader  than  mere  legalisms 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


and  that  they  cast  their  shadows  far  beyond  the 
limited  scope  of  Phase  IV. 

“They  are  issues  of  principle  and  they  have  pro- 
found implications  for  the  future  of  health  care 
in  this  country. 

“ — It  is  patently  unfair  and  unreasonable  for 
the  services  of  some  working  people — namely  us 
physicians — to  be  subject  to  severe  price  controls 
while  permitting  other  working  people  to  function 
in  a free  market.  That  is  not  fair  play;  it  is  an 
act  of  discrimination. 

“It  is  patently  unfair  to  apply  a revenue  margin 
limitation  to  physicians  in  private  practice  so  that 
they  are  penalized  if  they  work  longer  hours  and 
see  more  patients.  That  is  not  fair  play;  it  is  an 
act  of  capriciousness — not  to  mention  that  it  is 
also  short-sighted  as  hell. 

“It  is  patently  unfair  when  physicians  are  sub- 
ject to  controls  but  chiropractors  and  naturopaths 
are  not  . . . when  ophthalmologists  are  subject  to 
controls  but  optometrists  and  opticians  are  not  . . . 
when  psychiatrists  are  subject  to  controls  but  clini- 
cal psychologists  and  psychiatric  social  workers  are 
not.  That  is  not  fair  play;  rather  it  is  an  act  so 
arbitrary  as  to  be  vindictive. 

“Any  one  of  these  would  be  good  and  sufficient 
reason  to  end  the  controls,  in  and  of  itself.  For  a 
law  that  is  applied  arbitrarily,  capriciously  and 
vindictively  is  a bad  law  and  ought  to  be  abolished. 

“But  there  are  even  more  compelling  reasons 
why  the  controls  should  be  abolished — not  just  from 
health  care  but  from  the  entire  economy. 

“Perhaps  the  best  reason  for  getting  rid  of  them 
is  that  they  just  don’t  work — .” 

Doctor  Sammons’  statement  noted  that  the  AMA 
did  not  stand  alone  in  its  call  for  an  end  to  all 
controls.  “No  less  a person  than  C.  Jackson  Gray- 
son— Chairman  of  the  Price  Commission  during 
Phase  II — has  adopted  the  same  stance,”  Doctor 
Sammons  said,  adding  “he  has  been  echoed  by  the 
Wall  Street  Journal  and  others.” 

“In  the  face  of  this  advice  and  the  evidence  that 
controls  don’t  work,  why  does  the  Cost  of  Living 
Council  persist  in  continuing  the  controls? 

“CLC  officials  have  made  no  secret  of  the  fact 
that  they  intend  to  control  far  more  than  costs  in 
the  health  care  field  through  their  regulations. 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 
EDWARD  J.  FLYNN,  M.  D. 

R.  A.  RANA,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR..  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  H1LLIER,  M.  D. 

E.  L.  GAGE,  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS.  M.  D. 
M.  S.  HAJJAR,  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR„  M.  D 
JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING.  M.  D. 
BRENNAN  PURKALL.  JR.,  M.  D 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 
JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 

Phone:  l-(304)-343-4371 

OPHTHALMOLOGY 

OTOLOGY 

Ancillary  Services 

Edwin  M.  Shepherd,  M.D. 

William  C Morgan,  Jr.,  M.D. 

Orthoptics 

Diplomate,  American  Board 
of  Ophthalmology 

Diplomate,  American  Board 
of  Otolaryngology 

Visual  Fields — Flow  Studies 
Laboratory 

Milton  J.  Lilly,  Jr.  M.D. 

OTOLARYNGOLOGY 

X-ray 

Diplomate,  American  Board 

Romeo  Y.  Lim,  M.D. 

Audiometry 

of  Ophthalmology 

Diplomate,  American  Board 

of  Otolaryngology 

Robert  E.  O'Connor,  M.D. 

Micro-surgery 

Audiology 

Diplomate,  American  Board 
of  Ophthalmology 

Maxillo-facial  Surgery 
Reconstructive  Surgery 

Nancy  McClung,  M.S. 

Moseley  H.  Winkler,  M.D. 

Head  & Neck  Surgery 
Cryosurgery 

Anesthesia 

Diplomate,  American  Board 
of  Ophthalmology 

Endoscopy 

Oncology 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 

Retinal  Surgery 

OPHTHALMOLOGY  and 

Muriel  Dodds,  CRNA 

Fluorescein  Angiography 

OTOLARYNGOLOGY 

Argon  Laser  Photocoagulation 

John  B.  Haley,  M.D. 

Contact  Lenses 

John  A.  B.  Holt,  M.D. 

Strontium  90  Beta  Irradiation 

Diplomate,  American  Board 
of  Ophthalmology 
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Obituaries 


A.  MORGAN  DEARMAN,  M.  D. 

Dr.  A.  Morgan  Dearman,  who  specialized  in  gyne- 
cology and  obstetrics  in  Parkersburg,  died  on  Feb- 
ruary 5 in  a hospital  there.  He  was  76.  A past 
President  of  the  West  Virginia  Obstetrics  and 
Gynecology  Society,  Doctor  Dearman  had  served 
on  the  staffs  at  Camden-Clark  Memorial  and  St. 
Joseph’s  hospitals  in  Parkersburg  until  he  retired 
in  1971  after  50  years  in  practice. 

Born  at  Zona,  in  Roane  County,  he  attended  Val- 
paraiso (Indiana)  University  and  West  Virginia 
University.  He  received  his  M.  D.  degree  in  1921 
from  the  University  of  Louisville  School  of  Medi- 
cine and  did  graduate  and  postgraduate  work  in 
New  York  City  hospitals. 

Doctor  Dearman  practiced  for  five  years  in 
Smithville,  in  Ritchie  County,  before  going  to  Par- 
kersburg. He  was  a member  and  past  Vice  Pres- 
ident of  the  Parkersburg  Academy  of  Medicine.  He 
also  was  a member  of  the  American  Medical  Edi- 
tors and  Authors  Association,  the  West  Virginia 
State  Medical  Association  and  the  American  Medi- 
cal Association. 

Surviving  are  a son,  A.  Eugene  Dearman  of 
Springfield,  Ohio;  a brother,  Austin  E.  Dearman 
of  Parkersburg,  and  a sister,  Delphia  Wilson  of 
Boulder,  Colorado. 

* * * * 

MALCOLM  G.  MacAULAY,  M.  D. 

Dr.  Malcolm  G.  MacAulay,  a Beckley  psychia- 
trist, was  dead  on  arrival  at  a Beckley  hospital  on 
March  3 after  suffering  an  apparent  heart  attack 
at  his  home.  He  was  47. 

From  1959  through  1964  Doctor  MacAulay  was 
associated  with  the  Beckley  Mental  Health  Center 
and  from  1964  through  1966  he  was  Director  of  the 
Charleston  Health  Center.  He  served  on  the  staff 
of  St.  Albans  Hospital  in  Radford,  Virginia  from 
1966  to  1969. 

A native  of  East  Angus,  Quebec,  Canada,  Doctor 
MacAulay  received  his  M.  D.  degree  in  1949  from 
McGill  University  in  Montreal,  Canada.  He  in- 
terned at  St.  Luke’s  Hospital  in  Newburgh,  New 
York  and  served  a residency  in  psychiatry  at  Walter 
Reed  General  Hospital  in  Washington,  D.  C.  He 
served  for  six  years  with  the  U.  S.  Army  Medical 
Corps  during  the  Korean  War. 

Doctor  MacAulay  was  a member  of  the  Raleigh 
County  Medical  Society,  the  West  Virginia  State 
Medical  Association,  the  American  Medical  Associa- 
tion and  the  American  Psychiatric  Association. 

Survivors  include  the  widow,  four  sons,  Jeffrey 
MacAulay  of  Beacon,  New  York,  and  Thomas, 
Brian  and  Gerald  MacAulay,  at  home;  two  daugh- 
ters, Marilyn  MacAulay,  a student  at  Virginia 
Polytechnic  Institute  in  Blacksburg,  Virginia,  and 
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Jacqueline  MacAulay,  at  home;  a sister,  Mrs.  Dawn 
Broughton  of  Canada,  and  a brother,  Gordon  Mac- 
Aulay of  Canada. 

★ * ★ * 

W.  S.  ROWAN,  M.  D. 

Dr.  W.  S.  Rowan,  a Logan  physician  since  1916, 
died  on  February  18  in  a hospital  there.  He  was  83. 

Doctor  Rowan  received  his  M.  D.  degree  in  1914 
from  the  University  of  Louisville  School  of  Medi- 
cine. A World  War  I veteran,  he  practiced  two 
years  in  Mercer  County  before  going  to  Logan.  He 
was  still  practicing  at  the  time  of  his  death. 

Doctor  Rowan  was  a member  of  the  Logan 
County  Medical  Society  and  the  West  Virginia  State 
Medical  Association. 

Surviving  is  a sister,  Mrs.  Bess  Johnston  of 
Princeton. 

★ * ★ * 

FRANCIS  A.  SCOTT,  M.  D. 

Dr.  Francis  A.  Scott,  Huntington  orthopedic  sur- 
geon and  founder  of  the  Scott  Lecture  Series  at 
Marshall  University,  died  on  February  21  at  his 
home  following  an  extended  illness. 

Doctor  Scott,  who  was  a founding  member  of  the 
Tri-State  Orthopedic  Society,  retired  from  practice 
in  1966.  He  was  a Past  President  of  the  Cabell 
County  Medical  Society  and  had  been  a Huntington 
resident  since  1929. 

A native  of  Washington,  Michigan,  he  was  a grad- 
uate of  the  University  of  Michigan  and  received  his 
M.  D.  degree  in  1925  from  that  institution’s  Medical 
School. 

He  was  a member  of  the  American  College  of 
Surgeons,  the  American  Academy  of  Orthopedic 
Surgeons,  and  was  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery.  He  also  was  an 
honorary  member  of  the  Cabell  County  Medical 
Society,  the  West  Virginia  State  Medical  Association 
and  the  American  Medical  Association. 

The  first  Scott  Lecture  was  held  in  1957.  Doctor 
Scott  maintained  a personal  and  professional  re- 
lationship with  Marshall  University  for  more  than 
two  decades,  and  for  many  years  cared  for  injured 
Marshall  athletes. 

He  was  a major  donor  to  Marshall’s  honors  pro- 
gram, and  established  a scholarship  program  for 
pre-medical  students.  In  recognition  of  his  contri- 
butions to  Marshall,  he  was  awarded  an  honorary 
Doctor  of  Humane  Letters  Degree  by  the  University 
in  1967. 

Doctor  Scott  also  was  recognized  for  his  many 
contributions  to  the  State  Medical  Association  over 
the  years. 

He  served  in  the  Medical  Corps  of  the  U.  S.  Navy 
during  World  War  II  and  served  in  the  South 
Pacific.  He  was  discharged  with  the  rank  of  Cap- 
tain. 

Survivors  include  the  widow,  and  two  sons,  Dr. 
Thomas  F.  Scott  of  Huntington  and  James  E.  Scott 
of  Amherst,  Massachusetts. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $1,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR-10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 


Radford,  Virginia 

STAFF 


William  D.  Keck,  M.  D.  Delano  W.  Bolter,  M.  D. 

Morgan  E.  Scott,  M.  D.  Edward  E.  Cale,  M.  D. 

David  S.  Sprague,  M.  D.  Terkild  Vinding,  M.  D. 

James  P.  King,  M.  D.  (Emeritus) 

Clinical  Psychology:  George  K.  White,  Administrator 

Thomas  C.  Camp,  Ph.  D Richard  Kennedy  Jr., 

Carl  McGraw,  Ph.  D.  Asst.  Administrator 

Allen  S.  Rowe,  Ph.  D. 


CHARLESTON  OSTOMY  ASSOCIATION 


For  all  ostomates,  their  relatives  and 
interested  professionals 


MEETING  — 1st  SUNDAY  OF  EACH  MONTH 

2:30  p. m. —Charleston  Memorial  Assembly  Room 


Contact  — Mrs.  Nancy  Martin  — for  further  information 
1120  S.  Homewood  Drive 


Charleston,  W.  Va.  25314  304-343-6731 


This  Announcement  Presented  by 

Hospital  & Physicians  Supply  Co. 

511  BROOKS  STREET  TELEPHONE  344-3554 

CHARLESTON,  WEST  VIRGINIA 
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County  Societies 


FAYETTE 

The  Fayette  County  Medical  Society  met  on  Feb- 
ruary 13  at  Oak  Hill  Hospital  in  Oak  Hill.  The 
guest  speaker  was  Dr.  Hartwell  G.  Thompson,  Dean 
of  the  Charleston  Division  of  the  West  Virginia 
University  School  of  Medicine. 

Doctor  Thompson  spoke  of  the  relationship  of 
the  Charleston  Area  Medical  Center  to  southern 
West  Virginia  and  how  its  many  programs  may 
better  serve  Fayette  County  as  well  as  the  southern 
part  of  the  state. 

It  was  announced  that  the  guest  speaker  for  the 
March  meeting  would  be  Dr.  Marshall  J.  Carper 
of  Charleston. — Carl  R.  Adkins,  M.  D.,  Secretary. 

* * * A 

McDowell 

The  McDowell  County  Medical  Society  met  on 
February  13  at  the  Stevens  Clinic  Hospital  in  Welch. 

It  was  reported  that  a check  had  been  sent  by 
the  Society  to  The  West  Virginia  Medical  Journal 
to  pay  for  The  Journal  for  students  from  this  area 
attending  the  West  Virginia  University  School  of 
Medicine. 

A letter  from  the  American  Medical  Association 
was  read  to  the  membership.  It  stated  the  AMA’s 
position  in  filing  suit  to  prevent  the  implementa- 


tion of  proposed  regulations  requiring  preadmission 
certification  of  elective  hospital  admissions  for 
Medicare  and  Medicaid  recipients — A.  A.  Carr, 

M.  D.,  Secretary. 

A * * A 

MERCER 

The  Mercer  County  Medical  Society  met  on  Feb- 
ruary 18  at  the  University  Club  in  Bluefield.  Dr. 

N.  Allen  Dyer  of  Bluefield  presented  a movie 
showing  services  provided  by  the  Southern  West 
Virginia  Health  Council.  Doctor  Dyer  said  the 
present  program  of  the  Council  is  still  funded  by 
contracts  with  State  and  local  agencies.  He  also 
discussed  the  reorganization  and  realignment  of  the 
Council  on  a fee  for  service  basis,  and  answered 
questions  concerning  the  Speech  Clinic,  screening 
of  welfare  children  and  the  Family  Planning  Pro- 
gram. 

The  West  Virginia  Medical  Institute  was  dis- 
cussed and  Society  members  were  urged  to  join. — 
John  J.  Mahood,  M.  D.,  Secretary. 

* * * * 

MONONGALIA 

Dr.  Stanley  J.  Kandzari  spoke  at  the  meeting 
of  the  Monongalia  County  Medical  Society  on  Feb- 
ruary 5 at  the  International  Club  in  Morgantown. 
Doctor  Kandzari,  Assistant  Professor  of  Urology  at 
the  West  Virginia  University  School  of  Medicine, 
discussed  “Tumors  of  the  Upper  Urinary  Tract.’1 

Doctor  C.  A.  Logue  reported  on  the  American 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 
Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A.  Athari,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 
Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M,  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 

T.  E.  Chvasta,  M.  D. 


Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 

David  Hill,  M.  D. 

David  H.  Smith,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 
James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N 
Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration : 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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THERAPEUTIC 
GO-TOG  ETHERS 

Minimum  Units  for  Maximum  Service  - 

Burdick  has  the  full-range  physical  therapy 
equipment  to  meet  your  growing  patient 
service  needs  and  to  do  it  efficiently  and 
economically. 

Burdick  offers  the  UT/4300A  Ultrasound/ 
Stimulator  for  combined  therapy  or  separate 
modalities,  and  the  UT/420A  Ultrasound 
(continuous  or  pulsed)  - either  unit  avail- 
able with  or  without  mobile  stand  - and  the 
MW/  225  Microwave  diathermy  - all  with 
solid-state  power.  All  are  FCC-approved. 

A combination  of  these  three  units  offers 
comprehensive  therapy  to  fit  your  needs. 
Consider  also  short  wave  diathermy,  low- 
voltage  stimulators,  ultraviolet  and  infrared. 
Burdick  equipment  has  a well-earned  reputa- 
tion for  dependable  performance  under 
heavy  work  loads.  This  may  be  an  excellent 
time  to  inventory  your  present  equipment. 


BURDICK 


General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 


COUNTY  SOCIETIES— (Continued) 

Medical  Association  National  Leadership  Confer- 
ence in  Chicago  in  January. 

The  Society  approved  a donation  of  $155  to  spon- 
sor one  handicapped  child  for  two  weeks  at  Camp 
Horseshoe  in  Parsons. — H.  Summers  Harrison,  M.  D., 
Secretary. 


AMA/AAMA  Accreditation  Is  Given 
Governmental  Recognition 

The  Council  on  Medical  Education  of  the  Ameri- 
can Medical  Association,  in  collaboration  with  the 
American  Association  of  Medical  Assistants,  has 
been  recognized  by  the  U.  S.  Commissioner  of  Edu- 
cation as  an  official  agency  to  accredit  educational 
programs  for  the  medical  assistant.  AMA  and 
AAMA  have  collaborated  on  the  accreditation  of 
medical  assisting  programs  since  July  1969,  when 
curriculum  standards  were  approved  by  the  AMA 
House  of  Delegates.  To  date  58  one-  and  two-year 
programs  have  been  approved  in  junior  and  com- 
munity colleges  and  proprietary  schools. 


Emergency  Health  Care  Seminar 
In  Kentucky  May  30-31 

The  “1974  Emergency  Health  Care  Seminar”  will 
be  held  in  Louisville,  Kentucky  on  May  30-31  by  the 
Kentucky  Medical  Association.  The  Seminar  will  be 
held  at  the  Ramada  Inn-Bluegrass  Convention  Cen- 
ter in  Louisville. 

Topics  will  include  “Ophthalmologic  Emergencies,” 
“Venomous  Stings  and  Bites,”  “Burns,”  “Tetanus,” 
“The  Unconscious  Patient,”  “Cardiopulmonary  Re- 
suscitation,” “Behavioral  Emergency,”  “Head  and 
Facial  Trauma,”  “Urologic  Emergencies,”  “Pedia- 
tric Surgical  and  Medical  Emergencies”  and  “Ex- 
tremity Injuries.” 

The  registration  fee  will  be  $10  per  registrant 
per  day.  The  Seminar  is  acceptable  for  13  and  one- 
half  hours  of  credit  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  As- 
sociation. 


For  further  information  contact  Kentucky  Medical 
Association  at  3532  Ephraim  McDowell  Drive,  Louis- 
ville 40205. 


Cam p 5haw  Mi-Ba-EeA 


A Summer  Camp  for  Boys  and  Girls,  6-15 
1974  Season 

Full  Season  — June  21  to  August  9 
1st  Term  — June  21  to  July  16 
2nd  Term  — July  16  to  August  9 

For  color  brochure  and  complete  informa- 
tion write:  Camp  Shaw-Mi-Del-Eca,  Box 
747-4,  Lewisburg,  W.  Va.  24901.  Phone 
304/645-1309  or  304/645-3411. 
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OFFICERS  OF  COMPONENT  SOCIETIES 


Society 

Boone 

President 

George  H.  Cook 

Whitesville 

Secretary 

Harold  H.  Howell.  ... 

Meetings 

Brooke  .....  ....  _. 

. John  W.  Traubert 

Wellsburg 

James  E.  Wise...  ....  

Fol  lansbee- 

Cabell  . 

_E.  J Humphrey,  III  _ 

Huntington 

Buckhannon 

C H.  McKown,  Jr. 

Huntington 

Central  West  Virginia 

1.  Frank  Hartman,  II 

Joseph  B.  Reed 

Buckhannon 

As  Sched 

Eastern  Panhandle 

Hiram  Sizemore,  Jr.  _ Shepherdstown 

Everett  S.  Fogle  ..  

.Martinsburg 

2nd  Wed. 

Fayette  ... _ __  . 

A.  R.  Bautista 

Montgomery 
— _ Quinwood 

Carl  R.  Adkins 

. Fayetteville 

1 st  Wed 

Greenbrier  Valley  

Lee  B.  Todd 

Herbert  L.  Pope  Wht 

. Sul.  Springs 

2nd  Wed 

Hancock 

Dominic  A Brancazio 

. Weirton 

James  M.  Garvey  ... 

.-  Weirton_ 

Harrison . . 

Robert  D.  Hess 

...  Bridgeport 

Roy  A.  Harron 

Bridgeport 

1 st  Thurs 

Kanawha.  

John  B Markey . 

— Charleston 

Joseph  T Skaggs  ...  

Charleston. 

- . 2nd  Tues 

Logan  _ 

Mark  S Spurlock 

Logan 

Jorge  J San  Pedro 

Man.. 

Marion  ....  

E.  F.  Hyde,  Jr . . . 

Fairmont 

John  L.  Coyne r . 

Fairmont. 

Last  Tues. 

Marshall 

Andrpw  I Rnrger 

Glen  Da  1 e 

Michail  Dolgovskij  . . 

. -Glen  Dale 

Aarom  Boonsue .. 

Pt.  Pleasant 

Anthony  G.  Sola  . . . . 

Pt.  Pleasant  ___ 

McDowell- 

Mnrio  S Cnrdnnn 

Welch 

A.  A Carr.  

Welch 

2nd  Wed 

Hnwey  A Wells,  Ir 

Princeton 

John  J.  Mahood  

Bluefield. 

Mingo - ..  . 

Charles  H.  Bruce 

..Williamson 

Wm.  H.  Carter 

Williamson.  ... 

2nd  Wed 

Monongalia ...  _ 

W.  Gene  Klingberg 

Morgantown 

H.  Summers  Harrison  _. 

Morgantown 

1 st  Tues. 

Ohio 

.Joseph  N.  Aceto 

Wheeling 

Edward  C.  Voss,  Jr 

. Wheeling 

4th  Tues 

Parkersburg  Academy 

. R.  J.  Bailey 

. Parkersburg 

Paul  G.  Modie,  Jr 

Parkersburg  .... 

— 1 st  Thurs. 

Estevan  Friera  .. 

Romney 

Carl  A.  Liebig ...  . 

...  . Keyser. 

2nd  Wed 

Dnnnlrl  P Brown 

....  King  wood 

C.  Y Moser 

. Kingwood  -- 

4th  Thurs 

Fugpnp  Wnrvnriv 

Da  n i e 1 s 

C W.  Nelson  Jr. 

Beckley 

Davis  Wm  Ritter ... 

Hinton 

James  Wm.  Stokes 

Hinton...  . 

3rd  Mon. 

Robert  R Rector 

. ...  Elkins 

A.  Kyle  Bush 

Philippi. 

3rd  Thurs 

Wetzel.  

-...Lemoyne  Coffield — N. 

Martinsville 

Charles  P.  Watson  N. 

Martinsville 

Monthly 

Wyoming . .. 

Solomon  D.  Reodica  

Mullens 

Jose  Floresca. 

Mullens 

Quarterly 

Radiology: 

Karl  J Myers,  M.  D. 


Pathology: 

Fulvio  Franyutti,  M.  D 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T,  H.  Chang,  M.  D. 
J.  W.  Woodford,  M.  D 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D 


Internal  Medicine: 

E.  G.  Guy,  M.  D, 

B.  G.  Thimmappa,  M.  D. 
Korl  J.  Myers,  Jr.,  M.  D. 

Anesthesiology: 

G.  E.  Hartle,  M.  D 


Pediatrics: 

D,  F,  Manger,  M.  D 

E.  G.  Kreider,  M.  D 

Dentistry: 

Glenn  B.  Poling,  D.  D.  S 


I 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


PHYSICIANS 
PLANNING 
\jr  SERVICE 

WEST  VIRGINIA  SERVICE 
REPRESENTATIVES: 

William  W.  Jones 
R.  T.  Cunningham 
Charles  E.  Derbyshire 
Ron  L.  Lambert 
Larry  R.  McClung 
David  L.  Singleton 

510  PRICHARD  BUILDING 
HUNTINGTON,  W.  VA. 

Telephone:  529-7366 
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AMA  Offers  Timely  Suggestions 
As  Boating  Season  Begins 

Small  boats  by  the  hundreds  of  thousands  are 
back  in  the  water  this  month,  freshly  scraped  and 
painted  after  a winter  of  storage. 

In  the  deep  South  boating  fans  are  on  the  water 
most  of  the  Winter,  but  in  most  of  the  nation  May 
is  the  season  to  get  back  on  the  lakes  and  streams. 

The  American  Medical  Association  reminds  that 
boating  accidents  become  more  prevalent  each  sea- 
son, as  more  neophytes  acquire  boats  and  take  to  the 
water.  Pamphlets  on  boating  safety  are  available 
in  many  sporting  goods  stores  and  at  boat  and  mo- 
tor dealers  and  marinas,  and  through  the  U.  S. 
Coast  Guard.  Even  if  you  think  you  know  how  to 
handle  a boat,  play  it  safe.  Get  a safety  booklet  and 
study  it. 

Common  sense  and  good  manners  are  the  cardinal 
safety  rules  in  boating.  Show  respect  for  other 
boats,  swimmers  and  fishermen.  It  doesn’t  take  much 
knowledge  of  boating  to  know  that  a big  lake  on  a 
windy  day  can  be  dangerous  for  small  craft. 

Know  the  capacity  of  your  boat  and  don’t  over- 
load it.  Don’t  stand  up  or  change  seats  in  a small 
craft  while  it  is  under  way. 

Make  certain  your  boat  contains  life  preservers 
for  each  passenger.  Life  jackets  should  be  worn 
by  small  children  and  non-swimmers.  Know  the 
Federal  and  State  regulations  governing  registra- 
tion and  operation  of  your  boat. 

Only  an  irresponsible  skipper  will  buzz  a dock, 


wharf  or  anchored  craft.  You  may  miss.  Reduce 
speed  through  anchorages.  Your  wake  can  damage 
other  property.  Avoid  boating  too  close  to  water 
skiers,  fishermen  and  other  boats.  Don’t  jump  or 
dive  from  a moving  boat.  You  may  have  the  breath 
knocked  out  of  you,  or  hit  floating  debris. 

Stay  within  easy  range  of  the  shore  on  large 
bodies  of  water.  Sudden  squalls  can  play  havoc 
with  the  unwary  boatsman.  If  your  boat  overturns, 
stay  with  it.  The  chances  are  that  someone  will 
pick  you  up.  Very  few  of  us  are  in  good  enough 
physical  condition  for  a long  swim  in  rough  or  cold 
water. 


Health  Care  in  Jails  and  Prisons 

A planning  committee  has  been  named  for  the 
American  Medical  Association  program  aimed  at 
improving  health  care  in  jails  and  prisons.  Dr.  Paul 
W.  Burleson  of  Birmingham,  Alabama,  heads  the 
panel.  In  a national  survey  conducted  with  the 
American  Bar  Association,  the  AMA  found  that 
medical  care  is  non-existent  in  many  jails  and 
seriously  inadequate  in  others. 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning 
any  change  in  address.  Notices  should  be 
mailed  to  Box  1031.  Charleston,  West  Vir- 
ginia 25324. 


General  and  Thoracic  Surgery 

Stephen  T.  J.  Lee,  M.  D. 

James  A.  Gardner,  M.  D. 


Orthopedics 

Clifford  A.  Stevenson,  M D. 

S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 

Obstetrics-Gynecology 

Charles  W.  Merritt,  M.  D 
Warren  D.  Elliott,  M.  D. 
Owen  C.  Meadows,  M.  D 
Robert  P Pulliam,  M D. 

T.  J.  Ma-Luf,  M.  D. 


Stanaford  Road,  P.  O.  Box  50 
Beckley,  West  Virginia  25801 


Ophthalmology  Phone  (304)  252-7331 

Edward  T.  Liu,  M.  D. 


Urology 

S.  L Francis,  M.  D. 


Internal  Medicine 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D 
Jose  L.  Oyco,  M.  D. 
Euger.e  Warvariv,  M.  D. 
R.  James  Yates,  M.  D. 


Pediatrics 

P.  B.  Gogo,  M D. 

R.  G D.  Concepcion,  M.  D. 


Ear,  Nose  & Throat 

P.  C.  Corro,  M.  D 

Radiology 

Thomas  L.  Martin,  M.  D. 


Clinic  Manager 

James  P.  Bland 
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CLASSIFIED 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


WANTED — Full-time  Public  Health  Physician  for 
Cabell-Huntington  Health  Department,  Huntington, 
West  Virginia.  Opening  available  immediately.  Con- 
tact Mr.  Ernest  Leaberry,  President,  1336  16th 
Street,  Huntington,  W.  Va.  25701. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 

equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring.  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable— based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact L.  Perry  Hyde,  M.  D.,  Director,  Emergency  and 
Ambulatory  Care,  Beckley  Appalachian  Regional 
Hospital,  Beckley,  W.  Va.  25801.  Phone:  (304) 

255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modern 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modern  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 
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Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

\ high  assurance  of  clinical  efficacy 

iii 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


fore  prescribing,  please  consult  complete  product 
formation,  a summary  of  which  follows: 
dications:  Chronic  urinary  tract  infections  (primarily 
elonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
ganisms  (usually  E.  coli,  Klebsiella-Enterobacter , 
oteus  mirabilis,  and,  less  frequently,  indole-positive 
oteus  species). 

ate:  The  increasing  frequency  of  resistant  organisms 
nits  the  usefulness  of  antibacterials,  especially  in 
ironic  and  recurrent  urinary  tract  infections, 
antraindications:  Hypersensitivity  to  trimethoprim 
sulfonamides;  pregnancy;  nursing  mothers. 

'arnings:  Deaths  from  hypersensitivity  reactions, 
;ranulocytosis,  aplastic  anemia  and  other  blood  dys- 
asias  have  been  associated  with  sulfonamides.  Expe- 
ence  with  trimethoprim  is  much  more  limited  but 
xasional  interference  with  hematopoiesis  has  been 
ported  as  well  as  an  increased  incidence  of  throm- 
apenia  in  elderly  patients  on  diuretics,  primarily 
iazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
irly  signs  of  serious  blood  disorders.  Frequent  CBC's 
e recommended;  therapy  should  be  discontinued 
a significantly  reduced  count  of  any  formed  blood 
ement  is  noted.  Data  are  insufficient  to  recommend 
se  in  infants  and  children  under  12. 
recautions:  Use  cautiously  in  patients  with  impaired 
.‘nal  or  hepatic  function,  possible  folate  deficiency, 
lergy  or  bronchial  asthma;  and  in  those  with  glucose- 
-phosphate  dehydrogenase  deficiency,  where  he- 
tolysis  may  occur.  During  therapy,  maintain  adequate 
uid  intake  and  perform  frequent  urinalyses,  with 
areful  microscopic  examination,  and  renal  function 
?sts,  particularly  where  there  is  impaired  renal 
Jnction. 

dverse  Reactions:  All  major  reactions  to  sulfona- 
lides  and  trimethoprim  are  included,  even  if  not 
sported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
3sis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
openia,  leukopenia,  hemolytic  anemia,  purpura, 
ypoprothrombinemia  and  methemoglobinemia. 
allergic  reactions:  Erythema  multiforme,  Stevens- 
)hnson  syndrome,  generalized  skin  eruptions,  epider- 
ial  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache, peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml / min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paksof40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 
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A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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Compare! 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Simple,  accurate  test  for  glycosuria 


TES-TAPE 

URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


j: 


j 

* 

i 


I 


This  psychoneuroti: 

often  respond 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy. spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings : Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication;  abrupt  withdrawal  v 
be  associated  with  temporary  in 
crease  in  frequency  and/or  seve  :y 
of  seizures.  Advise  against  simu 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdra  al 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  disco) 
tinuance  (convulsions,  tremor,  al 
dominal  andmusclecramps,  vomi 
and  sweating).  Keep  addiction-pn1 
individuals  under  careful  survei 
lance  because  of  their  predisposi  )n 
to  habituation  and  dependence.  I 
pregnancy,  lactation  or  women  01 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


hen  you  determine  that  the 
pressive  symptoms  are  associated 
th  or  secondary  to  predominant 
a xiety  in  the  psychoneurotic 
: tient,  consider  Vahum  (diazepam) 
i addition  to  reassurance  and 
c unseling,  for  the  psychotherapeutic 
5 pport  it  provides.  As  anxiety  is 
iieved,  the  depressive  symptoms 
ferable  to  it  are  also  often  relieved 
reduced. 

The  beneficial  effect  of  Valium  is 
ually  pronounced  and  rapid, 
iprovement  generally  becomes 
ident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


ymptom  complex 

i)  Valium  (diazepam) 


'recautions:  If  combined  with 
! psychotropics  or  anticonvul- 
consider  carefully  pharma- 
of  agents  employed ; drugs 
is  phenothiazines,  narcotics, 
jturates,  MAO  inhibitors  and 
antidepressants  may  poten- 
its  action.  Usual  precautions 
ited  in  patients  severely  de- 
ed, or  with  latent  depression, 
h suicidal  tendencies.  Observe 
| precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
bums,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization f „ * * 


INDICATIONS:"?  fierapeutfcally,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  as^in:  • infected  burns,  skin  grafts,  surgffcal  incisions,  otitis  edemas 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 

• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 


Ointment 


(POLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packets. 

/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Werage  Time  Required 
o Fall  Asleep  (4  Studies 
6 Subjects2  5) 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HC1)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'5 

Dalmane  (flurazepam  HC1) 
induces  and  maintains  sleep, 
with  relative  safety 

almane  is  generally  well  tolerated;  morning  “hang-over"  has  been  relatively 
ifrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
jen  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
lould  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

nformalion, 


( Dec rea sed  42  6%) 

■ Baseline 

(before  Dalmane) 


l Dalmane 

(flurazepam  HCI)  30  mg 


efore  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product 
summary  of  which  follows: 
idications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
lequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
Isomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
eep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
Dt  necessary  or  recommended. 

ontraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

/arnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
zpressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
■ g . operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
otential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
arsons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
^ported  on  recommended  doses,  use  caution  in  administering  to 
ddiction-prone  individuals  or  those  who  might  increase  dosage 
recautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
mited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia, 
combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
fects.  consider  potential  additive  effects.  Employ  usual  precautions 
l patients  who  are  severely  depressed,  or  with  latent  depression  or 
jicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
inction  tests  are  advised  during  repeated  therapy.  Observe  usual 
recautions  in  presence  of  impaired  renal  or  hepatic  function, 
dverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
taggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
r debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
ama,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
een  reported.  Also  reported  were  headache,  heartburn,  upset 
tomach,  nausea,  vomiting,  diarrhea,  constipation,  G1  pain,  nervous- 
ess.  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
hest  pains,  body  and  joint  pains  and  GU  complaints  There  have 
Iso  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
lurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
reath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
on,  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
estlessness,  hallucinations,  and  elevated  SGOT.  SGPT.  total  and 
irect  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
g , excitement,  stimulation  and  hyperactivity,  have  also  been 
eported  in  rare  instances. 

>osage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
isual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
tated  patients:  15  mg  initially  until  response  is  determined, 
applied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 


One  30-mg  capsule /t.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 


induces  sleep  within  17 
minutes,  on  average 
reduces  nighttime  awakenings 
sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


tEFERENCES:  1 . Kales  A,  et  al  Arch  Gen  Psychiatry  23. 226-232,  Sep  1970 
••  Karacan  1,  Williams  RL,  Smith  JR;  The  sleep  laboratory  in  the  investigation  of  sleep  and 
leep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC,  May  3-7,  1971 

' Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
1.  Vogel  GW:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 
’•  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


I i 


there  a need 
for  a drug 
compendium? 

™ a Hri  icr  intollioonl 


Government  Health  Official 

Henry  E.  Simmons,  M.D. 

Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 

Education  and  Welfare 


Maker  of  Medicine 


Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


Dialogue 


Adrugcompen  . 
of  the  type  I envij  n 
would  fill  a definite 
need  for  the  prd 
ing  physician.  Si  d 
compendium  vji 
give  him  al  i 
information  h 
essary  for  i n 
a drug  intelligently,  and  it  wou 
do  so  in  a clear,  concise,  con- 
venient, objective  and  balance 
fashion. 

What  a Compendium  Should 
Contain 

I believe  the  compendiur 
should  inform  the  doctor  what 
drug  will  do,  when  he  should  u j 
for  what  type  of  patient,  for  ho 
long,  in  what  dose,  what  benef 
his  patient  is  likely  to  obtain,  tl 
risks  involved,  and  cross-react-* 
with  other  drugs. 

The  information  would  b( 
based  on  the  package  insert  ai 
have  the  same  legal  status.  In  is 
a complete  compendium  with  i nr 
plete  and  current  information 
might  even  eliminate  the  nece  ji 


A drug  compendium,  or 
preferably  compendia,  should 
believe,  be  private,  not  federal  t 
sponsorship.  They  should  contn 
comprehensive  listings  of  drug 
available  for  prescribing.  They 
should  be  single,  legibly  printe 
volumes  of  reasonable  size,  up 
dated  quarterly  or  semiannual1 
and  completely  revised  every  yir 

Function  of  a Compendium 

A compendium  should  fu 
nish  the  following  information 
drugs  inthefollowingorder:  inca 
tions  for  use,  side  effects,  advee 
drug  reactions,  contraindication 
drug  interactions,  drug  dosage ic 
the  dosage  forms  marketed.  Dig 
prices  should  not  be  included  t 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  s 
forth  drugs  of  choice  or  discus: 
relative  efficacy.  Such  questior 
must  be  left  for  the  practicing  | y 
sician  to  decide,  whether  on  th< 
basis  of  the  medical  literature,  s 
own  clinical  experience,  advicef 
colleagues,  information  supplit  \ 
by  manufacturers,  and  so  on. 

Nor  should  a compendiur 
undertake  to  educate  the  doctc  >n 
how  to  use  drugs.  Rather,  it  mu  1 
be  a reference  source  designee  ri- 
marily  to  refresh  his  memory  a:o 
drugs  he  may  not  use  regularly 


package  insert  in  many  in- 
[ ces.  This  would  constitute  a 
stantial  saving  for  the  manu- 
jrer. 

By  a complete  compendium, 
cj  not  mean  a volume  of  prohibi- 
] size.  You  don’t  need  a book 
• U cribing  25,000  products  with 

I normous  amount  of  repetition, 
ler,  drugs  should  be  arranged 
lass.  Mutually  applicable  infor- 
ion  would  be  provided,  along 
/ 1 brief  discussions  pinpointing 
I fences  in  specific  drugs  of 
r class.  Listings  would  be  cross- 
ed in  a useful  way. 


er  Available  Documents  as 
» roes  of  Information 

Existing  references  such  as 

i \ and  the  AMA  Drug  Evaluation 

ii  obviously  useful  but  they  are 
rpmplete.  Either  they  are  not 

; js-referenced  by  generic  name 
i do  not  group  drugs  with  simi- 
ij ;haracteristics,  or  they  do  not 

!'  all  the  available  and  legally 
'keted  drugs.  And  some  of 
se  omitted  may  be  very  useful. 


3 uld  in  no  way  imply  control  over 
t practitioner’s  prerogatives. 

\ y Another  Compendium? 

A practicable,  single-volume 
c npendium  cannot,  nor  is  it 
if  :essary  to,  include  all  drugs  on 
t 1 market  today.  From  my  prac- 
1 3 of  internal  medicine  for  some 
} years,  my  experience  as  a con- 
f tant,  and  as  a faculty  member 
t our  or  five  medical  schools,  I 
i uld  estimate  that  a doctor  uses 
t y 30  to  35  drugs  regularly.  The 
i 72  Physicians’  Desk  Reference, 
hidentally,  contained  about 
1)00  entries. 


As  to  whether  there  should  be 
federal  compendium,  in  myopin- 
|i,  as  stated  earlier,  the  answer  is 
i sy— there  should  not  be  one.  The 
iposal  assumes  that  existing 
! mpendia  are  inadequate.  We’re 
t sure  of  that  at  all.  Whatever  its 
1 perfections,  the  present  drug 
ormation  system  in  the  U.S.  is 
| en,  multifaceted,  pluralistic  and 
(tensive.  Good  compendia  exist, 

1 well  as  other  ample  sources  on 
I ug  therapy,  ranging  from  journal 
1 erature  through  AMA  Drug  Evalu- 
on  to  company  materials.  Not 
physicians  may  use  such 
urces  as  often  or  as  well  as  they 
ould,  but  that  is  the  fault  of  the 
an,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


On the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compilingand  editinga  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/ or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


duce  another  book,  it  makes  much- 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level —a  most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies  — but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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Dale;  James  A.  Barnes,  Beckley;  Robert  L.  Chamberlain,  Buckhannon; 
John  T.  Chambers,  Charleston;  R.  U.  Drinkard,  Wheeling;  A.  C. 
Esposito,  Huntington;  F.  Perry  Greene,  Jr.,  Parkersburg;  Upshur  Hig- 
ginbotham, Bluefield;  Kenneth  G.  MacDonald,  Charleston;  Buford  W. 
McNeer,  Hinton;  J.  C.  Pickett,  Morgantown;  Robert  S.  Robbins, 
Wheeling;  and  C.  Vincent  Townsend,  Martinsburg. 

Interprofessional  Relations 

William  E.  Gilmore,  Parkersburg,  Chairman;  George  L.  Armbrecht, 
Wheeling;  Alberto  G.  Capinpin  and  Jean  P.  Cavender,  Charleston; 
R.  C.  Cowan,  Jr.,  and  Dwight  P.  Cruikshank,  Parkersburg;  V.  L. 
Dyer,  Petersburg;  Richard  E.  Flood,  Weirton;  John  L.  Fullmer,  Mor- 
gantown; S.  William  Goff,  Parkersburg;  George  V.  Hamrick,  Charles- 
ton; John  J.  Mahood,  Bluefield;  L.  J.  Pace,  Princeton;  Paul  H.  Rever- 
comb.  Charleston;  L.  Dale  Simmons,  Clarksburg;  Tracy  N.  Spencer, 
Jr.,  South  Charleston;  James  A.  Thompson,  Clarksburg;  and  A.  J. 
Villani,  Welch. 

Legislative 

Frank  J.  Holroyd,  Princeton,  Chairman;  W.  P.  Bittinger,  Oak  Hill; 
J.  E.  Blaydes,  Jr.,  Bluefield;  John  T.  Chambers,  Charleston;  George  A. 
Curry,  Morgantown;  Del  Roy  R.  Davis,  Kingwood;  Roy  A.  Edwards, 
Jr.,  and  A.  C.  Esposito,  Huntington;  George  Gevas,  Parkersburg;  Paul 
E.  Gordon,  Clarksburg;  Louis  W.  Groves,  Jr.,  Richwood;  N.  B.  Groves, 
Jr.,  Martinsburg;  Carl  B.  Hall,  John  M.  Hartman,  John  W.  Hash  and 
John  A.  B.  Holt,  Charleston;  J.  C.  Huffman,  Buckhannon;  Jack  Leckie, 
Huntington;  Charles  L.  Leonard,  Elkins;  Milton  J.  Lilly,  Jr.,  Charles- 
ton; Paul  L.  McCuskey,  Parkersburg;  Charles  W.  Merritt,  Beckley; 
Thomas  G.  Reed,  Charleston;  Joseph  D.  Romino,  Fairmont;  Carl  J. 
Roncaglione,  William  B.  Rossman  and  Page  H.  Seekford,  Charleston; 
Robert  G.  Shirey,  Lewisburg;  Jack  J.  Stark,  Belpre,  Ohio;  I.  Ewen 
Taylor,  Huntington;  A.  J.  Villani,  Welch;  David  E.  Wallace,  Madison; 
Stephen  D.  Ward,  Wheeling;  Henry  F.  Warden,  Jr.,  Bluefield;  J.  Hugh 
Wiley,  Morgantown;  and  David  E.  Yoho,  Glen  Dale. 

Maternal  and  Perinatal  Fetal  Welfare 
A.  J.  Villani,  Welch,  Chairman;  Walter  A.  Bonney,  Jr.,  Morgan- 
town; Clarence  H.  Boso  and  Thomas  J.  Conaty,  Huntington;  Robert  D. 
Crooks,  Parkersburg;  Larry  D.  Curnutte  and  Frederick  H.  Dobbs, 
Charleston;  T.  Keith  Edwards,  Bluefield;  Thomas  G.  Folsom,  Hunting- 
ton;  N.  W.  Fugo,  Morgantown;  George  Gevas,  Parkersburg;  Robert 
Greco,  Morgantown;  George  L.  Grubb,  Charleston;  C.  S.  Harrison, 
Clarksburg;  Edwin  J.  Humphrey,  III,  Huntington;  W.  Gene  Klingberg, 
Morgantown;  A.  Robert  Marks,  Clarksburg;  Rose  H.  McClanahan, 
Charleston;  Charles  W.  Merritt,  Beckley;  Thomas  G.  Potterfield, 
Charleston;  Robert  P.  Pulliam,  Beckley;  Meryleen  B.  Smith,  Peters- 
town;  Gates  J.  Wayburn,  Huntington;  and  Patrick  C.  Williams,  Jr., 
Charleston. 

Medical  Aspects  of  Sports 

Richard  W.  Corbitt,  Parkersburg,  Chairman;  K.  D.  Bowers,  Jr.,  Mor- 
gantown; R.  L.  Chamberlain,  Buckhannon;  Robert  A.  Crawford,  Jr., 


and  Henry  R.  Glass,  Jr.,  Charleston;  Robert  W.  Howes,  Jr.,  Parkers- 
burg; Joe  N.  Jarrett,  Oak  Hill;  James  S.  Kessel,  Ripley;  Jack  C.  Mor- 
gan, Fairmont;  George  Naymick,  Weirton;  W.  H.  Rardin,  Beckley; 
Carl  J.  Roncaglione,  Charleston;  George  W.  Rose,  Clarksburg;  Herbert 
E.  Warden,  Morgantown;  and  Moseley  H.  Winkler,  Charleston. 

Medical  Economics 

Carl  J.  Roncaglione,  Charleston,  Chairman;  and  W.  Alva  Deardorff, 
Charleston,  Vice  Chairman;  Charles  E.  Andrews,  Morgantown;  Robert 
W.  Bess,  Jr.,  Piedmont;  George  R.  Callender,  Jr.,  and  Marshall  J. 
Carper,  Charleston;  Donald  R.  Chadwick,  Beckley;  Jacques  Charbon- 
mez,  Charleston;  C.  Richard  Daniel,  Beckley;  Daniel  W.  Dickinson, 
Wheeling;  Albert  C.  Esposito,  Huntington;  Richard  E.  Flood,  Weir- 
ton; Robert  L.  Ghiz,  Charleston;  N.  B.  Groves,  Martinsburg;  Daniel 
Hale,  Princeton;  John  M.  Hartman,  Charleston;  C.  A.  Hoffman, 
Huntington;  George  W.  Hogshead,  Nitro;  Thomas  J.  Holbrook, 
Huntington;  Ralph  J.  Holloway,  South  Charleston;  Logan  W.  Hovis, 
Vienna;  James  T.  Hughes,  Ripley;  Ray  M.  Kessel,  Logan;  W.  Gene 
Klingberg,  Morgantown;  Milton  J.  Lilly,  Jr.,  Charleston;  Thomas  P. 
Long,  Man;  Richard  V.  Lynch,  Jr.,  Morgantown;  J.  L.  Mangus  and 
Theodore  P.  Mantz,  Charleston;  Lawrance  S.  Miller,  Morgantown; 
William  C.  Morgan,  Jr.,  Charleston;  Milton  E.  Nugent,  Wheeling; 
Seigle  W.  Parks,  Charleston;  James  E.  Powers,  Princeton;  James  T. 
Spencer,  Charleston;  Clifford  A.  Stevenson,  Beckley;  James  H.  Walker, 
Charleston;  and  J.  D.  H.  Wilson,  Clarksburg. 

Medical  Education  and  Hospitals 

Pat  A.  Tuckwiller,  Charleston,  Chairman;  Wm.  O.  McMillan,  Jr., 
Charleston,  and  Richard  V.  Lynch,  Jr.,  Morgantown,  Vice  Chair- 
men; Charles  E.  Andrews,  Morgantown;  Leo  H.  T.  Bernstein, 
Martinsburg;  William  H.  Carter  and  John  T.  Chambers,  Charleston; 
Del  Roy  R.  Davis,  Kingwood;  C.  Richard  Daniel,  Beckley;  Thomas  O. 
Dotson,  White  Sulphur  Springs;  Albert  C.  Esposito,  Huntington;  Wil- 
liam E.  Gilmore,  Parkersburg;  Robert  D.  Hess,  Bridgeport;  Upshur 
Higgonbotham,  Bluefield;  Winfield  C.  John,  Huntington;  George  M. 
Kellas,  Wheeling;  Jack  Leckie,  Huntington;  Mary  Lou  L.  Lewis,  Char- 
leston; John  D.  Lindsay,  Jr.,  Fairmont;  David  Z.  Morgan;  Morgan- 
town; Robert  R.  Pittman,  Martinsburg;  Herbert  H.  Pomerance,  Char- 
leston; Howard  B.  Sauder,  Wheeling;  Harold  Selinger  and  Edwin 
M.  Shepherd,  Charleston;  Philip  M.  Sprinkle,  Morgantown;  Richard 
G.  Starr,  Beckley;  Hartwell  G.  Thompson,  Charleston;  John  W. 
Traubert,  Wellsburg;  and  J.  Hugh  Wiley,  Morgantown. 

Medical  Emergencies  and  Civil  Defense 

John  A.  B.  Holt,  Charleston,  Chairman;  Harold  D.  Almond,  Buck- 
hannon; Dominic  A.  Brancazio,  Weirton;  Harry  F.  Coffman,  Keyser; 
Salvador  Diaz,  Huntington;  Ernest  G.  Guy,  Philippi;  Charles  H.  Hiles, 
Wheeling;  John  J.  Mahood,  Bluefield;  Donald  R.  Lantz,  Parkersburg; 
Joseph  T.  Mallamo,  Fairmont;  John  B.  Markey,  Charleston;  James  G. 
Ralston,  Clarksburg;  William  S.  Sadler,  Barboursville;  Lyle  D.  Vincent, 
Parkersburg;  John  W.  Whitlock,  Beckley;  and  E.  Andrew  Zepp,  Mar- 
tinsburg. 

Medical  Scholarships 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Marshall  J.  Carper, 
Charleston;  Robert  D.  Hess,  Bridgeport;  Thomas  J.  Holbrook,  Hunting- 
ton;  Russel  Kessel,  Charleston;  John  Mark  Moore,  Wheeling;  and 
Clark  K.  Sleeth,  Morgantown. 

Mental  Health 

Roy  A.  Edwards,  Jr.,  Huntington,  Chairman;  Mildred  Mitchell- 
Bateman,  Charleston;  Randall  Connolly,  Vienna;  Thomas  S.  Knapp, 
Charleston;  S.  Elizabeth  McFetridge,  Shepherdstown;  L.  J.  Pace, 
Princeton;  William  B.  Rossman,  Charleston;  O.  Lee  Trick,  Morgan- 
town; A.  L.  Wanner  and  Stephen  D.  Ward,  Wheeling;  Charles  C. 
Weise,  Charleston;  and  A.  C.  Woofter,  Parkersburg. 

Military  Medical  Affairs 

Russel  Kessel,  Charleston,  Chairman;  Bert  Bradford,  Jr.,  Charleston; 
Robert  D.  Hess,  Bridgeport;  and  Logan  W.  Hovis,  Vienna. 

Program 

J.  Hugh  Wiley,  Morgantown,  Chairman;  John  T.  Chambers,  Charles- 
ton; William  E.  Gilmore,  Parkersburg;  Winfield  C.  John,  Huntington; 
Ray  M.  Kessel,  Logan;  and  Philip  M.  Sprinkle,  Morgantown. 

Public  Service 

Albert  C.  Esposito,  Huntington,  Chairman;  John  M.  Bobbitt,  Hunt- 
ington; George  A.  Curry,  Morgantown;  C.  R.  Davisson,  Weston;  Leon- 
ard M.  Eckmann,  South  Charleston;  G.  Thomas  Evans,  Fairmont;  Louis 
W.  Groves,  Jr.,  Richwood;  N.  B.  Groves,  Martinsburg;  Carl  E.  Johnson, 
Morgantown;  E.  Lee  Jones,  Wheeling;  C.  A.  Logue,  Morgantown; 
George  E.  McCarty,  Parkersburg;  Charles  W.  Merritt,  Beckley;  L.  J. 
Pace,  Princeton;  Joseph  B.  Reed,  Buckhannon;  Page  H.  Seekford, 
Charleston;  Jack  J.  Stark,  Belpre,  Ohio;  Stephen  D.  Ward,  Wheeling; 
and  A.  J.  Weaver,  Clarksburg. 

Rehabilitation 

Buford  W.  McNeer,  Hinton,  Chairman;  Jean  P.  Cavender,  Charleston; 
James  A.  Gardner,  Beckley;  James  A.  Heckman,  Huntington;  Thomas 
M.  Howes,  Morgantown;  Francis  H.  Hughes,  Parkersburg;  Ralph  H. 
Nestmann,  Charleston;  J.  C.  Pickett,  Morgantown;  Jack  Pushkin, 
Charleston;  M.  D.  Reiter,  Wheeling;  L.  Dale  Simmons,  Clarksburg; 
Robert  R.  Weiler,  Wheeling;  J.  Hugh  Wiley,  Morgantown;  and  Roy 
James  Yates,  Beckley. 

Resolutions 

Richard  E.  Flood,  Weirton,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  C.  A.  Hoffman,  Huntington;  Worthy  W.  McKinney,  Beck- 
ley; L.  J.  Pace,  Princeton;  and  Harry  S.  Weeks,  Jr.,  Wheeling. 

Rural  Health 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Harold  D.  Almond, 
Buckhannon;  J.  C.  Arnett,  Rowlesburg;  Ralph  H.  Boone,  Sisters vi lie; 
B.  S.  Brake,  Clarksburg;  Robert  W.  Coplin,  Elizabeth;  Del  Roy  P.  Davis, 
Kingwood;  N.  H.  Dyer,  Charleston;  Vernon  L.  Dyer,  Petersburg;  Earl 
L.  Fisher,  Gassaway;  Robert  R.  Frye,  Mannington;  O.  M.  Harper,  Clen- 
denin;  Mehmet  V.  Kalaycioglu,  Shinnston;  Charles  T.  Lively,  Weston; 
Ralph  McGraw,  Follansbee;  Joseph  B.  Reed,  Buckhannon;  Charles  J. 
Sites,  Franklin;  and  Charles  E.  Staats,  Charleston. 

Tuberculosis 

Hugh  S.  Edwards,  Beckley,  Chairman;  J.  N.  Aceto,  Wheeling; 
Charles  E.  Andrews,  Morgantown;  Robert  M.  Biddle,  Parkersburg; 
J.  M.  Brand,  Chester;  William  L.  Cooke,  Charleston;  N.  Allen  Dyer, 
Bluefield;  George  F.  Evans,  Clarksburg;  Dominic  J.  Gaziano,  Charles- 
ton; G.  R.  Maxwell,  Morgantown;  Ralph  H.  Nestmann  and  Morris  H. 
O'Dell,  Charleston;  Robert  J.  Reed,  III,  Wheeling;  James  T.  Smith, 
Charleston;  M.  A.  Viggiano,  New  Martinsville;  James  H.  Walker, 
Charleston;  and  David  H.  Williams,  Weirton. 

Venereal  Disease 

N.  H.  Dyer,  Charleston,  Chairman;  Hunter  Boggs,  Charleston;  C.  Y. 
Moser,  Kingwood;  Frank  M.  Peck,  Huntington;  David  S.  Pugh,  Chester; 
Thomas  L.  Thomas,  Wheeling;  M.  A.  Viggiano,  New  Martinsville; 
Lyle  D.  Vincent,  Parkersburg;  and  Isaiah  A.  Wiles,  Morgantown. 
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With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action —involving  the  doctor, 
the  patient,  the  American 
Cancer  Society  — a partner- 
ship for  life. 


Charleston,  West  Virginia 
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The  Rx  that  says 
“ “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effecl 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  form: 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non* 
cumulative  action  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster"  nor  a "hangover’’  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated; 

a 30-year  safety  record  assures  you  that  there  is  little  likeliho 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

Based  on  surveys  of  average  daily  prescription  costs. 
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(McNEIL) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumari 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitate) 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcoho 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  thos 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  1 5 mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 C< 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Day  of  the  Month 


(1)  Administration  of  5-Fluorouracil 

(2)  3000ml.  of  Isotonic  Sodium  Sulfate  plus  36mg  Decadron  q d 

(3)  2000ml  of  Isotonic  Sodium  Sulfate  plus  36mg  Decadron  q d 

I 4 ) Discharged 

Figure  1. 

mon  cause  of  a high  serum  calcium  is  bone  de- 
struction by  metastasis.  Less  common  causes  are 
the  elaboration  of  parahormone-like  polypeptides 
and,  by  recent  experimental  evidence,  a Vitamin 
D-like  substance.2  In  the  normal  subject,  the  cal- 
cium balance  is  maintained,  and  the  serum  cal- 
cium is  constant  with  only  mild  variation  range. 
The  maintenance  of  this  narrow  range  depends 
upon  the  inner  relationships  of  parahormone, 
calcitonin  and  the  ionized  serum  calcium.  Other 
ions  and  the  serum  protein  also  contribute  to  this 
balance.  The  metabolism  of  calcium  is  a complex 
subject  and  beyond  the  scope  of  this  paper. 

Manifestations  of  hypercalcemia  are  related  to 
calcium  stabilizing  effects  on  the  cell  membrane. 
The  excitability  of  nerve  tissue  and  the  con- 
traction of  smooth,  skeletal  and  cardiac  muscles 
are  profoundly  affected  by  the  extracellular  levels 
of  ionized  serum  calcium.  Hypercalcemia  affects 
the  kidney  by  decreasing  glomerular  filtration 
rate,  thereby  lowering  the  excretion  of  calcium 
and  further  aggravating  the  hypercalcemia.  In 
the  clinical  setting  this  would  present  as  a pro- 
gressive azotemia  and  renal  insufficiency.  Hyper- 
calcemia also  caused  a decrease  in  the  ability  of 
the  kidney  to  conserve  water.  Proposed  mech- 
anisms for  this  are  interference  with  ADH,  altera- 
tions of  the  counter-current  system,  and  an  in- 
crease in  the  renal  sodium  loss.3’4 

Clinical  Manifestations 

The  onset  of  clinical  signs  and  symptoms  may 
be  gradual  or,  as  with  our  patient,  abrupt.  Many 
of  the  symptoms  are  nonspecific,  and  this  may 
contribute  to  delay  in  the  diagnosis  with  resultant 
coma  and  renal  failure.  Common  clinical  mani- 
festations of  hypercalcemia  include  lethargy, 
epigastric  discomfort,  nausea,  stupor,  polydipsia, 
polyuria,  and  an  increase  in  the  heart  rate.  Sym- 


toms  may  be  mild  or  dramatic,  depending  in 
large  part  on  the  level  of  serum  calcium  and 
rate  of  change. 

In  cases  of  patients  with  breast  carcinoma  and 
known  osseous  metastases,  any  of  these  symp- 
toms should  alert  the  clinician  to  the  possibility 
of  hypercalcemia.  Monitoring  the  serum  calcium 
in  this  category  of  patients  should  be  a part  of  the 
follow-up  routine.  If  serum  calciums  are  not 
readily  available,  then  one  could  monitor  urinary 
calcium  by  the  Sulkowitch  test  as  a screening  aid. 
Although  this  test  is  not  as  sensitive  as  a serum 
calcium,  it  may  aid  in  the  early  detection  since 
hypercaluria  frequently  precedes  development  of 
hypercalcemia  in  these  patients.  Some  patients 
with  metastatic  breast  carcinoma  will  demon- 
strate a chronically  elevated  serum  calcium,  be- 
low the  level  necessary  to  produce  stupor  or  co- 
ma. The  elevated  serum  calcium  may  be  persis- 
tent and  difficult  to  control.  Because  of  the 
functional  changes  caused  by  a prolonged  hyper- 
calcemia, one  should  follow  these  patients  closely 
for  the  development  of  peptic  ulcers,  pancreatitis, 
a diabetes  insipidus-like  picture,  and  digitalis-in- 
duced arrhythmias. 

Treatment 

Hypercalcemia  occurs  in  10  to  25  per  cent  of 
patients  with  metastatic  carcinoma  of  the  breast 
at  some  time  during  their  disease.  This  is  espe- 
cially true  when  osteolytic  lesions  are  present  by 
x-ray.5  Early  recognition  and  correction  of  the 
electrolyte  imbalance  is  the  goal.  General  meas- 
ures to  aid  in  lowering  of  the  serum  calcium 
have  been  investigated.  Decreasing  the  dietary 
intake  of  calcium  in  these  cases  is  of  limited 
benefit,  because  the  source  of  their  elevated 
calcium  is  bone  rather  than  diet.  Adequate  hy- 
dration is  a very  important  part  of  the  treatment 
of  the  problem  both  to  prevent  dehydration  and 
to  provide  an  adequate  glomerular  filtration  rate 
and  thereby  aid  in  the.  excretion  of  the  calcium. 
To  augment  adequate  hydration  there  is  now 
good  evidence  to  suggest  that  delivering  in- 
creased sodium  to  the  proximal  tubules  pro- 
motes calcium  excretion.6  This  could  be  accom- 
plished initially  by  infusing  isotonic  sodium 
chloride;  it  is  also  known,  however,  that  admin- 
istering the  sodium  with  a nonreasbsorbable 
anion  such  as  sulfate  further  increases  the  cal- 
cium excretion.  This  form  of  therapy  was  chosen 
as  the  form  of  treatment  for  our  patient.  When 
using  this  mode  of  therapy,  however,  one  must 
be  alert  to  the'  probable  complications  of  fluid 
overload,  hypernatremia  and  hypokalemia.  The 
problem  of  hypokalemia  usually  can  be  con- 
trolled by  adding  potassium  chloride  to  the  in- 
travenous infusion.  Addition  of  the  newer  diur- 
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etics  such  as  Furosemide  may  help  prevent  the 
fluid  overload  and  the  hypernatremia.  Furose- 
mide may  also  have  the  additional  benefit  of 
increasing  the  excretion  of  calcium.7 

As  a general  rule,  the  pre-menopausal  woman 
should  benefit  from  measures  aimed  at  increasing 
the  calcium  excretion  followed  by  castration.  In 
the  post-menopausal  woman,  or  as  in  our  patient 
with  a surgical  menopause,  the  effects  of  changes 
in  hormone  climate  are  not  as  predictable.  In  this 
group  of  patients,  glucocorticoids  offer  the  best 
chance  of  lowering  the  serum  calcium  and  pro- 
viding a long-term  control. 

Summary 

A case  of  acute  hypercalcemia  crisis  develop- 
ing in  a patient  with  metastatic  breast  carcinoma 


is  reported.  While  many  variables  are  involved  in 
the  production  of  hypercalcemia  in  this  type  of 
patient,  it  is  the  opinion  of  the  authors  that  this 
was  triggered  by  the  administration  of  5-Fluor- 
ouracil  in  adjunct  with  the  hormonal  manipula- 
tion with  adrenalectomy.  The  patient  had  a 
normal  serum  calcium  on  admission,  and  there 
was  no  alteration  in  her  hormonal  therapy  or 
her  steroids.  The  patient  has  had  an  active,  rel- 
atively pain-free  life  for  18  months  since  this 
case  report.  We  feel  that  this  is  justification  for 
aggressive  management  of  this  serious  compli- 
cation in  patients  who  are  undergoing  palliation 
for  their  disease. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Prosthetic  Devices 

Artificial  devices  to  replace  practically  every  joint  in  the  body  are  now  either  on 
the  market  or  the  drawing  board.  Moving  away  from  the  orthopedic  arena, 
two  significant  clinical  applications  of  other  types  of  prosthetic  devices  were  reported 
during  1973. 

A new  implantable  prosthetic  arteriovenous  shunt  for  dialysis  patients,  one  that 
appears  to  have  distinct  advantages  over  both  the  standard  Quinton-Dillard-Scribner 
shunt  and  the  Bresicia  A-V  fistula,  has  been  developed  and  clinically  tested  at  the 
University  of  Minnesota  Hospitals. 

Used  to  link  the  radial  artery  and  cephalic  vein,  this  U-shaped  device,  which  is 
5 cm  long,  can  be  implanted  subcutaneously  in  the  forearm  or  wrist.  It  can  also 
be  used  in  the  thigh  or  groin. 

A unique  voice  prosthesis  developed  by  a plastic  surgeon  at  New  York  Medical 
College  can  help  laryngectomees  achieve  natural  sounding  speech.  Fitted  by  an 
improved  surgical  procedure,  the  device  — nonelectronic  and  reedless  — permits 
more  normal  sounds  without  training  and  with  normal  inflection.  The  air  bypass 
mechanism  is  lightweight,  easy  to  clean,  completely  concealed  and  removed  only 
while  the  user  sleeps. 
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The  Use  Of  Methylmethacrylate  For  Extensive 
Internal  Bracing  Of  The  Cervical  Spine 
In  Metastatic  Disease 

(A  Case  Report) 

K.  Douglas  Bowers,  Jr.,  M.  D.;  and  Elliott  L.  Thrasher,  M.  D. 


\ 68-year-old  male  (D.S.)  initially  was  ad- 
mitted  to  the  Neurologic  Service  of  the  West 
Virginia  University  Medical  Center  on  July  17, 
1969. 

His  primary  complaint  was  the  insidious  onset 
of  weakness  in  all  four  extremities  which  had 
begun  approximately  three  months  prior  to  ad- 
mission and  which  was  characterized  by  rather 
rapid  progression.  He  also  had  noticed  numbness 
and  tingling  in  both  upper  extremities,  mainly  in 
an  ulnar  distribution  bilaterally.  There  was  no 
mention  of  pain.  He  had  also  noted  progressive 
weight  loss  over  a six-month  period  prior  to  his 
admission. 

Physical  examination  revealed  rather  marked 
wasting  and  prominent  fasciculations  of  the  mus- 
cles of  the  hands,  arms,  shoulder  girdle,  trunk, 
hip  girdle  and  legs.  There  was  corresponding 
weakness  of  most  all  of  these  motor  groups.  He 
required  assistance  in  standing  and  in  walking. 
No  involvement  of  facial  muscles,  tongue  or 
pharyngeal  muscles  was  noted.  Deep  tendon  re- 
flexes were  depressed  in  the  upper  extremities, 
the  abdominal  reflexes  were  absent,  and  the 
knee  jerks  were  equal  at  4-2.  The  left  ankle  jerk 
was  present  but  diminished  and  the  right  ankle 
jerk  was  absent.  There  was  no  evidence  of  clonus 
and  the  Babinski  response  was  flexor  bilaterally. 
Sensory  perception  was  good  throughout.  Rectal 
examination  revealed  a diffusely  enlarged  pro- 
state, which  was  firm  but  not  hard  and  which 
was  free  of  obvious  nodules.  He  had  full  pain- 
free  range  of  motion  of  the  cervical  spine. 

Multiple  laboratory  procedures  were  obtained 
and  were  within  normal  limits  with  the  excep- 
tion of  the  serum  acid  phosphatase  which  was 
4,600  K.A.  units,  prostatic  fraction.  EMG  was 
suggestive  of  widespread  neurogenic  disorder  of 
lower  motor  neuron  variety.  X-rays  revealed  dif- 
fuse osseous  metastasis  of  the  cervical,  dorsal, 
and  lumbar  spine,  and  of  the  pelvis  and  ribs 
bilaterally. 

On  July  25,  1969,  he  underwent  panendoscopy, 
cystoscopy  and  needle  biopsy  of  the  prostate  un- 
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der  local  anesthesia.  The  pathology  report  was 
adenocarcinoma  of  the  prostate. 

On  July  30,  bilateral  orchiectomy  was  per- 
formed. His  postoperative  course  was  uncom- 
plicated and  he  was  discharged  on  August  2. 

He  was  followed  as  an  outpatient  in  the 
Urology  Clinic  until  August  of  1972.  During 
this  period  of  time  he  was  essentially  pain  free, 
had  gained  weight,  and  the  muscle  weakness  of 
all  four  extremities  had  improved.  Also  during 
this  period  he  was  on  no  medications. 

After  a fall  down  a small  hill  in  early  Novem- 
ber of  1972,  he  began  to  complain  of  neck  pain. 
He  was  seen  in  the  Orthopedic  Clinic  and 
cervical  spine  films  revealed  advanced  degen- 
erative change  of  the  entire  cervical  spine  with 
rather  marked  disc  space  narrowing  at  the  C5-6 
and  C6-7  levels.  There  was  no  definite  evidence 
of  metastasis  though  as  previously  mentioned 
the  original  films  on  his  admission  in  1969  did 
apparently  show  evidence  of  cervical  metastatic 
involvement.  There  was  mild  compression  of  C3 
and  C5. 

He  continued  to  be  followed  as  an  outpatient 
in  the  Urology  Clinic,  and  on  May  1,  1973,  was 
still  complaining  of  pain  in  his  neck.  An  acid 
phosphatase  on  this  date  was  32  K.A.  units 
prostatic  fraction. 

He  was  again  seen  in  the  Orthopedic  Out- 
patient Clinic  on  May  14  because  of  the  per- 
sistent complaint  of  neck  pain.  Radiograms  on 
this  occasion  revealed  pathologic  fracture  of  C2 
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with  rather  marked  instability  of  Cl  on  C2. 
The  anterior  fourth  of  the  body  of  C2  along 
with  an  intact  odontoid  was  rather  markedly 
displaced  anteriorly  with  Cl.  There  was  ob- 
vious metastatic  involvement  of  most  of  the 
body  of  C2  with  significant  compression. 

Physical  examination  on  this  occasion  revealed 
marked  weakness  of  the  extensor  digitorum  com- 
munis, extensor  hallucis  longus,  and  the  an- 
terior tibial  of  his  right  lower  extremity.  No 
significant  weakness  in  either  upper  extremity 
was  noted.  Deep  tendon  reflexes  in  the  lower 
extremities  were  present  but  equally  diminished 
and  the  Babinski  response  was  flexor  bilaterally. 

He  was  placed  in  Crutchfield  tong  skull  trac- 
tion on  a Stryker  frame  and  admitted  to  the 
Orthopedic  Service.  Acid  phosphatase  on  ad- 
mission was  60  K.A.,  and  he  was  begun  on 
Diethylstilfestrol  1 mg.  daily. 

There  was  no  evidence  of  pulmonary  meta- 
static involvement  and  no  evidence  of  involve- 
ment of  the  long  bones  of  the  lower  extremities. 
Our  plan  at  this  time  was  to  stabilize  the  cervical 
spine  surgically  and  begin  radiation  therapy  10 
to  12  days  postoperatively. 

On  May  21,  he  was  taken  to  surgery.  Through 
a routine  posterior  midline  incision  extending 
from  the  inion  proximally  to  the  tip  of  C6 
spinous  process  distally,  the  spinous  processes 
and  lamina  of  Cl  through  C6  were  exposed. 
There  was  obvious  instability'  of  Cl  on  C2,  and 
tumor  involvement  of  the  lamina  of  C2  on  the 
left  and  the  C2,  C3,  and  C4  facets  on  the  left 
was  encountered. 

With  Cl  reduced  on  C2,  fixation  was  obtained 
using  an  18  gauge  wire  looped  around  the 
posterior  ring  of  Cl  and  running  through  and 
around  the  base  of  the  spinous  process  of  C2. 
No.  20  gauge  wire  was  then  passed  under  the 
lamina  of  Cl  on  both  sides  of  the  midline  to 
be  used  to  secure  Cl  to  the  internal  splints.  No. 
20  gauge  wire  was  then  passed  through  the  in- 
ferior facets  of  C2  through  C5  being  brought 
out  posteriorly  through  the  joint  space,  following 
the  technique  described  by  Robinson  and  South- 
wick. 

Acrylic  cement  was  rolled  into  two  cylinders 
which  were  positioned  longitudinally,  one  on 
either  side  of  the  midline  extending  over  the 
lamina  and  facets  from  Cl  to  C5.  These  cylin- 
ders were  gently  compressed  while  still  some- 
what soft  in  order  to  conform  to  the  contour 
of  the  posterior  lamina  and  facets.  The  acrylic 
was  continuously  irrigated  to  prevent  soft  tissue 
damage  from  the  heat  as  the  cement  hardened. 


Figure  1.  Postoperative  lateral  film  showing  acrylic 
splints  wired  into  place  with  excellent  alignment. 

As  soon  as  the  acrylic  was  hardened  the  previ- 
ously placed  wires  were  then  looped  over  the 
cylinders  and  tightened  down  firmly.  The  wound 
was  then  closed  in  a routine  fashion  without 
difficulty. 

His  postoperative  course  was  completely  un- 
complicated. He  was  maintained  on  the  Stryker 
frame  in  skull  tong  traction  initially.  The  neuro- 
logic deficit  noted  preoperatively  was  unchanged 
postoperatively.  Postoperative  AP  and  lateral 
radiograms  of  the  cervical  spine  revealed  excel- 
lent alignment  with  excellent  position  of  the 
acrylic  splints  and  wires  (see  Figure  1). 

On  May  26,  the  Crutchfield  tongs  were  re- 
moved. He  was  placed  in  a cervical  fore-poster 
brace  and  on  the  same  day  began  to  sit  and 
walk  with  assistance,  both  of  which  he  tolerated 
well. 

On  June  4,  he  began  high  doses  of  palliative 
radiotherapy.  He  was  to  receive  a depth  dose  of 
4000  Rads,  on  super  voltage  therapy  source  with 
1,335  Rads,  as  the  weekly  rate.  On  June  22, 
the  radiotherapy  was  completed  and  he  was  dis- 
charged, ambulatory,  with  a walker  and  pain 
free.  His  surgical  incision  had  healed  well  with- 
out difficulty. 

On  July  9,  1973,  six  weeks  postoperatively,  he 
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was  pain  free  and  independently  ambulatory 
with  the  aid  of  his  walker. 

Discussion 

This  method  of  obtaining  internal  fixation 
seemed  preferable  to  using  cortical  bone  grafts 
in  this  case  for  several  important  reasons. 

His  life  expeotancy  was  relatively  short  and 
an  eventual  solid  bony  fusion  was  not  an  ob- 
jective. Immediate  stability  which  would  al- 
low early  ambulation  was  most  desirable. 

He  would  not  have  tolerated  prolonged  post- 
operative skull  tong  traction  well,  nor  immobili- 
zation in  a heavy  plaster  Minerva  jacket,  which 
would  have  been  indicated  if  autogenous  corti- 
cal grafts  had  been  used. 

Because  a donor  site  for  autogenous  cortical 
grafts  was  unnecessary,  operative  blood  loss  was 
minimized,  operative  time  shortened,  there  was 


less  postoperative  pain  and  less  operative  and 
postoperative  overall  morbidity. 

Postoperative  radiation  therapy  could  be  in- 
stituted earlier  and  with  greater  ease  to  the  pati- 
ent. His  total  hospital  stay  was  shortened. 

At  the  present  time  we  see  no  obvious  dis- 
advantage to  this  procedure.  Postoperative  radia- 
tion therapy  apparently  has  no  untoward  effect. 
Investigators  have  previously  pointed  out  that 
there  is  secondary  irradiation  from  a metal  fixa- 
tion device  or  prosthesis  which  will  lead  to  in- 
tensive ionization  of  immediately  adjacent  tis- 
sue. They  have,  however,  found  no  ill  effects 
clinically  from  this  phenomenon,  there  being  no 
significant  changes  in  the  tissues  attributable  to 
interaction  between  radiation  and  metal  or  ce- 
ment. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Venereal  Disease 


Veneral  disease  continues  to  be  a major  health  problem,  second  only  to  the  com- 
mon cold.  Gonorrhea,  the  most  frequently  reported  communicable  disease, 
increased  substantially  during  1973  (fiscal  year),  with  an  incidence  rate  (reported 
cases)  approximating  nearly  double  that  of  five  years  ago. 

Some  809,600  cases  reported  in  1973  represent  a 12.7  per  cent  increase  (91,280) 
over  1972  and  the  highest  incidence  ever  reported  since  the  Public  Health  Service 
established  its  record-keeping  system  in  the  early  1900s. 

Although  the  increase  is  not  as  dramatic,  more  infectious  syphilis  cases  have 
progressed  through  the  entire  infectious  stage  without  being  detected.  During  fiscal 
year  1973,  early  latent  syphilis  cases  numbered  22,293  as  compared  to  20,354  in  the 
preceding  year,  reflecting  a 9.5  per  cent  increase. 

Public  health  officials  are  optimistic  about  the  impact  of  recently  expanded 
gonorrhea  casefinding  programs  for  screening  large  numbers  of  females  in  high 
risk  groups.  During  1973  (FY),  the  male-female  ratio  of  reported  cases  of  gonorrhea 
was  1.7:1.  Two  years  ago,  the  gonorrhea  male-female  ratio  was  2.7:1. 
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The  Result  Of  Management  Of  Seventy 
Consecutive  Cases  Of  Malignant  Melanoma 
From  1939  To  1972 
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't'he  first  accredited  mention  of  melanoma  was 
made  by  Hippocrates  in  the  Fifth  Century 
B.C.  Lannec,  in  1806,  discussed  “la  melanose” 
and  R.  Carswell,  in  1838, 28  first  employed  the 
term,  “melanoma.” 

Pemberton,  in  1858,  advocated1  and  performed 
a wide  and  deep  dissection  for  melanoma,  car- 
rying the  level  of  excision  below  the  underly- 
ing fascia  and  removing  implicated  lymph  nodes 
by  groin  dissection— a practice  approved  now,  a 
century  later28.  Samson  Handley11,  in  1907, 
recommended  wide  excision  of  the  primary 
tumor  associated  with  lymph-adenectomy.  Prin- 
gle, in  1908,  expanded  the  limit  of  the  procedure 
to  include  the  skin,  subcutaneous  tissue  and  fas- 
cia, the  area  of  “lymphatic  permeation”  between 
primary  tumor  and  regional  node30.  As  one  reads 
through  the  voluminous  literature  on  melanoma, 
it  becomes  quite  apparent  that  the  basic  treat- 
ment has  not  changed  in  more  than  100  years, 
although  through  refinement  of  technique  and 
the  patients’  earlier  awareness  of  small  lesions, 
the  results  have  improved  over  the  past  10 
to  20  years. 

Frequently  Misdiagnosed 

Because  of  rather  protean  manifestations  and 
seemingly  erratic  behavior,  this  lesion  frequently 
is  misdiagnosed  and  mismanaged.  Two  cutane- 
ous lesions,  nevi  and  melanoma,  inevitably  are 
related  in  medical  thinking,  either  because  of  the 
likelihood  of  evolution  of  the  benign  into  its 
malignant  counterpart  or  because  of  frequent 
difficulty  in  differentiating  the  two  lesions.  Pack 
et  al.  have  noted  the  average  white  individual 
harbors  at  least  14.6  nevi  of  one  type  or  another. 

Allen  and  Spitz  pointed  out  the  significance 
of  junctional  activity  of  nevus  as  the  likelihood 
of  evolution  into  malignant  melanoma.  Their 
thesis,  of  course,  is  not  that  every  junctional  or 
compound  nevus  becomes  a melanoma,  but  that 
with  the  exception  of  the  few  malignant  blue 
nevi  and  rare  giant  nevi  of  children,  every  mel- 
anoma of  the  skin  or  mucosa  arises  from  a junc- 
tional or  compound  nevus.  In  other  words,  the 


junctional  nevus  may:  (1)  lie  dormant  or  (2) 
regress  or  develop  into  ( 3 ) an  intradermal  nevus, 
(4)  the  compound  nevus,  (5)  the  juvenile  mel- 
anoma or  (6)  the  melanocarcinoma2. 

The  study  of  the  malignant  melanoma  is  im- 
portant because  ( 1 ) the  majority  of  these  “black 
cancers”  originate  from  long-standing,  pre-exist- 
ing nevi,  (2)  the  majority  of  melanomas  would 
be  prevented  by  excision  of  dangerous  nevi,  (3) 
the  constant  visibility  of  the  tumor  should  enable 
an  early  diagnosis  to  be  made  and  (4)  although 
melanoma  is  the  most  accessible  of  all  major 
cancers,  it  has  the  unwelcome  distinction  of 
lowest  curability.18 

Materials 

The  present  report  is  based  on  experience 
with  70  consecutive  cases  of  malignant  melan- 
oma (from  now-melanomas)  treated  and  fol- 
lowed at  the  Charleston  General  Hospital  dur- 
ing the  period  from  January  1939  to  December 
1972. 

The  term,  “melanoma”,  is  used  to  signify  the 
malignant  tumor  only  and  does  not  include  the 
junctional  or  compound  nevus.  All  of  the  cases 
in  this  study  had  histological  confirmation.  The 
total  number  of  oases  is  divided  into  two  groups: 
the  determinate  group  and  the  indeterminate. 
The  determinate  group  is  composed  of  the  pati- 
ents who  had  been  followed  longer  than  five 
years  after  definitive  surgical  procedure,  and 
those  who  had  died  of  melanoma  within  the  five 
years.  The  indeterminate  group  is  composed  of 
those  patients  who  were  lost  to  follow-up  within 
the  five  years  after  surgery,  or  who  had  died 
of  other  causes  not  related  to  melanoma  within 
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the  five-year  period  after  surgery.  This  group 
also  included  those  patients  who  refused  treat- 
ment or  palliative  care  and  those  with  unavail- 
able information. 

Pack  et  al.  and  Lane  et  al.  18-12  suggest  that 
in  melanoma,  a five-year  postoperative  period 
without  evidence  of  tumor  is  a quite  valid  cri- 
terion for  cure,  although  there  are  unusual  cases 
in  which  the  patient  survived  more  than  five 
years  with  the  residual  melanoma.  Knutson  and 
Spratt  reported  95  per  cent  of  recurrence  within 
five  years  postopera tively  from  Ellis  Fischel 
State  Cancer  Hospital  and  Cancer  Research  Cen- 
ter (EFSCH-CRC)11. 

All  70  patients  in  our  series  were  white  (Cau- 
casian). 


Between  1968  and  1972,  there  were  32  cases 
with  30  determinate  cases,  among  which  25  were 
still  living  as  of  December  1972.  Pack  et  al.,  in 
1959,  from  New  York  Memorial  Hospital,  re- 
ported 37.7  per  cent  as  a five-year  survival 
rate11. 

Knutson,  Hori  and  Spratt  from  EFSCH-CRC, 
in  1969,  reported  36.7  per  cent  as  a five-year  sur- 
vival rate  and  29.5  per  cent  as  a ten-year  survival 
rate. 

Literature  by  17  authors  regarding  a five-year 
survival  rate  has  been  reviewed  and  revealed  the 
lowest  rate  to  be  9.7  per  cent  by  R.  W.  Raven 
(1950);  highest  rate  by  Rockwell  at  59.2  per 
cent;  the  average  of  these  rates  was  33.9  per 
cent11. 


Table  1.  End  Results  in  the  Treatment  of  Melanoma 


Period 

Total 

Cases 

Determinate 

Cases 

Living  as  of 
December  1972 

Years  Survived 

Five-Year 

Cure 

% 

1939- 

1967 

38 

32 

11 

1Y-11 
2Y-  3 
3Y-  4 

4Y-1 

5Y-1 

12 

37.5 

1968- 

1972 

32 

30 

25 

1Y-4 

2Y-0 

3Y-1 

4Y— 0 
5Y-0 

There  were  38  cases  between  1939  and  1967 
with  32  determinate  cases,  among  which  12  cases 
survived  longer  than  five  years  (five-year  sur- 
vival rate  37.5  per  cent).  Eleven  patients  were 
living  as  of  December  1972.  Among  those  who 
died  within  five  years  after  surgery,  11  patients 
survived  one  year,  three  patients  survived  two 
years,  four  patients  three  years,  one  patient  four 
years  and  one  patient  close  to  five  years. 


Table  2 shows  the  age  and  sex  distribution. 
The  average  age  of  all  cases  was  51.2  years. 
Thirty'  cases  were  male,  and  40  were  female. 
Many  observers  report  that  there  is  no  real  dif- 
ference in  incidence  of  melanoma  between  the 
two  sexes.  Pack  et  al.  show  a ratio  of  one  to  one 
between  male  and  female  in  744  cases,  in  1945. 
Spratt  et  al.— one  to  one  in  230  cases,  in  1969.  In 
our  series  there  were  more  female  cases. 


Table  2.  Age  and  Sex  Distribution 


No.  of  Pts 


Males 


: □ 
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Table  3.  Clinical  Manifestations  With  37  Cases 
and  Available  Information 


Increase  in  pigmentation  18  = 48.9% 

Increase  in  size  17  — 45.9% 

Ulceration  ...  ......  14  = 37.8% 

Hemorrhage  13  = 35.1% 

Pain  (local)  ...  7 = 18.9% 

Other  symptoms  5 = 13.5% 

(Itching,  burning,  et  cetera.) 


Among  37  cases  with  information  recorded,  18 
(48.9  per  cent)  had  an  increase  in  pigmentation 
of  pre-existing  moles.  Seventeen  cases  (45.9  per 
cent)  had  an  increase  in  size.  Fourteen  cases 
(37.8  per  cent)  had  ulceration.  Thirteen  cases 

(35.1  per  cent)  had  hemorrhage.  Seven  cases 

(18.9  per  cent)  had  pain,  and  five  cases  (13.5 

per  cent)  had  other  symptoms  such  as  itching 

and  burning  of  these  moles. 

Ackerman,  in  1948,  suggested  that  approxi- 
mately 50  per  cent  of  melanomas  arise  from  pre- 
existing nevi.  In  practically  all  instances,  how- 
ever, these  nevi  were  junctional  in  nature,  as 
previously  mentioned.  For  this  reason  and  others, 
excisional  biopsy  for  any  nevus  which  changes 
appearance  in  any  way  (as  described  in  Table 
III)  is  recommended.  As  Potter21  stressed,  ex- 
cisional biopsy  is  recommended  for  the  follow- 
ing: ( 1 ) any  nevus  on  the  sole,  palm  or  genitalia, 
on  the  assumption  that  there  is  proportionately 
high  incidence  of  junctional  nevi  in  these  areas, 
(2)  all  blue  nevi,  which  are  difficult  to  differen- 
tiate from  early  melanoma  and  (3)  any  nevus 
which  is  subjected  to  chronic  trauma  or  irritation. 

Table  4.  Duration  of  Lesion  With  Information 


Recorded:  37  Cases 

Less  than  one  year  19  = 51.3% 

Two  to  five  years  8 = 21.6% 

Six  to  ten  years  5 = 13.5% 

Longer  than  ten  years 5 = 13.5% 


In  37  cases  information  about  the  duration  of 
existence  of  moles  was  available.  Nineteen  cases 
(51.3  per  cent)  had  a history  of  less  than  one 
year;  eight  cases  (21.6  per  cent)  two  to  five 
years;  five  cases  (13.5  per  cent)  six  to  ten  years 
and  five  cases  (13.5  per  cent)  had  longer  than 
ten  years’  duration  of  existence  of  the  mole  prior 
to  surgical  procedures. 

As  one  can  see,  the  majority  of  patients  had  a 
history  shorter  than  five  years,  more  than  half  of 
the  cases  within  one  year.  This  is  compatible 
with  the  suggestion  by  H.  Williams31  that  the 
more  recent  the  onset  of  the  mole,  the  more  its 
potentiality  for  becoming  malignant. 

Table  5 shows  survival  rates  according  to  sex. 
Of  the  70  cases,  30  were  male  and  40  were  fe- 
male. From  1939  to  1967,  determinate  male  cases 
were  11  of  which  five  cases  survived  longer  than 
five  years  (45.6  per  cent).  There  were  21  de- 
terminate female  cases  with  seven  cases  sur- 
viving more  than  five  years  (33.3  per  cent).  Be- 
tween 1968  and  1972,  there  were  15  determinate 
male  cases  with  only  10  cases  living  as  of  De- 
cember 1972.  Spratt  et  al.  reported  53.5  per  cent 
for  the  male  and  46.5  per  cent  for  the  female 
as  the  five-year  survival  rate  in  250  cases  in 
1971.  Chase  and  Schwartz3  stated  that  females 
were  affected  more  than  twice  as  frequently  as 
males,  but  the  five-year  survival  rates  were 
better  for  females. 

Most  literature  describes  a somewhat  higher 
survival  rate  in  females,  which  is  in  contrast 
to  our  series.  Pack  et  al.  were  strongly  doubtful 
that  there  was  a real  sex  difference  in  prog- 
nosis of  melanoma,  and  pointed  out  the  fact 
that  women  are  more  “cancer  conscious”  and 
tend  to  see  their  doctors  earlier  because  of  a 
“mole”  which  is  changing  in  appearance. 

Table  6 shows  the  incidence  and  survival  rate 
according  to  the  location  of  the  melanoma.  The 


Table  5.  Survival  Rate  According  to  Sex 

GT— Grand  total  number  of  cases. 

IC— Indeterminate  cases. 

DC— Determinate  cases. 

5Y  SV— Five-year  survivals. 

%— Percentage. 

LV  DEC.  ’72— Living  as  of  December  1972. 


Valuables 

GT 

1939-1967 

1968-1972 

T NO 

IC 

DC 

5YSV 

% 

T NO 

IC 

DC 

LV  DEC  ’72 

Males 

30 

13 

2 

11 

5 

45.6 

17 

2 

15 

10 

Females 

40 

25 

4 

21 

7 

33.3 

15 

0 

15 

15 

Totals 

70 

38 

6 

32 

12 

37.5 

32 

2 

30 

25 
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Table  6.  Survival  Rate  According  to  Location  of  Melanoma 

H & N— Head  and  neck. 

UP  EX— Upper  extremity. 

LO  EX— Lower  extremity. 

AR  & G— Anorectal  and  genital  area. 

PSU— Primary  site  unknown. 

(Please  refer  to  the  symbols  used  in  Table  5 for  additional  explanation.) 


Valuables 

GT 

1939-1967 

1968-1972 

T NO 

IC 

DG 

5YSV 

% 

T NO 

IC 

DC 

LV  DEC  72 

H & N 

19 

8 

2 

6 

3 

50 

11 

2 

9 

8 

UP  EX 

9 

4 

0 

4 

2 

50 

5 

0 

5 

5 

LO  EX 

14 

7 

4 

3 

1 

7 

0 

7 

6 

TRUNK 

22 

15 

0 

15 

4 

26.6 

7 

0 

7 

6 

AR  & C 

4 

3 

0 

3 

1 

33 

1 

0 

1 

0 

PSU 

2 

1 

0 

1 

1 

1 

0 

1 

0 

Total 

70 

38 

6 

32 

12 

37.5 

32 

2 

30 

25 

highest  incidence  was  on  the  trunk,  with  22. 
Between  1939  and  1967,  there  were  15  deter- 
minate cases  of  melanoma  of  the  trunk  and  of 
these,  only  four  cases  survived  longer  than  five 
years  (26.6  per  cent).  The  survival  rate  of  mel- 
anoma of  the  trunk  is  slightly  lower  than  the 
overall  average  rate,  which  can  be  explained 
by  the  fact  that  the  lymphatic  drainage  of  the 
trunk  is  more  unpredictable  than  that  of  any 
other  part  of  the  body9.  Melanoma  of  the  head 
and  neck  showed  slightly  higher  survival  rate 
than  the  overall  average  rate  of  our  cases  ( three 
cases  survived  out  of  six  determinate  cases  be- 
tween 1939  and  1967).  The  data  from  several 
literatures  show  that  the  melanomas  arising  from 
the  head  and  neck  have  a better  prognosis  than 
those  arising  from  the  trunk  and  limbs.  Veronesei 
( National  Cancer  Institute  and  WHO  Interna- 
tional reference  center  for  melanoma  in  Milan, 
Italy)  suggested  that  the  better  prognosis  of 
melanomas  originating  on  the  head  and  neck 
is  related  to  the  fact  that  they  less  frequently 
give  rise  to  regional  lymph  node  metastases29.  No 
survival  rate  could  be  expected  from  the  patient 


in  whose  case  the  primary  site  was  not  identified, 
because  the  primary  site  could  not  be  excised. 

One  patient,  however,  (November  1966) 
showed  a lump  in  the  left  groin,  which  was 
biopsied  and  reported  as  melanoblastoma  (T- 
2702-66,  CGH).  Eighteen  days  after  this  biopsy, 
a radical  ilioinguinal  dissection  was  performed, 
which  did  not  show  any  residual  tumor.  This 
patient  was  seen  on  February  23,  1971  with  no 
evidence  of  melanoma.  Thirty-seven  of  992 
cases  at  Memorial  Hospital  in  New  York  had 
unknown  primary  origin  of  melanoma,  13  of 
which  had  an  incurable  condition  (their  Stage 
III).  All  of  these  died  within  five  years.  Of  24 
cases,  (Stage  II),  10  were  cancer-free  at  five 
years  after  radical  surgery15.  This  observation 
strongly  supports  the  concept  of  treating  cancer 
where  it  is  and  is  compatible  with  one  of  our 
cases.  One  case  in  our  series  ( 1961 ) had  an  ano- 
rectal polyp  which  was  biopsied  and  followed 
by  abdominoperineal  resection.  This  patient  did 
not  show  any  evidence  of  melanoma  until  June 
1967,  but  died  of  a myocardial  infarction  in 
December  1968. 


Table  7.  Survival  Rate  According  to  the  Size  of  the  Melanoma 


(Please  refer  to  the 

symbols 

used 

in  Table 

5 for  additional  e 

xplanation. 

SND—! 

size  not  described 

on  record.) 

Valuables 

1939-1967 

1968-1972 

0 1 

T NO 

IC 

dc: 

5YSV 

% 

T NO 

IC  DC 

LV  DEC  72 

< 

= 1 cm. 

23 

11 

2 

9 

7 

77.8 

12 

0 12 

10 

1-2  cm. 

14 

8 

1 

7 

3 

42.8 

6 

1 5 

5 

> 

= 2 cm. 

18 

11 

1 

10 

1 

10.0 

7 

1 6 

5 

SND 

15 

8 

2 

6 

1 

16.6 

7 

0 7 

5 

Total 

70 

38 

6 

32 

12 

37.5 

32 

2 30 

25 
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Table  7 shows  the  survival  rate  according  to 
the  size  of  melanoma.  From  1939  to  1967,  11 
cases  had  melanomas  less  than  one  centimeter 
in  its  greatest  dimension.  Seven  cases  out  of  nine 
determinate  cases  survived  longer  than  five  years. 
In  the  same  period,  11  cases  had  melanoma  over 
two  centimeters,  one  case  was  lost  to  follow- 
up. Among  10  determinate  cases,  only  one  case 
survived  longer  than  five  years.  Lane  et  al.  re- 
ported that  melanoma  less  than  two  centimeters— 
61  per  cent,  over  two  centimeters— 16  per  cent 
as  the  five-year  survival12.  Lehman  et  al.  re- 
ported less  than  one  centimeter— 69  per  cent,  one 
to  two  centimeters— 35  per  cent  and  over  two 
centimeters— 22  percent  as  the  five-year  survival 
rate.  It  seems  to  he  apparent  that  the  smaller 
lesions  have  a much  better  prognosis  ( Lund  and 
Ihnen)14  as  in  our  series. 


and  56  per  cent  five-year  survivals  when  nodes 
were  negative  for  metastasis.  Although  the  size 
of  our  series  is  small,  it  seems  to  he  apparent 
that  if  regional  lymph  nodes  are  positive  for 
metastasis,  the  survival  rate  will  be  less  than 
half  of  those  with  nodes  negative  for  metastasis. 
Many  patients  with  lymph  nodes  negative  for 
metastasis  are  not  able  to  get  a definitive  cure 
even  after  nodal  dissection,  in  which  case  it 
seems  logical  to  think  that  metastasis  has  oc- 
curred hv  the  blood  stream  before  definitive 
surgical  procedure,  since  it  has  been  suggested 
that  25  per  cent  of  melanoma  spreads  through 
the  blood  stream2. 

Table  9 shows  the  survival  rate  according  to 
various  surgical  procedures,  which  are  grouped 
into  four.  The  first  group  had  an  excisional  mar- 
gin from  the  margin  of  melanoma  less  than 


Table  8.  Survival  Rate  According  to  Lymphnode  Involvement  (Histological) 

RN— Radical  Neck 

AD— Axilliary  Dissection 

CD— Groin  Dissection 

APR— Abdominoperineal  Resection 

PD— Popliteal  Dissection 

(Please  refer  to  the  symbols  used  in  Table  5 for  additional  explanation.) 


Valuables 

CT 

1939-1967 

1968-1972 

T NO 

IC 

DC 

5YSV 

% 

T NO 

IC 

DC 

LV  DEC  ’72 

RN  LN  (-) 

3 

2 

0 

2 

0 

1 

0 

1 

1 

RN  LN  ( + ) 

1 

1 

0 

1 

1 

AD  LN  (-) 

7 

2 

0 

2 

1 

5 

0 

5 

5 

AD  LN  ( + ) 

5 

3 

0 

3 

0 

2 

0 

2 

1 

CD  LN  (-) 

5 

4 

1 

3 

2 

1 

0 

1 

1 

CD  LN  ( + ) 

APR  LN  (-) 

3 

1 

0 

1 

1 

2 

0 

2 

1 

APR  LN  ( + ) 

2 

2 

0 

2 

0 

PD  LN  (-) 

1 

1 

0 

i 

0 

Total 

27 

15 

1 

14 

4 

12 

0 

12 

10 

Table  8 shows  the  survival  rate  of  27  cases 
who  had  wide  local  excision  and  lymph  node  dis- 
section. Fifteen  cases  underwent  radical  lymph 
node  dissection  from  1939  to  1967.  Among  these 
cases,  one  was  lost  to  follow-up  and  four  sur- 
vived more  than  five  years.  Their  specimens  of 
radical  dissection  did  not  show  any  evidence  of 
metastasis  of  melanoma  histologically.  Pack  et 
al.,  in  1952,  reported  14.1  per  cent  of  five-year 
survivals  when  regional  lymph  nodes  were  in- 
volved, hut  40.5  per  cent  when  nodes  were 
negative  for  involvement.  Spratt  et  al.  ( EFSCH- 
CRC)  in  December  1971  reported  24  per  cent 
five-year  survivals  when  nodes  were  positive, 


three  centimeters.  The  second  group  had  a wide 
excision  with  more  than  three  centimeters  of 
excisional  margin.  Group  three  had  a wide 
local  excision  and  lymph  node  dissection  in 
continuity.  The  last  group  had  wide  local  ex- 
cision and  lymph  node  dissection  with  discon- 
tinuity. Although  the  size  of  the  sample  is  small, 
one  can  easily  see  the  low  survival  rates  in  the 
groups  who  had  wide  local  excision  and  lymph 
node  dissection  with  incontinuity.  To  elucidate 
this  unsuspected  sequence,  all  six  determinate 
cases  of  group  three  were  reviewed  again,  and 
the  possible  factors  of  low  survival  rate  were 
illustrated  by  referring  to  the  literature.  Among 
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Table  9.  Survival  Rate  According  to  Different  Surgical  Procedure 

WLE— Wide  Local  Excision. 

LND— Lymph  node  Dissection. 

(Please  refer  to  the  symbols  used  in  Table  5 for  additional  explanation.) 


1939-1967  1968-1972 


v aiuames 

Vj  1 

T NO 

IC 

DC 

5YSV 

% 

T NO 

IC 

DC 

LV  DEC  ’72 

Local  Exc.  Margin  = 
3 cm. 

12 

9 

2 

7 

2 

28.6 

3 

1 

2 

0 

> 

WLE— Margin  = 3 cm. 

32 

15 

3 

12 

6 

50. 

17 

1 

16 

16 

WLE  & LND  Incontin.  11 

7 

1 

6 

1 

16.6 

4 

0 

4 

3 

WLE  & LND  Discon. 

15 

7 

0 

7 

3 

42.8 

8 

0 

8 

6 

Total 

70 

38 

6 

32 

12 

37.5 

32 

2 

30 

25 

six  cases  who  had  wide  local  excision  and  lymph 
node  dissection  incontinuitv  between  1939  and 
1967,  the  first  case  had  an  anorectal  polyp,  sur- 
vived seven  years  after  the  abdominoperineal 
resection  and  finally  died  of  a myocardial  in- 
farction. The  second  case  had  melanoma  at  the 
anorectal  junction  and  had  undergone  abdom- 
inoperineal resection,  with  lymph  nodes  positive 
for  metastasis  and  died  within  a year  after 
surgery. 

Pack  et  al.  had  10  cases  of  melanoma  at  the 
anorectal  junction  between  1917  and  1945.  All 
of  these  patients  died  within  five  years.  It  is 
generally  agreed  that  melanoma  of  the  mucous 
membrane  of  urogenital  and  anorectal  areas 
and  of  the  head  and  neck  have  an  almost  uni- 
formly fatal  prognosis2. 

The  third  case  had  a melanoma  of  the  left 
scapular  area,  which  was  widely  excised  and 
grafted  ( 10  x 12  cm. ) . Three  years  later,  this 
case  showed  up  with  a mass  in  the  left  axilla, 
for  which  left  axillary  dissection  was  performed. 
Obviously,  this  third  case  had  an  unfavorable 
situation,  because  axillary  dissection  was  per- 
formed for  clinically  positive  metastasis,  also 
histologically  positive.  It  seems  to  be  apparent 
that  more  observers  recommend  prophylactic 
axillary  dissection  rather  than  therapeutic  dis- 
section for  enlarged  glands. 

The  fourth  case  had  a melanoma  eight  mm. 
in  diameter  in  the  right  side  of  the  neck  with 
hemorrhage,  ulceration  and  darkening,  of  three 
months  duration.  Radical  neck  dissection  was 
performed  five  weeks  after  the  primary  exci- 
sional  biopsy.  Tompkins,  in  1953,  stated  that 
a patient  with  ulcerated  melanoma  had  a 60 
per  cent  chance  of  dying  of  melanoma  within 
three  years,  whereas  only  a five  per  cent  chance 
if  the  lesion  did  not  ulcerate.  Perzik  also  re- 
ported that  the  five-year  survival  rate  was  45.9 


per  cent  with  ulcerated  lesions,  and  75.4  per 
cent  without  ulceration  in  their  162  cases20. 

The  fifth  case  had  a lesion  at  the  rectova- 
ginal septum  over  two  centimeters  in  diameter. 
This  case  had  a polyp  removed  from  the  rectum 
(April  21.  1966)  in  Baltimore,  Maryland,  which 
was  reported  as  a benign  lesion.  On  November 
1.  1966.  a biopsy  was  performed  from  the  rec- 
tovaginal septum  in  our  hospital,  and  this  was 
reported  as  melanoma.  Following  this  a sig- 
moidoproctovaginectomv  with  colostomy  was 
performed  on  November  3,  1966.  The  first  slide 
from  Baltimore,  Maryland,  was  reviewed  by 
our  pathologist  and  reported  as  identical  to  the 
slide  made  from  the  lesion  in  the  rectovaginal 
septum  (November  1,  1966).  One  will  also  ex- 
pect a very  poor  prognosis  in  the  fifth  case. 

The  sixth  case  had  two  lesions  at  the  left 
upper  back,  which  were  biopsied  and  followed 
by  left  axillary  dissection  four  weeks  later.  The 
patient  showed  axillary  lymph  nodes  positive 
for  metastasis.  This  patient  died  within  one 
year  following  surgery. 

All  of  the  foregoing  cases  had  apparent  fac- 
tors pointing  to  an  unfavorable  prognosis. 

In  some  instances  of  melanoma,  even  with- 
out apparent  fallacy  in  management,  patients 
died  earlier  than  expected.  Whenever  melanoma 
spreads  by  hematogenous  routes,  even  though 
the  operation  is  ably  executed,  failure  will  re- 
sult, as  many  of  our  patients  have  shown. 

Between  1968  and  1972,  only  three  out  of  32 
cases  had  simple  local  excisions  with  less  than 
three  centimeters  of  excisional  margin  and  two 
of  them  had  expired  by  December  1972. 

As  one  can  see  in  Table  9,  more  patients  seem 
to  be  undergoing  radical  procedures  recently. 
This  probably  is  due  to  the  fact  that  surgeons 
and  patients  nowadays  are  more  aware  of  the 
nature  of  melanoma. 
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Table  10.  Survival  Rate  According  to  the  Various  Types  of  Closure 

PC— Primary  Closure 
SG— Skin  Graft 
RF— Rotation  Flap 

Total  WLE— Total  wide  excision  with  or  without  lymph 
node  dissection. 

(Please  refer  to  Table  5 for  explanation  of  other  symbols  used  in  this  table.) 


1939-1967  1968-1972 


vaiuaDies 

Vt  1 

T NO 

IC 

DC 

5YSV 

% 

T NO 

IC 

DC 

LV  DEC  ’72 

PC 

32 

22 

2 

20 

7 

28.6 

10 

0 

10 

10 

SG 

24 

8 

2 

6 

3 

50. 

16 

1 

15 

14 

RF 

2 

1 

0 

1 

0 

0 

1 

0 

1 

1 

Total  WLE 

58 

31 

4 

27 

10 

37.0 

27 

1 

26 

25 

Table  10  shows  the  survival  rate  according 
to  the  various  types  of  closures  in  58  patients 
with  information  available.  Between  1939  and 
1967,  31  cases  had  a wide  local  excision,  among 
which  22  cases  had  primary  closures  and  eight 
cases  had  skin  grafts. 

The  survival  rate  of  patients  who  had  skin 
grafts  for  closure  was  somewhat  better  (.50  per 
cent)  than  that  of  those  who  had  primary  clos- 
ure (28.6  per  cent).  Although  the  size  of  this 
sample  is  not  large  enough  to  make  valid  con- 
clusions, one  can  find  in  Table  10  the  fact  that 
a larger  number  of  cases  are  getting  skin  grafts 
recently  for  closure  than  was  true  in  the  past. 
When  melanoma  is  found,  three  dimensional 
excision  should  be  performed  widely  and  ruth- 
lessly, sacrificing  the  skin  in  all  directions  (over 
five  centimeters  — McNeer,  DasGupta  and 
G.  Pack)19. 


nineteen  determinate  cases  surviving  longer 
than  five  years  (42.1  per  cent). 

Group  II  had  definitive  surgical  procedures 
later  than  one  month  from  excisional  biopsy. 
From  1939  to  1967,  there  were  eight  cases  in 
Group  II,  with  seven  determinate  cases,  among 
which  one  case  survived  longer  than  five  years 
(14.3  per  cent). 

Even  though  the  size  of  the  sample  is  small, 
the  difference  in  survival  rates  beween  Group 
I and  II  is  distinct.  Between  1968  and  1972, 
there  has  been  more  tendency  to  undertake  im- 
mediate definitive  surgical  procedures.  Pack- 
et al.,  in  1952,  reported,  in  their  series  of  1190 
cases,  that  the  five-year  cures  decreased  from 
39.9  per  cent  to  17  per  cent  when  definitive 
surgery  was  delayed  more  than  one  month.  The 
importance  of  avoiding  delay  in  definitive  pro- 
cedures cannot  be  over-emphasized. 


Table  11.  Survival  Rates  According  to  Delay  in  Definitive  Surgical 
Procedure — In  56  Cases  with  Information  Recorded 

I—  Immediate:  No  previous  or  local  excision  within 

one  month  of  definitive  surgery. 

II—  Delayed:  Local  excision  more  than  one  month 

prior  to  definitive  surgery. 

(Please  refer  to  the  symbols  used  in  Table  5 for  additional  explanation.) 


Valuables 

GT 

1939-1967 

1968-1972 

r no 

IC 

DC 

5YSV 

% 

T NO 

IC 

DC 

LV  DEC  ’72 

I 

45 

22 

3 

19 

8 

42.1 

23 

1 

23 

23 

II 

11 

8 

1 

7 

1 

14.3 

3 

0 

3 

1 

Total 

56 

30 

4 

26 

9 

33.3 

26 

1 

26 

24 

Group  I had  immediate  definitive  surgical 
procedures,  which  were  performed  simultan- 
eously with  excisional  biopsy  or  within  one 
month  from  the  excisional  biopsy.  There  were 
22  cases  who  had  immediate  definitive  proced- 
ures between  1939  and  1967  with  eight  out  of 
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Review  of  the  Literature  Regarding 
Treatment  of  Melanoma 

Surgical  Treatment.  — It  is  commonly  ac- 
cepted that  inadequate  surgery  of  primary  site 
of  melanoma  is  an  adverse  factor  in  prognosis 
and  may  produce  exploration  of  disease29. 
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As  with  most  forms  of  malignant  lesions,  there 
is  considerable  controversy  as  to  the  best  treat- 
ment of  melanoma.  Almost  all  surgical  observers 
would  agree  that  when  diagnosis  of  melanoma 
has  been  confirmed  histologically  hv  biopsy  or 
initial  excision,  a prompt  wide  local  excision 
should  be  performed.  This  usually  involves  the 
skin,  subcutaneous  tissue  and  underlying  fascia, 
which  is  based  on  the  capacity  of  the  melanoma 
to  disseminate  into  the  subepithelial  lympha- 
tics surrounding  the  primary  tumor  to  establish 
satellite  deposits21. 

The  recommendation  of  Sampson  Handley,  in 
1907,  for  a minimal  excision  of  five  centimeters 
around  the  melanoma  is  good  advice.  The  in- 
ternational group  for  clinical  study  of  melanoma 
recommends  a minimum  of  three  centimeters 
in  all  directions6.  Most  of  the  literature  recom- 
mends wide  local  excision  and  lymph  node  dis- 
section incontinuity  (monobloc  procedure)  if 
the  melanoma  is  situated  in  relatively  close 
proximity  to  regional  lymph  nodes  into  which 
one  might  reasonably  expect  lymph  node  borne 
metastasis  to  be  deposited. 

Stehlin  suggested  that  two-thirds  of  the  el- 
liptical excision  be  in  the  direction  of  the  spread 
of  the  original  lesion.  The  critical  decisions  con- 
cern the  performance  of  an  immediate  dissec- 
tion of  the  lymph  nodes  incontinuity  or  as  a dis- 
continuous procedure;  performance  of  a delayed 
lymph  node  dissection;  the  value  of  prophylactic 
01  therapeutic  node  dissection. 

Neck  Dissection.  — Neck  dissection  incontin- 
uity is  a reasonable  procedure  for  the  melanoma 
of  the  head  and  neck,  except  for  a large  centrally 
located  lesion  of  the  scalp  and  forehead,  for 
which  cases  Veronesei  et  al.  suggest  radiother- 
apy29. There  is  no  demonstrable  advantage  of 
prophylactic  over  therapeutic  dissection  if  the 
latter  is  performed  as  soon  as  the  significant 
lymph  nodes  are  detected17. 

Axillary  Dissection.— As  briefly  mentioned  pre- 
viously, it  is  reasonable  to  perform  an  axillary' 
dissection  incontinuity  with  excision  of  the  pri- 
mary' lesion  within  five  inches  of  the  outer 
borders  of  the  axilla.  Prophylactic  axillary  dis- 
section is  recommended  since  this  is  seldom 
plagued  with  such  complications  as  necrosis  of 
the  skin  margin,  edema  of  the  arm  or  so-called 
satellitosis  metastasis  or  stasis  metastasis17,  or 
both. 

Epitrochlear  Lymphnode  Dissection  — This 
is  unnecessary. 

Groin  Dissection.  — These  are  frequently 
complicated  by  necrosis  of  the  skin  margin,  de- 
layed healing,  thrombophlebitis,  prolonged 
drainage  of  the  lymphatic  fluid  from  the  wound 


and  infection.  About  20  per  cent  of  all  groin  dis- 
sections were  complicated  by  satellitosis  metas- 
tasis or  stasis  metastasis.  Because  of  this  fact, 
Moore  and  Gerner  of  Roswell  Park  Memorial 
Hospital,  Buffalo,  New  York,  suggested  that 
groin  dissection  should  not  be  standard  proced- 
ure, and  only  superficial  groin  dissection  should 
be  performed  in  those  cases  with  clinically  in- 
significant lymph  node  enlargement.  Also,  that 
radical  groin  dissection  in  the  presence  of  gross- 
ly involved  lymph  nodes  over  four  centimeters 
in  diameter  or  involved  lymph  nodes  which 
have  fused  is  unreasonable117. 

Irving  M.  Ariel  suggested  that  resection  of 
the  lymph  nodes  in  the  groin,  even  in  the  ab- 
sence of  clinically  demonstrable  metastasis,  is 
indicated  since  as  much  as  40  per  cent  of  the 
patients  with  primary  melanoma  will  develop 
metastasis  to  the  regional  lymph  nodes. 

Pack  and  Reker  have  demonstrated  that  when 
an  elective  groin  dissection  is  performed,  that 
is,  no  clinical  evidence  of  metastasis  to  the 
lymph  nodes,  29  per  cent  of  the  patients  pre- 
sented had  microscopically  identifiable  mela- 
noma in  the  inguinal  lymph  nodes,  although 
surgeons  found  no  gross  evidence  of  involve- 
ment at  operation. 

If  the  primary  lesion  is  in  the  vicinity  of  the 
groin,  monobloc  resection  of  the  malignant  le- 
sion, intervening  lymph  vessels  and  lymph 
nodes  of  the  groin  is  reasonable.  If  the  primary 
lesion  is  distant  from  the  groin,  many  surgeons 
perform  discontinuous  operation,  which  ignores 
the  lymphatic  vessels,  intervening  between  the 
resected  tissues.  For  this  reason,  Ariel  recom- 
mended the  extended  groin  dissection,  dissect- 
ing the  entire  anteromedial  aspect  of  the  thigh 
down  to  the  level  of  the  popliteal  space,  which 
permits  the  removal  of  50  per  cent  of  the  lym- 
phatics of  the  entire  thigh,  since  most  of  the 
lymphatics  drain  through  the  anteromedial  as- 
pect.4 

Hugh  Bailey  and  David  Gray  of  the  Charles- 
ton General  Hospital  in  Charleston,  West  Vir- 
ginia, in  1957, 10  described  a new  technique  for 
radical  ilioinguinal  lymph  node  dissection. 
Thev  suggested  that  division  of  the  inguinal 
ligament  at  the  anterior  superior  spine  during 
the  procedure  did  not  result  in  abdominal  weak- 
ness or  herniation.  They  also  emphasized  that 
bulky,  compressive  dressings  and  bed  rest  de- 
creased the  fluid  accumulation  in  the  wound, 
which  was  a paramount  factor  in  the  prevention 
of  skin  sloughing. 

Popliteal  Dissection.  - McNeer  and  T.  D. 
Gupta,  in  1965,  pointed  out  that  metastasis  in 
lymph  nodes  of  the  ipsilateral  groin  is  invariably 
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the  first  lymph  node  involvement  of  mela- 
noma arising  from  any  given  site  of  the  lower 
extremity;  that  metastasis  to  the  popliteal  lymph 
nodes  is  so  rare  that  the  possibility  of  its  oc- 
currence should  not  enter  into  the  concept  of 
management  of  melanoma  of  the  lower  extremi- 
ties15, 31 . 

Amputation.—' This  is  a harsh  form  of  treat- 
ment for  any  disease;  when,  however,  it  offers 
an  increased  opportunity  for  survival  or  cure 
for  the  patient  with  a malignancy,  it  becomes 
a more  acceptable  form  of  treatment.  Ampu- 
tation for  melanomas  of  the  lower  extremities 
is  performed  usually  when  the  lesions  are  con- 
sidered incurable  by  any  other  means,  especially 
if  the  location  of  the  melanoma  in  the  lower 
extremity  precludes  the  en  bloc  or  the  incon- 
tinuity dissection  of  the  primary  or  recurrent 
disease  with  clinically  positive  lymph  nodes5. 

McNeer  and  Booker  of  Memorial  Hospital, 
New  York,  reported  a total  cure  rate  of  five 
years  for  the  patient  with  recurrent  and  local 
or  regional  metastatic  melanoma  treated  by 
major  amputation  as  18  out  of  54  cases  (33.3 
per  cent)  in  19635.  Most  surgeons  after  a few 
frustrating  failures  will  reach  the  conclusion 
that  amputation  for  melanoma  is  futile.  From 
the  many  clinical  studies  of  melanoma,  there 
evolved  little  or  no  encouragement  for  the  use 
of  amputation  in  its  treatment. 

Recently,  Ariel  at  Memorial  Hospital,  New 
York,  has  applied  the  endolymphatic  adminis- 
tration of  radioactive  isotopes  using  1-131  Eth- 
iodol  in  addition  to  surgical  procedures.  This 
showed  encouraging  results,  but  the  exact  role 
of  the  procedure  still  is  to  be  determined  by  con- 
tinuous clinical  trial3. 

Regional  Perfusion.— Results  of  systemic  chem- 
otherapy with  a variety  of  agents  (Cytoxan 
Leukeran,  Alkeran ) for  melanoma  had  been 
rather  disappointing26.  One  of  the  main  factors 
causing  unsatisfactory  results  in  chemotherapy 
of  any  cancer  is  that  the  administration  of  doses 
large  enough  to  significantly  affect  the  tumor 
produces  serious  effects  on  the  bone  marrow 
and  gastrointestinal  tract.  To  overcome  this 
problem  in  chemotherapy,  Creech  and  Kre- 
mentz,  in  1958,  applied  regional  perfusion  with 
phenylalanine  mustard  (PAM),  utilizing  an  ex- 
tracorporeal circuit  (heart-lung  bypass)  for  the 
melanoma  in  the  extremities8. 

Ever  since  then,  there  have  been  many  re- 
ports about  this  procedure,  with  various  results 
(D.  Rochlin,  W.  Shingleton,  J.  Stehlin,  Jr.,  L. 
Clark)  22'24'27.  It  seems  to  be  agreed  that  the 
regional  perfusion  may  be  a valuable  adjunct  to 
surgical  treatment  of  melanomas  arising  in  the 


epitrochlear  region  and  below  the  upper  ex- 
tremity and  all  melanomas  arising  on  the  lower 
extremity,  especially  if  the  lesions  do  not  lie 
adjunct  to  the  regional  lymph  nodes  8'2224'2527. 
Regional  perfusion  seems  to  reduce  the  inci- 
dence of  local  recurrence  within  the  extremities 
and  the  necessity  for  radical  amputation27.  Al- 
though, this  could  be  a palliative  measure  for 
advanced  lesions,  this  carries  definite  hazards. 

Summary 

(1.)  A brief  history  of  melanoma  and  the  im- 
portance of  proper  management  of  nevi  ( moles ) 
are  presented. 

(2.)  Seventy  cases  of  melanoma  have  been 
reviewed.  There  were  38  cases  between  1939 
and  1967,  and  32  cases  between  1968  and  1972. 
The  five-year  survival  rate  of  the  cases  from 
1939  to  1967  was  37.5  per  cent,  which  is  sim- 
ilar to  other  reports  from  larger  centers  (Pack 
et  al.  37.7  per  cent  in  1959  from  Memorial  Hos- 
pital in  New  York;  Spratt  et  al.  36.7  per  cent 
in  1959  from  EFSCH-CRC;  the  average  of  17 
observers’  reports  was  33.9  per  cent). 

(3.)  There  were  30  males  and  40  females. 
The  average  age  was  51.2  years. 

( 4. ) The  importance  of  excisional  biopsy  of 
“moles”  changing  their  appearance  is  empha- 
sized. 

( 5. ) The  shorter  the  duration  of  moles,  the 
greater  potentiality  of  their  being  malignant  is 
suggested. 

(6.)  The  five-year  survival  rate  of  the  male 
from  1939  to  1967  was  45.6  per  cent;  the  female 
rate  was  33.3  per  cent;  there  has  been  doubt, 
however,  as  to  whether  any  real  difference  in 
the  survival  rate  between  the  sexes  exists. 

( 7. ) The  survival  rate  of  melanoma  of  the 
head  and  neck  was  higher;  the  rate  of  melanoma 
of  the  trunk  was  lower  than  the  overall  survival 
rate. 

( 8. ) The  smaller  lesions  of  melanoma  showed 
definitely  better  survival  rates  than  the  larger 
lesions  (less  than  one  centimeter  lesion— 77.8 
per  cent  five-year  survival  rate;  more  than  two 
centimeters— 10.0  per  cent  five-year  survival 
rate  (Table  7). 

(9.)  Four  patients  out  of  13  determinate 
cases,  who  had  undergone  radical  lymph  node 
dissection,  survived  longer  than  five  years. 
These  four  patients  showed  negative  metastasis 
in  their  lymph  nodes,  histologically  and  clinic- 
ally. All  of  the  patients  who  were  positive  for 
metastasis  in  the  lymph  nodes,  died  within  five 
years  following  surgery  (Table  8). 


May,  1974,  Vol.  70,  No.  5 


117 


( 10. ) The  survival  rate  of  the  cases  who  had 
undergone  wide  local  excision  and  lymph  node 
dissection,  either  incontinuity  or  discontinuity, 
which  has  been  the  most  reasonable  procedure 
for  the  management  of  melanoma,  was  unex- 
pectedly low.  The  factors  contributing  to  this 
low  survival  rate  and  some  probable  fallacies 
in  the  management  of  these  patients  have  been 
reviewed  by  referring  literature  for  the  purpose 
of  improvement  in  our  patient  care  in  the  fu- 
ture9. 

(11)  The  survival  rates  of  the  cases  who  had 
skin  grafts  for  closure  were  somewhat  higher 
than  the  rates  of  those  who  had  primary  closure. 


Nowadays  there  has  been  more  tendency  to  un- 
dertake skin  graft  or  rotation  flap  for  closure 
than  in  the  past. 

( 12. ) The  delay  in  definitive  surgery  after 
initial  diagnosis  of  melanoma  showed  a def- 
initely lower  survival  rate.  The  importance  of 
avoiding  delay  in  definitive  procedures  is  em- 
phasized. 

( 13. ) Literature  regarding  the  treatment  of 
melanoma  by  surgical  procedures  and  regional 
perfusion  is  reviewed  and  summarized. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 
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Special  Article 


The  Blood  Pressure  of  688  Sophomore  Medical  Students 

Edward  J.  Van  Liere,  M.  D.,  Ph.  D. ; and  J.  Clifford  Stickney , Ph.  D. 


TAuring  the  past  two  or  three  years  there  has 
been  a wide  interest  in  screening  people  for 
hypertension.  A federal  task  force  ( Med.  News, 
Feb.  21,  1973)  headed  by  Mitchell  Perry,  Jr., 
M.D.,  is  presently  undertaking  large  scale  screen- 
ing programs  for  hypertension  in  the  United 
States.  Also,  the  principal  community  program 
for  the  American  Heart  Association  for  1973  was 
to  foster  wide  screening  programs. 

The  West  Virginia  Affiliate  of  the  American 
Heart  Association  is  also  participating  in  this 
program.  Doubtless  a vast  amount  of  data  will 
be  accumulated.  The  matter  of  screening  for 
hypertension  is  a most  important  one,  for  it  has 
been  estimated  that  between  10  and  15  per  cent 
of  people  have  some  form  of  hypertension.  An- 
other estimate  is  that  20,000,000  to  25,000,000 
people  in  the  United  States  are  hypertensives. 
Prevalence  rates  are  about  twice  as  high  for 
black  as  for  whites. 

Since  there  is  presently  such  a marked  interest 
in  blood  pressure  levels  it  was  deemed  worth- 
while to  publish  blood  pressure  determinations 
obtained  on  688  sophomore  medical  students 
(629  men  and  59  women)  who  were  enrolled  in 
the  West  Virginia  University  School  of  Medicine 
between  the  years  1944  to  1963  inclusive. 

The  determinations  were  made  on  a fairly 
homogeneous  group.  The  students  were  all 
about  the  same  age,  all  lived  approximately  in 
the  same  environment  ( the  vast  majority  lived  in 
West  Virginia),  all  were  engaged  in  the  same  oc- 
cupation, and  the  blood  pressures  were  obtained 
in  the  same  location,  namely  under  relatively  re- 
laxed conditions  as  a routine  laboratory  pro- 
cedure. The  determinations  were  all  made  ap- 
proximately the  same  time  of  day,  between  1:30 
P.M.  and  4:30  P.M.  Reporting  this  project 
seemed  in  order  since  there  is  evidence  that 
young  people  with  an  elevation  of  blood  pressure 
may  later  develop  some  form  of  hypertension. 

Procedure 

The  blood  pressure  of  the  students  was  meas- 
ured by  the  auscultatory  method,  first  described 
by  the  Russian  physician,  Nicolai  Korotkoff,  born 
in  1874.  Some  of  the  determinations  were  made 
with  a mercury  sphygomanometer  and  some  with 
the  common  Tycos  aneroid  variety.  The  latter 
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were  calibrated  from  time  to  time  to  insure  ac- 
curacy. The  armlet  was  placed  on  the  upper 
arm  so  that  the  pressure  in  the  brachial  artery 
could  be  measured.  The  systolic  pressure  was 
ascertained  in  the  usual  manner;  the  diastolic 
pressure  at  the  beginning  of  phase  IV  of  the 
Korotkoff  sounds. 

Determinations  were  made  in  the  sitting,  stand- 
ing and  lying  positions.  In  practically  all  in- 
stances several  determinations  were  made  on 
each  person.  Although  the  blood  pressure  was 
taken  by  the  student,  the  determinations  were 
made  under  the  supervision  of  a laboratory  in- 
structor, and  in  some  instances  the  latter  checked 
the  results.  The  blood  pressures  listed  in  this 
report  were  those  taken  in  the  sitting  position. 

Results 

The  mean  blood  pressure  was  119/79  mm.  Hg. 
(men  120/80  mm.  Hg.;  women  113/75  mm.  Hg. ). 
Twenty-seven  (3.9  per  cent)  students  had  a 
diastolic  pressure  of  90  mm.  Ilg.,  and  25  (3.63 
per  cent)  had  a diastolic  pressure  of  more  than 
90  mm.  Hg.  The  highest  diastolic  pressure  re- 
ported was  110  mm.  Hg.  Six  students  had  a 
systolic  blood  pressure  of  over  140  mm.  Ilg.,  the 
accepted  upper  limit  of  normal;  the  highest 
systolic  pressure  recorded  was  150  mm.  Hg. 

Discussion 

The  blood  pressures  were  taken  by  medical 
students.  Although  all  of  them  had  received 
technical  training  in  biology,  chemistry  and 
physics  laboratories  it  was  their  first  experience  in 
taking  blood  pressure  on  human  beings.  In  many 
instances  the  instructor  checked  their  findings, 
and  as  a rule  more  than  one  determination  was 
made  in  any  one  position. 

There  is  a diversion  of  opinion  on  what  con- 
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stitutes  a normal  blood  pressure.  The  American 
Heart  Association  holds  that  normally  the  systolic 
pressure  should  not  exceed  140  mm.  Ilg.  and  the 
diastolic  not  exceed  90  mm.  Hg.  Dr.  Carl  Wig- 
gers,  the  late  eminent  cardiovascular  physiologist, 
held  that  the  figures  just  given  may  be  regarded 
as  ceilings  for  blood  pressure  readings  under 
basal  conditions  at  all  ages.  On  the  other  hand, 
the  federal  task  force  mentioned  earlier  suggests 
that  systolic  pressures  of  160  mm.  Hg.  and 
diastolic  pressures  of  95  mm.  Hg.  are  not  abnor- 
mal in  people  who  are  45  years  old  or  less.  This 
appears  to  be  a liberal  interpretation. 

There  are  some  who  believe  that  normally 
blood  pressure  rises  with  age.  Those  who  govern 
the  policy  of  the  task  force  evidently  believe  this, 
because  it  allows  an  additional  10  mm.  Hg.  for 
each  level,  that  is,  both  systolic  and  diastolic  over 
the  age  of  45  years.  This  would  permit  a systolic 
pressure  of  170  mm.  Hg.  and  a diastolic  of  105 
mm.  Hg.  These  generous  figures  are  not  ac- 
cepted as  normal  by  all  internists.  There  are 
some  clinicians  who  believe  that  so  long  as  the 
diastolic  pressure  does  not  rise  above  100  mm. 
Hg.  the  patient  should  not  be  diagnosed  a hyper- 
tensive. Some  clinicians,  furthermore,  are  not 
particularly  interested  in  an  elevation  of  the 
systolic  pressure. 

Be  all  that  as  it  may,  it  probably  is  well  to  take 
a conservative  view  of  the  entire  matter  and  ac- 
cept the  criterion  of  the  American  Heart  Associa- 
tion, that  is,  under  basal  conditions  the  systolic 
pressure  should  not  rise  above  140  mm.  Hg.  and 
the  diastolic  above  90  mm.  Hg. 

In  evaluating  the  blood  pressure  determina- 
tions of  the  students  it  is  noteworthy  that  27 
(3.9  per  cent)  had  a diastolic  pressure  of  90  mm. 
Hg.;  25  (3.63  per  cent)  had  a diastolic  pressure 
exceeding  this.  The  question  arises  whether  stu- 
dents whose  average  is  about  23  years  should 
have  a diastolic  pressure  of  90  mm.  Hg.  This 
figure  according  to  some  students  of  the  subject 
is  the  upper  limit  of  the  acceptable  normal— at 
least  for  young  people.  Would  such  students  in 
later  life  be  more  apt  to  develop  hypertension  in 
some  form?  It  is  possible  that  they  might  do  so, 
although  this  has  not  been  proved.  Those  stu- 
dents who  had  a diastolic  pressure  of  more  than 
90  mm.  Hg.  probably  would  be  even  more  apt 
to  develop  hypertension  in  later  life.  It  would  be 
well  for  these  individuals  to  have  their  blood 
pressures  determined  periodically  to  ascertain 
whether  there  was  a tendency  for  the  diastolic 
pressure  to  rise. 

Only  six  students  had  a systolic  pressure  above 
140  mm.  Hg.,  the  generally  accepted  upper  level 
of  normal.  The  highest  systolic  pressure  observed 


was  150  mm.  Hg.  (this  student  had  a diastolic 
pressure  of  110  mm.  Hg. ).  It  is  gratifying  that 
such  few  students  showed  an  elevation  of  systolic 
pressure.  It  is  generally  believed,  of  course,  that 
an  elevation  of  the  diastolic  pressure  is  far  more 
important  than  an  elevation  of  the  systolic  pres- 
sure. It  is  to  be  remembered  that  the  diastolic 
pressure  is  the  lowest  pressure  to  which  the  ar- 
teries are  constantly  subjected.  This  is  an  im- 
portant matter  when  the  time  relations  of  the 
cardiac  cycle  are  considered. 

In  1967  Murphy  (Murphy,  T.,  et  al,  Johns  Hop- 
kins Medical  Journal,  120:1,  1967)  published 
blood  pressure  determinations  made  on  1,091 
white  male  students  registered  in  Johns  Hopkins 
University  between  the  years  1948  and  1964. 
Their  average  age  was  23.1  years.  The  mean 
systolic  pressure  measured  in  the  recumbent  posi- 
tion was  122.2  mm.  Hg.  and  the  diastolic  69.5 
mm.  Hg.  The  systolic  pressure  did  not  vary  much 
from  the  figure  we  are  presenting  ( 120  mm. 
Hg. ).  The  mean  diastolic  pressure  reported  by 
Murphy  et  al,  however,  (69.5  mm.  Hg. ) is  con- 
siderably less  than  our  figures  (80  mm.  Hg. ). 
Presumably  the  diastolic  pressures  reported  by 
Muiphy  et  al  were  read  at  the  same  point  as 
those  we  are  reporting,  namely  at  the  point  of 
muffling. 

The  lower  reading  they  reported  may  be  due 
to  one  of  several  factors.  Our  observations  were 
made  on  patients  in  the  sitting  position,  whereas 
they  instructed  their  subjects  to  lie  down.  Furth- 
ermore, the  place  the  pressures  were  taken  varied 
somewhat;  those  we  are  reporting  were  taken  in 
the  student  laboratory  whereas  they  used  a quiet 
room.  Finally,  the  blood  pressures  we  are  re- 
porting were  determined  by  medical  students, 
whereas  those  reported  by  Murphy  et  al  were 
determined  by  experienced  personnel. 

Unfortunately,  hypertension  in  its  early  stages, 
produces  no  symptoms  and  patients  are  unaware 
of  their  elevated  blood  pressure.  It,  too,  is  un- 
fortunate that  there  are  many  people  who  do  not 
realize  that  essential  hypertension  can  be  readily 
controlled.  This  was  not  true  in  the  past.  Today, 
however,  both  systolic  and  diastolic  pressures  can 
be  brought  down  to  acceptable  levels  by  daily 
administration  of  a diuretic  and  antihypertensive 
preparations.  It  has  been  definitely  shown  that  if 
hypertension  is  adequately  controlled,  dangerous 
sequelae,  such  as  cardiomegaly,  strokes  or  cor- 
onary episodes  can  be  greatly  lessened.  In  short, 
there  has  been  a tremendous  advance  in  the  man- 
agement of  essential  hypertension.  The  public 
should  be  fully  informed  of  this  fact. 

Summary 

Blood  pressure  determinations  were  made  on 
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688  sophomore  medical  students,  629  males  and 
59  females,  who  were  enrolled  in  the  West  Vir- 
ginia University  School  of  Medicine  between  the 
years  1944  to  1963,  inclusive.  It  was  a fairly 
homogeneous  group.  The  average  systolic  blood 
pressure  for  the  entire  group  was  119  mm.  Hg. 
and  the  average  diastolic  pressure  79  mm. 
Hg.  The  respective  figures  for  the  males  were  120 
and  80  and  for  the  females  117  and  75. 

Only  six  students  had  a systolic  blood  pressure 
of  more  than  140  mm.  Hg.  The  highest  systolic 
pressure  observed  was  150  mm.  Hg.  Twenty- 


seven  students  had  a diastolic  pressure  more  than 
90  mm.  Hg.  The  highest  diastolic  pressure  ob- 
served was  100  mm.  Hg. 

It  was  suggested  that  those  students  who  had  a 
diastolic  pressure  of  90  mm.  Hg.  or  higher  should 
have  periodic  blood  pressure  determinations 
made  to  ascertain  whether  the  diastolic  pressure 
showed  a tendency  to  rise. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Project  HOPE’S  New  Program  in  Ethiopia 

Project  HOPE  has  instituted  a new  medical  teaching  and  training  program  in 
Ethiopia,  HOPE’S  founder  and  President,  Dr.  William  B.  Walsh,  has  reported.  Dr. 
Walsh  commented  also  that  the  Ethiopian  program  will  be  one  of  HOPE’S  largest, 
with  an  eventual  permanent  staff  of  100.  Physicians  and  dentists  will  be  flown 
to  Ethiopia  to  provide  essential  skills  on  an  abbreviated  service  basis. 

Pi'oject  HOPE  has  begun  to  phase  into  the  activities  of  the  hospital  and  related 
activities  at  Kagnew  Station  in  Eritrea,  the  northernmost  province  of  Ethiopia.  The 
station  is  being  vacated  by  the  American  military,  and  HOPE  will  conduct  an 
extensive  teaching  program  in  all  fields  of  allied  health  and  support  activities.  The 
purpose  of  the  program  is  to  improve  the  capability  of  the  Ethiopians  to  provide 
better  and  more  adequate  service  to  the  people  of  northern  Ethiopia. 

The  Itegue  Menen  Hospital,  a 750-bed  unit  in  Asmara,  and  the  HOPE  hospital  at 
Kagnew  Station  for  organization  and  training  purposes  are  being  treated  as  one 
unit.  The  HOPE  hospital  will  be  used  as  a specialized  diagnostic  center  for  both 
inpatients  and  outpatients  and  in  effect  be  an  annex  of  the  major  hospital  in  the  city. 
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All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C 


Woman  (man)  cannot. 


Human  beings  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins.  They  should 
be  replenished  continuously. 

Normally,  people  accomplish  this  in  their  daily 
diet.  But  under  conditions  of  illness,  stress,  in  conva- 
lescence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 


In  such  cases,  Surbex-T  may  be  indicated.  Surbex-T 
makes  it  easy  and  convenient  to  restore  the  water- 
soluble  vitamins.  Each  tablet  provides  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 

Where  nutritional  status  must  be  pre- 
served, Surbex-T  can  help  restore  what 

1 ABBOTT 

the  body  cannot  effectively  store.  403482 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


I 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respir  e 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  andh: 
possibility  should  be  considered  before  administering  Pro-BanthFne. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evide  e 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  shoul<  b 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcer  v- 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  Bv 


Therapeutic  comparisons 
in  peptic  ulcer. 


\ntacids  have 


only  one  mode  of  action  to  relieve  ulcer  pain . . . 


Pro-Banthine'  has  four. 

iopantheline  bromide 


\ntacids: 

\ntacids  relieve  ulcer  pain  by  neutralizing  gastric 
tcid.  This  action  is  relatively  short-lived  and  they  have 
10  other  mode  of  action. 

^ro-Banthine: 

°ro-Banthine  suppresses  gastric  acid 
secretion.  The  antisecretory  properties  of 
-Vo-Banthme  are  well  established.  By  effectively 
ilocking  vagotonic  impulses  Pro-Banthine  suppresses 
jastric  secretion  to  reduce  both  total  and  free  acid. 

Pro-Banthine  helps  relieve  pain. 

^ro-Banthlne  relieves  ulcer  pain  by  reducing  gastric 
secretion  and  the  motility  and  spasm  of  the 
gastrointestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

Mnnes,  I.R.,  and  Nickerson,  M.,  in  Goodman,  L.  S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 
1970,  p.537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


occur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
adverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
insomnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
tion, impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dosage  for  adult 
oral  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
quent adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
made. 

Pro-Banthine  P. A.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
bromide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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Supplied  Tablets:  0.025  rr»g.,  0.05  mg.,  0.1  mg.. 
0 15  mg  , 0 2 mg  , 0 3 mg  , 0.5  mg.,  scored  and 

color-coded  in  bottles  Of  100,  500,  and  1000. 
Injection:  500  meg  lyophilized  active  ingredient 

and  10  mg.  of  Mannitol.  U S.P.,  in  10  ml.  single-dose 
vial,  with  5 ml  vial  of  Sodium  Chloride  Injection. 
U S P. as  a diluent  ■ 


Synth  roid-ILj. 

FLINT  LABORATORIES 
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ONE  MAN  CAN  MAKE  A DIFFERENCE! 


t long  last  the  Department  of  Family  Practice  at  West  Virginia  Uni- 


versity is  a reality  not  only  with  a full-time  chief  but  with  residency 
programs  at  Charleston,  Wheeling  and  Morgantown  fully  staffed  and 
ready  to  start  in  July.  Though  the  State  Medical  Association  was  active 
and  the  West  Virginia  Chapter  of  the  American  Academy  of  Family 
Physicians  most  effective  in  its  support,  one  physician— an  orthopedist 
at  that— deserves  special  mention  for  his  efforts  in  initiating  this  new 
Department. 

He  painstakingly  researched  the  physician  population  of  West  Vir- 
ginia—developing  a comprehensive  knowledge  of  the  numbers,  loca- 
tions, countries  of  origin,  specialties  and  other  statistical  data.  The  data 
suggested  that  a change  of  direction  of  our  efforts  in  medical  education 
in  West  Virginia  was  mandatory. 

At  great  personal  sacrifice  the  information  was  presented  before 
the  State  Medical  Association’s  WVU  Liaison  Committee,  various  legis- 
lative committees  and  sub-committees,  the  West  Virginia  Academy  of 
Family  Physicians  and  was  published  in  The  West  Virginia  Medical 
Journal.  He  is  a Clinical  Associate  Professor  of  Surgery  at  WVU— lives 
in  Morgantown  and  had  every  reason  in  the  world  to  remain  silent. 
Granted,  most  that  is  happening  would  have  ultimately  happened  but 
if  he  only  accelerated  the  progress  by  two  years  it  was  worthwhile. 

Of  course,  I am  talking  about  Dr.  James  Hugh  Wiley,  a West  Vir- 
ginian who  loves  his  State  and  his  University— a dedicated  physician 
and  family  man,  a great  outdoorsman  and  my  friend. 


A.  Thomas  McCoy,  M.  D.,  President 
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EDITORIALS 


The  West  Virginia  Chapter  of  the  American 
Academy  of  Family  Physicians  conducted  an 
excellent  scientific  assembly  in  Charleston  in 

early  April  and  it  was 
CONTINUING  MEDICAL  the  consensus  that  it 
EDUCATION — A MUST  provided  a wonderful 

three-day  educational 
experience  for  those  in  attendance. 

Dr.  William  D.  Crigger  of  South  Charleston 
and  the  members  of  his  program  committee  are 
to  be  congratulated  for  bringing  together  a 
group  of  highly  competent  speakers  who  suc- 
ceeded in  passing  along  valuable  information  in 
the  field  of  continuing  medical  education  which 
was  of  interest  to  the  medical  practitioners. 

It  should  be  pointed  out  that  the  22nd  an- 
nual session  sponsored  by  the  State  AAFP  Chap- 
ter is  one  of  four  programs  now  sponsored  an- 
nually in  West  Virginia  which  provides  wonder- 
ful opportunities  for  all  physicians  to  keep 
abreast  of  the  latest  in  continuing  medical  edu- 
cation — a must  in  this  day  and  age. 

Physicians  should  now  look  forward  to  attend- 
ing the  107th  Annual  Meeting  of  the  West  Vir- 
ginia State  Medical  Association  at  The  Green- 
brier in  August.  A fine  program  has  been 
planned  and  the  list  of  speakers  is  impressive. 
Physicians  will  be  able  to  obtain  education 
credit  for  attending  the  scientific  sessions  while 
at  the  same  time  being  able  to  enjoy  the  wonder- 
ful recreational  facilities  at  this  beautiful  resort 
hotel. 


During  the  month  of  October  the  19th  An- 
nual Potomac-Shenandoah  Postgraduate  Insti- 
tute in  Martinsburg  will  offer  physicians  another 
opportunity  to  hear  papers  presented  by  a num- 
ber of  leading  physicians  and  surgeons  from 
faculties  of  medical  schools  in  the  East. 

Also,  plans  already  are  being  put  together  for 
the  Eighth  Mid-Winter  Clinical  Conference 
which  will  be  held  in  January  at  the  Daniel 
Boone  Hotel  in  Charleston.  Attendance  at  this 
Winter  session  sponsored  by  the  State  Medical 
Association  and  numerous  other  groups,  has 
grown  each  year  and  the  program  committee  is 
determined  to  make  the  1975  conference  even 
more  interesting  and  informative  to  all  medical 
practitioners. 

The  Journal  salutes  the  dedicated  physicians 
who  have  devoted  many  hours  planning  these 
medical  educational  sessions  for  the  benefit  of 
their  colleagues  in  West  Virginia. 


Elsewhere  in  this  issue  of  The  Journal  appears 
an  article  on  the  blood  pressure  of  688  sophomore 
medical  students,  629  men  and  59  women,  at 
West  Virginia  University 
BLOOD  PRESSURE  School  of  Medicine  be- 
OF  SOPHOMORE  tween  the  years  1944  to 
MEDICAL  STUDENTS  1963  inclusive.  This  report 
is  timely,  because  present- 
ly there  is  a great  deal  of  interest  in  screening 
blood  pressure  levels  of  people  for  evidence  of 
hypertension.  The  series  reported  is  not  large, 
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but  the  data  have  a definite  homogenity.  The 
students  were  all  about  the  same  age,  all  were 
engaged  in  the  same  occupation,  all  lived  ap- 
proximately in  the  same  environment  ( the  vast 
majority  had  lived  in  West  Virginia  since  birth ) 
and  the  blood  pressures  were  all  taken  at  the 
same  place  and  about  the  same  time  of  day  (be- 
tween 1:30  P.M.  and  4:30  P.M.). 

The  main  concern  in  this  study  was  to  scan 
the  height  of  the  diastolic  pressure.  The  Ameri- 
can Heart  Association  holds  that  for  young  peo- 
ple the  normal  upper  limit  is  a systolic  pressure 
of  140  mm.  Hg.  and  a diastolic  pressure  of  90 
mm.  Hg.  Twenty-seven  students  (3.9  per  cent) 
had  a diastolic  pressure  of  90  mm.  Hg.  and  25 
(3.6  per  cent)  a diastolic  pressure  of  more  than 
90  mm.  Hg.  Only  six  students  had  a systolic 
pressure  of  slightly  more  than  140  mm.  Hg. 

The  article  raises  the  question  whether  stu- 
dents, about  23  years  of  age,  should  have  a 
diastolic  pressure  of  90  mm.  Hg.  or  higher.  There 
is  evidence  that  young  people  who  have  an  ele- 
vated diastolic  pressure  may  later  in  life  suffer 
some  form  of  hypertension.  It  would  be  well  for 
such  people  to  have  their  blood  pressure  checked 
periodically  to  ascertain  whether  the  diastolic 
pressure  had  risen.  If  a significant  rise  occurs, 
anti-hypertensive  medication  should  be  adminis- 
tered, so  as  to  bring  both  diastolic  and  systolic 
pressures  within  a normal  range. 

Finally,  the  article  emphasizes  that  people 
should  be  made  aware  that  essential  hypertension 
can  be  readily  controlled.  If  this  is  done,  dan- 
gerous sequelae,  such  as  cardiomegaly,  strokes, 
renal  damage  and  coronary  episodes  may  be 
greatly  lessened.  This  should  be  made  clear  to 
the  public. 


Gunshot  wounds  of  the  abdomen  unfortun- 
ately are  still  quite  common  and  cause  a large 
number  of  deaths  in  the  United  States  each 

year.  About  three- 
GUNSHOT  WOUNDS  OF  quarters  of  a century 
THE  ABDOMINAL  CAVITY  ago  it  was  most  un- 
usual to  operate  on 
patients  who  had  received  a gunshot  wound  in 
the  abdomen.  When  James  A.  Garfield,  President 
of  the  United  States,  was  shot  in  the  abdomen 
in  1881,  the  foremost  surgeons  in  the  land  did 
not  suggest  a laparotomy.  Whether  his  life  might 
have  been  saved  had  he  been  operated  upon, 
of  course,  will  never  be  known.  Be  all  that  as  it 
may,  the  point  of  view  has  changed.  Many  sur- 
geons today  believe  that  a laparotomy  should 
be  performed  immediately  if  the  patient  has  re- 
ceived a gunshot  wound  of  the  abdomen. 


Recently  an  informative  article  by  Taylor1  ap- 
peared on  this  subject;  the  report  lists  700  civil- 
ian gunshot  wounds  of  the  abdomen  over  a 
40-year  period  (1930-1970).  An  analysis  was 
made  of  the  per  cent  of  mortality  at  about  seven 
or  eight  year  intervals  (except  between  the 
years  1946-1955).  The  figures  given  are  most 
meaningful.  The  mortality  between  the  years 
1930-1938  was  52.8  per  cent,  that  is,  well  over 
one-half  of  the  patients  died  from  their  wounds. 
Further  studies  in  later  years  indicate  a gratify- 
ing decrease  in  mortality,  namely  between  the 
years  1938-1946,  the  mortality  32.6  per  cent,  and 
between  the  years  1955-1962  it  was  16  per  cent, 
and  finally  between  the  years  1962-1970  it  was 
only  12.7  per  cent.  The  figures  are  impressive  and 
show  how  under  modern  methods  of  manage- 
ment the  lives  of  many  patients  who  have  re- 
ceived gunshot  wounds  of  the  abdomen  may  be 
saved. 

The  patients  upon  admission  to  the  hospital 
were  operated  upon  immediately,  unless  it  could 
be  shown  that  the  bullet  did  not  enter  the  ab- 
dominal cavity.  In  making  the  analysis  of  the 
improved  mortality  Doctor  Taylor  mentions  sev- 
eral contributing  factors;  among  them  were: 
naso-gastric  suction  tubes,  the  matter  of  elec- 
trolytic balance  and  gas  exchange  and  also  the 
importance  of  a good  anesthesia  administered  by 
trained  people. 

He  believed  that  antibiotic  agents  are  really 
of  little  use  in  controlling  general  peritonitis  or 
abdominal  abscess.  He  does  believe,  however, 
that  they  can  be  of  estimable  value  in  combat- 
ing the  complications  of  pneumonia,  pylephle- 
bitis and  pyletitis.  He  urges  that  reliance  on 
drugs  never  be  substituted  for  good  surgical 
treatment. 

In  the  final  analysis,  it  is  indeed  gratifying 
that  excellent  progress  is  being  made  in  the 
management  of  gunshot  wounds  of  the  abdomen. 
It  is  to  be  hoped  that  new  techniques  and  other 
advances  be  developed  which  will  lower  still  fur- 
ther the  present  mortality  rate. 

’Taylor,  F.  W.  Gunshot  Wounds  of  the  Abdomen,  Ann.  Surg. 
177:  174,  1973. 


‘Medical  Hotline’ 

The  cooperative  health  venture  between  the  U.S. 
and  tlie  U.S.S.R.  was  given  added  substance  with  the 
installation  of  a “medical  hotline,”  whereby  U.S.  bio- 
medical investigators  can  instantaneously  trade  research 
knowledge  with  their  Soviet  counterparts  by  teletype. 
The  intercontinental  hookup  is  the  first  direct  com- 
munications link  with  Russia  since  the  famous  White 
House-Kremlin  “hotline.” 
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GENERAL  NEWS 


Drs.  Howie  and  Traubert  To  Speak 
At  107th  Annual  Meeting 

Dr.  J.  Hugh  Wiley  of  Morgantown,  Chairman  of  the 
Program  Committee,  has  announced  that  Dr.  Virgil  M. 
Howie  and  Dr.  John  W.  Traubert  have  accepted  in- 
vitations to  be  among  the  guest  speakers  at  the  107th 
Annual  Meeting  of  the  West  Virginia  State  Medical 
Association  which  will  be  held  at  The  Greenbrier  in 
White  Sulphur  Springs,  August  21-24. 


Virgil  M.  Howie,  M.  D.  John  W.  Traubert,  M.  D. 

Doctor  Howie  will  participate  in  a “Symposium  on 
Newer  Concepts  in  Infectious  Diseases”  at  the  first  gen- 
eral scientific  session  on  Thursday  morning,  August  22. 
His  subject  will  be  “Acute  Otitis  Media.” 

Doctor  Traubert  will  lead  a discussion  on  the  de- 
velopment and  future  plans  for  the  Department  of 
Family  Practice  at  the  West  Virginia  University  School 
of  Medicine  at  the  third  general  scientific  session  on 
Saturday  morning,  August  24. 

Virgil  M.  Howie,  M.  D. 

Dr.  Virgil  M.  Howie,  who  is  engaged  in  the  private 
practice  of  pediatrics  in  Huntsville,  Alabama,  is  a na- 
tive of  Jackson,  Mississippi.  He  was  graduated  from 
Vanderbilt  University  and  received  his  M.D.  degree 
in  1952  from  the  Vanderbilt  University  Medical  School. 

He  interned  at  the  Medical  College  of  Virginia  in 
Richmond,  1952-53,  and  served  a residency  in  pedia- 
trics at  the  Los  Angeles  Children’s  Hospital,  1955-57. 
He  served  as  an  Instructor  in  Pediatrics  at  the  Vander- 
bilt University  School  of  Medicine  in  1957.  He  was 
certified  by  the  American  Board  of  Pediatrics  in  1959 


and  has  been  engaged  in  the  practice  of  pediatrics 
since  that  time.  His  primary  interest  is  in  the  field  of 
otitis  media  and  he  has  been  a principal  investigator  for 
clinical  research  projects  sponsored  by  a number  of 
pharmaceutical  firm?. 

Doctor  Howie  is  a member  of  the  American  Aca- 
demy of  Pediatrics,  American  Society  of  Microbiology 
and  the  American  Society  for  Clinical  Pharmacology 
and  Therapeutics.  He  is  the  author  or  co-author  of  a 
number  of  articles  which  have  been  published  in  sci- 
entific journals. 

John  W.  Traubert,  M.  D. 

Dr.  John  W.  Traubert,  Chairman  of  the  Department 
of  Family  Practice  at  the  West  Virginia  University 
School  of  Medicine,  is  a native  of  Wheeling,  West  Vir- 
ginia. 

He  was  graduated  from  West  Virginia  University  and 
received  both  his  M.  S.  degree  in  physiological  chem- 
istry and  his  M.  D.  degree  in  1965  from  the  Ohio 
State  University  School  of  Medicine.  He  also  served 
as  an  instructor  in  pharmacology  and  biochemistry  while 
at  Ohio  State.  He  interned  and  served  a residency  in 
family  practice  at  Mt.  Carmel  Hospital  in  Columbus, 
1965-67.  He  was  a recipient  of  a Mead-Johnson  Award 
in  general  practice  in  Columbus. 

Doctor  Traubert  was  engaged  in  family  practice 
in  Wellsburg  until  assuming  his  present  position  and  is 
currently  serving  as  President  of  the  Brooke  County 
Medical  Society.  He  also  served  as  health  commissioner 
and  coroner  in  that  county.  While  in  the  Ohio  Valley 
area,  he  served  as  Chairman  of  the  Family  Practice 
section  at  Wheeling  Hospital  and  was  also  a member 
of  the  staff  of  the  Ohio  Valley  General  Hospital  in  that 
city. 

Doctor  Traubert  is  a Diplomate  of  the  American 
Board  of  Family  Practice  and  was  named  President 
Elect  of  the  West  Virginia  Chapter  of  the  AAFP  dur- 
ing its  annual  meeting  in.  Charleston  last  month.  He 
has  always  been  active  in  the  West  Virginia  State  Med- 
ical Association  and  is  currently  serving  as  Chairman 
of  the  WVU  Liaison  Committee  and  as  a member  of 
the  Committee  on  Medical  Education  and  Hospitals. 

Varied  Scientific  Program  Planned 

Doctor  Wiley  announced  previously  that  there  would 
be  three  general  scientific  sessions  on  Thursday,  Friday, 
and  Saturday  mornings.  Among  other  physicians  who 
have  accepted  invitations  to  present  papers  during  the 
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scientific  sessions  are  Drs.  Allen  H.  Mackenzie,  who  is 
a member  of  the  staff  of  the  Division  of  Medicine  — 
Department  of  Rheumatic  Disease  — Cleveland  Clinic 
Foundation  and  the  Cleveland  Clinic  Hospital;  and 
James  F.  Glenn,  Professor  and  Chief  of  the  Division  of 
Urologic  Surgery  at  Duke  University  Medical  Center, 
Durham,  North  Carolina. 

Additional  Time  for  Recreation  Planned 

Doctor  Wiley  has  emphasized  during  the  past  months 
that  the  Program  Committee  is  making  every  effort  to 
schedule  the  majority  of  scientific  sessions  during  the 
morning  hours  to  allow  physicians,  their  wives  and 
guests  to  enjoy  the  many  recreational  facilities  avail- 
able at  The  Greenbrier  after  the  noon  hour. 

In  addition  to  the  traditional  golf  and  tennis  tourna- 
ment, Doctor  Wiley  said  tentative  plans  call  for  a trap 
and  skeet  shooting  contest  as  well  as  a fishing  derby. 

Business  Sessions 

Dr.  Malcolm  C.  Todd  of  Long  Beach,  California,  who 
will  be  installed  as  President  of  the  American  Medical 
Association  during  the  annual  meeting  in  Chicago  next 
month,  will  speak  at  the  first  session  of  the  House  of 
Delegates  on  Wednesday  afternoon,  August  21.  The 
Pre-Convention  Meeting  of  the  Council  will  be  held 
that  morning. 

The  final  session  of  the  House  of  Delegates  will  be 
held  on  Saturday  afternoon,  August  24,  at  which  time 
Dr.  A.  Thomas  McCoy  of  Charleston  will  deliver  his 
Presidential  Address. 

Sen.  Robert  C.  Byrd  to  Deliver 
“Thomas  L.  Harris  Address” 

Sen.  Robert  C.  Byrd  of  West  Virginia  has  accepted 
an  invitation  to  deliver  the  “Thomas  L.  Harris  Address” 
at  the  opening  of  the  first  general  scientific  session  on 
Thursday  morning,  August  22. 

Additional  information  concerning  the  107th  Annual 
Meeting  at  The  Greenbrier  in  August  will  be  announced 
in  future  issues  of  The  Journal. 


Dr.  James  H.  Sammons  Selected  To  Be 
Next  AMA  Executive  VP 

The  Board  of  Trustees  of  the  American  Medical  As- 
sociation has  announced  the  appointment  of  James  H. 
Sammons,  M.  D.,  as  Executive  Vice  President-designate. 

The  post  of  Executive  Vice  President  is  the  top  ad- 
ministrative position  at  the  AMA.  Doctor  Sammons  will 
succeed  Ernest  B.  Howard,  M.  D.,  who  has  been  EVP 
since  March  1969.  Doctor  Howard  will  reach  retire- 
ment age  early  next  year. 

Doctor  Sammons,  a family  physician  in  Baytown, 
Texas,  became  Chairman  of  the  AMA  Board  of  Trustees 
in  October  1973.  Previously  he  had  served  as  its  Vice 
Chairman  for  one  year. 


AAFP  President  Sees  More  Doctors 
For  West  Virginia  In  Future 

Two  new  family  practice  residency  programs  being 
established  in  West  Virginia  and  a growing  national 
trend  toward  family  practice  should  help  ease  the  doc- 
tor shortage  in  the  Mountain  State. 

These  observations  were  made  by  Dr.  James  G.  Price 
of  Brush,  Colorado,  who  was  the  principal  banquet 
speaker  during  the  22nd  Annual  Assembly  of  the 
West  Virginia  Academy  of  Family  Physicians,  April 
5-7,  in  Charleston.  Doctor  Price,  who  is  President  of 
the  American  Academy  of  Family  Physicians,  said  he 
hoped  that  West  Virginia’s  new  family  practice  resi- 
dency programs  in  the  Kanawha  Valley  and  Wheeling 
would  soon  have  15  recruits  a year. 


New  officers  of  the  West  Virginia  Chapter  of  the  Ameri- 
can Academy  of  Family  Physicians  were  elected  during 
the  22nd  Annual  Scientific  Assembly  in  Charleston,  April 
5-7.  They  are,  from  left,  Drs.  Donald  P.  Brown  of 
Kingwood,  immediate  Past  President  and  now  Chairman 
of  the  Board  of  Directors;  Marshall  J.  Carper  of  Charles- 
ton, Treasurer;  William  D.  Crigger  of  South  Charleston 
(seated),  President;  Ray  M.  Kessel  of  Logan,  Vice  Presi- 
dent, and  Margaret  I.  Stemple  of  Morgantown,  Secretary. 

The  West  Virginia  Academy  elected  as  President- 
Elect  Dr.  John  W.  Traubert,  Chairman  of  the  newly 
established  Department  of  Family  Practice  at  the  West 
Virginia  University  School  of  Medicine. 

Other  officers  elected  were  Drs.  Ray  M.  Kessel  of 
Logan,  Vice  President;  Margaret  I.  Stemple  of  Morgan- 
town, Secretary,  and  Marshall  J.  Carper  of  Charleston, 
Treasurer. 

Dr.  William  D.  Crigger  of  South  Charleston  will  serve 
as  Academy  President  for  the  coming  year.  The  new 
President  is  a graduate  of  Marshall  University  and  the 
Temple  University  School  of  Medicine.  He  interned  at 
Charleston  General  and  set  up  His  medical  practice  in 
1951  in  South  Charleston.  He  and  his  wife,  Doris,  are 
the  parents  of  five  children. 

Dr.  George  W.  Hogshead  of  Nitro  was  elected  to  re- 
place Doctor  Carper  as  District  Eight  Director  for  the 
Academy.  Dr.  T.  L.  Ritz  of  Wheeling  became  the  new 
Director  for  District  One.  Drs.  Joseph  A.  Smith  of  Dun- 
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bar  and  Del  Roy  R.  Davis  of  Kingwood  were  named 
State  delegates  to  the  national  meeting  next  October 
in  Los  Angeles.  Retiring  President  Dr.  Donald  P.  Brown 
of  Kingwood  will  serve  this  year  as  Chairman  of  the 
Board  of  Directors. 

Special  guests  during  the  annual  meeting  included  five 
young  doctors  who  will  be  the  first  trainees  in  the 
family  practice  residency  program  in  the  Kanawha 
Valley  beginning  July  1. 


Shown  during  the  22nd  Annual  Scientific  Assembly  of 
the  West  Virginia  Chapter  of  the  American  Academy  of 
Family  Physicians  are,  from  left,  seated,  Drs.  James  G. 
Price  of  Brush,  Colorado,  President  of  the  American 
Academy  of  Family  Physicians;  John  W.  Traubert,  Presi- 
dent-Elect of  the  State  Chapter  and  Chairman  of  the 
Department  of  Family  Practice  at  the  West  Virginia  Uni- 
versity School  of  Medicine,  and  Carl  B.  Hall  of  Charles- 
ton, Chairman  of  the  National  AAFP  Board  of  Trustees; 
standing,  from  left,  Drs.  Joseph  A.  Smith  of  Dunbar  and 
Del  Roy  R.  Davis  of  Kingwood,  State  Delegates  to  the 
AAFP.  and  Richard  E.  Flood,  of  Weirton,  retiring  Chair- 
man of  the  Board  of  Directors  and  a Past  President  of 
the  State  Chapter. 

Dr.  C.  Carl  Tully  of  South  Charleston,  Director,  said 
all  of  the  prospective  trainees  plan  to  establish  their  fu- 
ture medical  practices  in  West  Virginia. 

Selected  for  training  were  Richard  D.  Hayes  of  Ni- 
tro,  William  L.  Harris  of  Fenwick,  in  Nicholas  County; 
John  P.  MacCallum  of  Madison,  Donald  A.  Blum  of 
New  Martinsville  and  James  Kwako  of  Bismarck,  North 
Dakota,  a transfer  student  to  this  state. 

The  facilities  of  Herbert  J.  Thomas  Memorial  Hos- 
pital in  South  Charleston,  and  the  Charleston  Area  Med- 
ical Center  will  he  utilized  in  the  training  program. 

Doctor  Price,  in  his  banquet  address,  said  the  AAFP 
has  a goal  “of  persuading  25  per  cent  of  all  medical 
school  graduates  in  the  years  ahead  toward  family 
practice.” 

"I  have  confidence  that  goal  will  he  reached,”  he 
commented.  Doctor  Price  said  that  AAFP  research 
shows  that  young  doctors  are  moving  away  from  big 
cities  to  smaller  communities  and  rural  areas  to  establish 
their  medical-  practices. 

“There  is  a growing  social  conscious  awareness  among 


young  doctors.  Their  interest  in  the  environment, 
ecology,  pollution  and  other  factors  affecting  the  qual- 
ity of  life  is  affecting  their  moves  toward  the  smaller 
communities.” 

Doctor  Price  said  he  did  not  believe  all  small  towns 
will  get  a doctor.  Today’s  trend  is  toward  group  prac- 
tices established  in  “population  pools”  which  may  em- 
brace more  than  one  community  or  county,  he  said. 

During  the  three-day  meeting  the  State  chapter 
formally  endorsed  the  candidacy  of  Dr.  Carl  B.  Hall  of 
Charleston  as  the  next  President-Elect  of  the  AAFP. 
He  is  now  serving  as  Chairman  of  its  Board  of  Trustees. 

The  family  physicians  heard  14  medical  authorities 
offering  instruction  in  a wide  range  of  topics  — from 
heart  disease  to  the  emotional  effects  of  a chronic  ail- 
ment on  children  and  families. 

Dr.  Richard  E.  Flood  of  Weirton,  Chairman  of  the 
Board  of  Directors,  presided  at  the  business  sessions. 

Doctor  Traubert  will  assume  the  presidency  of  the 
300-member  group  during  the  1975  meeting,  April  4-6, 
in  Morgantown. 

AAFP  ‘Hot  Line’  Helps  Students 
Find  Family  Practice  Slots 

A “hot  line”  service  conducted  recently  by  the  Ed- 
ucation Division  of  the  American  Academy  of  Family 
Physicians  offered  an  unprecedented  service  to  senior 
medical  students  seeking  first-year  slots  in  Family  Prac- 
tice residency  programs. 

According  to  the  April  issue  of  the  AAFP  Reporter, 
the  “hot  line”  service  was  devised  after  an  Academy 
survey  revealed  that  almost  1,000  students  interested 
in  Family  Practice  residency  positions  could  not  be 
“matched”  in  the  National  Intern-Resident  Matching 
Program  (NIRMP)  because  of  lack  of  Family  Practice 
spaces.  The  “hot  line”  service  was  timed  to  follow  im- 
mediately after  results  of  the  NIRMP  were  announced 
to  students. 

Education  Division  staffers  who  manned  the  three 
“hot  line”  telephones  — answering  more  than  250  calls 
during  the  seven-day  period  — served  as  information 
“brokers,”  directing  student  callers  to  programs  with 
openings  and  furnishing  interested  program  directors 
with  students’  names. 

They  were  able  to  give  students  the  names  of  resi- 
dencies who  had  upped  the  number  of  openings  avail- 
able after  obtaining  funds  from  a $10,000,000  supple- 
ment released  by  the  federal  government  in  early 
March.  The  supplement,  which  went  to  approved  Family 
Practice  residencies  only,  came  from  previously  im- 
pounded HEW  monies. 

Openings  in  programs  not  approved  in  time  to  meet 
the  NIRMP  deadline  provided  an  additional  source  of 
first-year  spaces. 
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Physicians  and  Wives  Candidates 
For  Legislative  Seats 

Three  members  of  the  West  Virginia  State  Medical 
Association  and  the  wives  of  three  members  are  seek- 
ing nominations  for  seats  in  the  West  Virginia  Legisla- 
ture in  the  May  14  primary  election. 

Drs.  Albert  C.  Esposito  and  Willard  F.  Daniels,  Jr., 
both  of  Huntington,  and  Dr.  Hawey  A.  Wells,  Jr.,  of 
Princeton,  are  candidates  for  the  House  of  Delegates. 

Mrs.  Charles  W.  Merritt  of  Beckley,  who  has  served 
two  terms  as  a member  of  the  House  of  Delegates,  has 
filed  as  a candidate  for  the  State  Senate  from  the 
Ninth  District.  Her  opponent  will  be  the  incumbent, 
Alan  L.  Susman,  also  of  Beckley. 

Mrs.  John  A.  B.  Holt  of  Charleston,  who  completed 
her  first  term  as  a Delegate  from  Kanawha  County',  also 
has  filed  for  reelection.  Mrs.  William  D.  Crigger  of 
South  Charleston  will  be  running  for  a first  term  as  a 
member  of  the  House  of  Delegates. 


Monitoring  Births 

The  U.  S.  Department  of  Health,  Education  and 
Welfare  developed  plans  to  maintain  a computer  mon- 
itoring system  that  will  process  data  on  some  one  mil- 
lion births  a year. 

Under  the  direction  of  the  Center  for  Disease  Con- 
trol in  Atlanta,  this  project  will  survey  more  than  1,500 
hospitals  with  the  intent  of  detecting  and  following 
up  unusual  patterns  in  the  occurrence  of  birth  defects 
that  may  suggest  environmental  causes.  When  an  un- 
usal  pattern  occurs,  the  CDC  will  work  through  state 
and  local  health  departments  and  physicians  to  pin- 
point the  causes. 


The  Continuing  Medical  Education  program  of  the 
Veterans  Administration  Center  at  Martinsburg  was  sur- 
veyed at  the  hospital  on  March  26  by  the  State  Medical 
Association.  From  left,  seated,  are  Drs.  Hu  C.  Myers  of 
Philippi,  a member  of  the  survey  team;  Henry  Lee 
Butler,  Chief  of  Staff,  and  Del  Roy  R.  Davis  of  Kingwood, 
Chairman  of  the  survey  team;  standing.  Dr.  Vicken  V. 
Kalbian.  Acting  Associate  Chief  of  Staff  for  Research 
and  Education,  left,  and  Mr.  Paul  D.  Luttrell,  Adminis- 
trative Assistant  to  the  Chief  of  Staff.  Results  of  the 
survey  will  be  announced  following  the  next  meeting 
of  the  State  Medical  Association's  Committee  on  Medical 
Education  and  Hospitals. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 


May 

May- 

May 

May 

May- 

May 

May 

May- 

May 

May- 

May 

May 


1974 

1-3— Am.  Surg.  Assn.,  Colorado  Springs. 

1-4— W.  Va.  Chapter,  ACS,  White  Sulphur 
Springs. 

10-11— Sent.  In  Ernerg.  Med.,  Charleston. 
12-15— Am.  Thoracic  Soc.,  Cincy. 

12-15— S.  Carolina  Med.  Assn.,  Myrtle  Beach. 
12-15— Ohio  State  Med.  Assn.,  Cleveland. 
12-16— Am.  Assn.  Plastic  Surgeons,  Seattle. 

16- 18— Childhood  Cancer,  Dallas. 

17- 18— Am.  Assn.  Clin.  LTologist,  St.  Louis. 

18-  Symp.  On  V.D.,  Wash.,  D.C. 

19- 22— Am.  Ophthal.  Soc.,  Hot  Springs,  Va. 
22— Am.  Soc.  Gastrointestinal  Endoscopy',  San 
Francisco. 


June  3-6— Int.  Convo.  Immunology,  Buffalo,  N.  Y. 

June  9-13— International  Thyroid  Conf.,  Boston. 

June  10-12— Am.  Neuro.  Assn.,  Boston. 

June  11-14— Soc.  of  Nuclear  Med.,  San  Diego. 

June  15-16— Am.  Diabetes  Assn.,  Atlanta. 

June  20-21— Soc.  for  Vascular  Surgery,  Chicago. 

June  22-23— Am.  Assn.  Study  of  Headache,  Chicago. 
June  23-27— AMA,  Chicago. 

June  24-26— Am.  Coll.  Preventive  Med.,  Chicago. 

July  10— Breast  Feeding  Sem.,  Chicago. 

July  14-20— Radiation  Research  Soc.,  Seattle. 

July  25-27— Am.  Electroencephalographic  Soc.,  Seattle. 
July  28-Aug.  1— Natl.  Med.  Assn.,  N.  Orleans. 

July  28-Aug.  2— Int.  Assn.  Child  Psychiatry  & Allied 
Professions,  Phila. 

Aug.  2-4— International  Doctors  in  AA,  O Hare 
Airport  (Inn). 

Aug.  12-15— Am.  Ilosp.  Assn.,  Chicago. 

Aug.  21-24— 107th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Sept.  4-7— Am.  Assn.  Ob.-Gyn.,  Hot  Springs,  Va. 

Sept.  9-11— AMA  Congress  Occupat.  Health,  Chicago. 
Sept.  16-19— Ky.  Med.  Assn.,  Louisville. 

Sept.  18-20— Int.  Symp.  Epidemiology  of  Hypertension, 
Chicago. 

Sept.  18-21— Am.  Thyroid  Assn.,  St.  Louis. 

Sept.  27-28— Am.  Heart  Assn.,  W.  Va.  Affiliate,  Annual 
Meeting  & Scientific,  Wheeling. 

Oct.  6-10— Am.  Acad.  Oph.  & Otol.,  Dallas. 

Oct.  14-17— AAFP,  L.  A. 

Oct.  19-24— Am.  Acad.  Pediatrics,  San  Fran. 

Oct.  21-25— ACS  Clinical,  Miami  Beach. 

Oct.  29-30— Am.  Assn.  Study  of  Liver  Diseases,  Chicago. 


1975 

Jan.  24-26— 8th  Annual  Mid-Winter  Clinical  Conf., 
Charleston. 
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each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

. ||  • (23%  alcohol)  No  ? __  Extentab 

hyoscyamine  sulfate  0.1037  mg  0.1037  mg  0.3111  mg. 

atropine  sulfate  0 0194  mg  0.01 94  mg  0 0582  mg 

hyoscine  hydrobromide  0.0065  mg  0.0065  mg  0.01 95  mg 

phenobarbital  (t4gr.)  16.2  mg  (^gr)32.4mg  (%gr)486mg 

(warning  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage  Contraindications: 
Glaucoma;  renal  or  hepatic  disease,  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients 

/MH-DOBINS  A H Robins  Company  Richmond  Virginia  23220 


TheAIUEEwKfcC  Scrapbook 
of  Vitamin  Facts  &.  Fallacies 


THE  COMMON  PRACTICE  IN  MANY  RESTAURANTS,  HOSPITALS, 
AND  OTHER  INSTITUTIONS  INCLUDING  OLD  PEOPLES'  HOMES 
AND  NURSING  HOMES  OF  "HOLDING"  COOKED  FOODS  IN 
STEAM  TABLES  BEFORE  SERVING  RESULTS  IN  A SIZABLE 
LOSS  OF  B AND  C VITAMINS. 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTED,  AND  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A COOL,  WET  SUMMER  PRODUCES  WATERY 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


RONSSENS,  A DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
SAILORS  WHO,  RETURNING  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
DISEASE  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


Available  on  your 
prescription  or 
recommendation 


MUHwMIlC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee8withC 

MULTIVITAMINS 


Each  capsule  contains 
Thiamin*  mononitrate  (B-)  15  mg  INX1' 
Riboflavin  (B.)  10  mg  83*' 

Pyridoiin*  hydrochloride  (B.)5  mg  * 

Niacinamide  50  mg  500* 

Calcium  pantothenate  10  mg  " 

Ascorbic  acid  (Vitamin  C)  300  mg  lOOO' 


30  CAPSULES 


A.H.  Robins  Company.  Richmond.  Va.  23220 


/FH'pOBINS 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF 


William  D.  Keck,  M.  D. 

Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 

James  P.  King,  M. 

Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 

Carl  McGraw,  Ph.  D. 

Allen  S.  Rowe,  Ph.  D. 


Delano  W.  Bolter,  M.  D. 
Edward  E.  Cale,  M.  D. 

Terkild  Vinding,  M.  D. 

D.  (Emeritus) 

George  K.  White,  Administrator 
Richard  A.  Kennedy  Jr., 

Asst.  Administrator 


WELCH  ALLYN.  INC. 

Skaneateles  Falls,  N.  Y 13153 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

• Twice  the  light  intensity  of  conventional 
instruments 

• Twice  the  life  between  lamp  replacements 

• Superior  color  fidelity — closer  to  natural 
sunlight 

• Higher  percentage  of  initial  output  throughout 
lamp  life 

• Distinctive  black  chrome  rechargeable 
battery  handles 


WELCH 

V- 

ALLYN 

Ask  for  a demonstration. 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 


CHARLESTON,  WEST  VIRGINIA 


INTERNSHIPS  or  residencies  will  begin  July  1 for 
the  73  men  and  four  women  who  will  graduate 
May  19  from  West  Virginia  University  School  of  Med- 
icine. 

Results  of  the  computerized  system  (National  Intern 
and  Resident  Matching  Program)  that  pairs  senior  med- 
ical students  and  hospitals  according  to  the  choices  of 
both  show  that  more  than  one-third  of  the  77  WVU-ed- 
ucated  new  physicians  will  remain  in  West  Virginia  for 
their  internship  or  first  year  of  residency. 

Other  states  and  countries  that  attracted  the  prospec- 
tive graduates  include:  Virginia  (8),  North  Carolina, 
Ohio  and  Pennsylvania  (5  each),  Florida  (4),  California, 
M issouri.  North  Dakota  and  Texas  (2  each),  and  Canada, 
Colorado,  District  of  Columbia,  Illinois,  Indiana,  Louisi- 
ana, Maryland,  Massachusetts,  South  Carolina,  Tennes- 
see, Washington  and  Wisconsin  (1  each). 

Compared  to  just  two  in  the  Class  of  1973,  12  mem- 
bers of  this  year’s  class  have  chosen  family  practice 
residencies.  The  other  types  of  internships  and  resi- 
dencies chosen  and  the  number  in  each  are:  medicine 
(28),  rotating  (19),  surgery  (8),  psychiatry  (6),  obstetrics 
and  gynecology  (3)  and  pathology  (1). 

Members  of  the  Class  of  1974,  their  home  towns, 
and  the  hospitals  where  they  will  take  additional  train- 
ing are: 

Charles  T.  Adkins,  Pineville,  Barnes  Hospital  Group, 
St.  Louis;  David  R.  Almond,  Buckhannon,  WVU  De- 
partment of  Behavioral  Medicine  and  Psychiatry;  Rob- 
ert R.  Arrington,  Huntington,  University  of  Miami  (Fla.) 
Affiliated  Hospitals;  Cary  A.  Bailey,  Beckley,  and  Roger 
P.  Bennett,  Bolair,  Charleston  Memorial  Hospital;  Tim- 
othy J.  Blanchat,  Marion,  Virginia,  Ochsner  Foundation 
Hospital,  New  Orleans;  Donald  A.  Blum,  New  Martins- 
\illc,  Kanawha  Valley  Family  Practice  Program. 

John  II.  Brooks,  St.  Albans,  Harrisburg  (Pa.)  Poly- 
clinic Hospital;  James  F.  Byer,  Huntington,  Riverside 
Methodist  Hospital,  Columbus,  Ohio;  Daniel  L.  Cassis, 
Charleston,  University  of  Miami  (Fla.)  Affiliated  Hos- 
pitals; Curtis  A.  Chambers,  Charleston,  Bayfront  Med- 
ical Center,  St.  Petersburg,  Florida;  David  F.  Colvin, 
Kenova,  WVU  Department  of  Behavioral  Medicine  and 
Psychiatry;  Polly  H.  Cunningham,  Beckley,  and  William 
N.  Cunningham,  Charleston,  University  of  Virginia  Hos- 
pital, Charlottesville;  Michael  L.  Davis,  Parkersburg, 
Naval  Hospital,  Portsmouth,  Virginia. 

David  A.  DeHart,  Huntington,  Charlotte  (N.  C.)  Me- 
morial Hospital;  James  R.  Dilley,  Marlinton,  Medical 
College  of  Virginia,  Richmond;  Joan  P.  Donley,  Wells- 
burg,  Baylor  University,  Houston,  Texas;  Samuel  C. 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Dotson,  III,  Morgantown,  and  Harry  E.  Duncan,  Jr., 
South  Charleston,  Charleston  Memorial  Hospital;  Daniel 
E.  Gabriel,  Jr.,  Pennington  Gap,  Virginia.  Roanoke  (Va.) 
Memorial  Hospital;  Claudia  A.  Goodwin,  Bridgeport, 
WVU  Department  of  Medicine;  Michael  W.  Hanson, 
Twin  Branch,  Riverside  Methodist  Hospital,  Columbus, 
Ohio;  Kenneth  M.  Harman,  Kline,  Navy  Hospital,  San 
Diego. 

William  L.  Harris,  Fenwick,  and  Richard  D.  Hayes, 
Jr.,  Nitro,  Kanawha  Valley  Family  Practice  Program; 
David  W.  Heilman,  Charleston,  Shadyside  Hospital, 
Pittsburgh;  Ray  L.  Henderson,  Logan,  Cleveland  (Ohio) 
Metropolitan  General  Hospital;  Charles  W.  Hendricks, 
Madison,  and  John  S.  Hill,  Charleston,  Charleston  Me- 
morial Hospital;  Ronald  C.  Hill,  Parkersburg,  Duke 
University  Medical  Center;  Dennis  L.  Hoak,  Huntington, 
St.  Vincents  Hospital,  Worcester,  Massachusetts;  Charles 
R.  Honaker,  Huntington,  and  Thomas  A.  Horsman,  Bim, 
Charleston  Memorial  Hospital;  Brian  D.  Houston, 
Bridgeport,  North  Carolina  Baptist  Hospital,  Winston- 
Salem. 

John  P.  Hutton,  Clarksburg,  WVU  Department  of 
Behavioral  Medicine  and  Psychiatry;  Betty  Hull  John- 
son, Fairmont,  and  Donald  G.  Johnson,  Kopperston, 
Montefiore  Hospital,  Pittsburgh;  Arthur  E.  Kelley, 
Morgantown,  WVU  Department  of  Behavioral  Medicine 
and  Psychiatry;  Thomas  G.  Kenamond,  Wheeling,  Duke 
University  Medical  Center;  Michael  J.  Lewis,  Charles- 
ton, WVU  Department  of  Family  Practice;  Hugh  A. 
Lindsay,  Morgantown,  WVU  Department  of  Obstetrics 
and  Gynecology;  Richard  D.  Lindsay,  Martinsburg, 
Charleston  Memorial  Hospital;  Christopher  M.  Lothes, 
South  Charleston,  Roanoke  (Va.)  Memorial  Hospital; 
Dale  J.  Luketich,  Weirton,  WVU  Department  of  Family 
Practice. 

John  P.  MacGallum,  Madison,  Kanawha  Valley  Fam- 
ily Practice  Program;  Michael  F.  McCagh,  Springfield, 
WVU  Department  of  Medicine;  Lloyd  P.  McGinnis, 
Reedsville,  USAF  Medical  Center,  Scott  AFB,  Illinois; 
Lawrence  F.  Martin,  Vanderbilt,  Pennsylvania,  WVU 
Department  of  Medicine;  John  T.  Matthews,  Charleston, 
Vanderbilt  University  Affiliated  Hospitals,  Nashville, 
Tennessee;  Philip  P.  Metzger,  Elizabethtown,  Penn- 
sylvania, Harrisburg  (Pa.)  Polyclinic  Hospital;  Thomas 

(Continued  On  Page  xiii) 
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S.  Miller,  Fairmont,  Charleston  Memorial  Hospital; 
David  W.  Nesselroade,  Williamstown,  WVU  Depart- 
ment of  Family  Practice;  David  A.  Orenberg,  Parkers- 
burg, Kaiser  Foundation  Hospital,  Oakland,  California; 
Lawrence  H.  Phillips,  II,  Weirton,  University  Hospitals, 
Madison,  Wisconsin;  Gregory  J.  Post,  Fargo,  North  Da- 
kota, St.  Luke’s  Hospital,  Fargo;  John  D.  Richmond, 
Beckley,  Presbyterian  Hospital,  Denver. 

Kenrick  H.  Roberts,  Wheeling,  WVU  Department  of 
Medicine;  Peter  R.  Roberts,  Elkins,  Toronto  (Canada) 
General  Hospital;  Charles  I.  Rogers,  Morgantown,  Medi- 
cal Center  Hospitals,  Charleston,  South  Carolina;  Larry 
C.  Rogers,  Chesapeake,  Charleston  Memorial  Hospital; 
Robert  J.  Rose,  Lead,  South  Dakota,  Sacred  Heart  Hos- 
pital, Spokane,  Washington;  Darrel  F.  Saunders,  Jr., 
Morgantown,  St.  Louis  (Mo.)  Group  Hospitals;  Robert 
K.  Scott,  II,  Logan,  Charles  F.  Kettering  Hospital,  Ket- 
tering, Ohio;  William  G.  Short,  Mullens,  Jacksonville 
(Fla.)  Educational  Program;  George  E.  Snider,  Jr.,  Blue- 
field,  Roanoke  (Va.)  Memorial  Hospital. 

Gary  F.  Steele,  St.  Albans,  Charleston  Memorial  Hos- 
pital; Robert  D.  Stewart,  Dunbar,  Duke  University 
Medical  Center;  John  G.  Tellers,  Chaska,  Minnesota, 
and  David  E.  Vincent,  Fairmont,  WVU  Department 
of  Behavioral  Medicine  and  Psychiatrv;  Thomas  G. 
Wack,  Jr.,  Wheeling,  Memorial  Hospital  of  South  Bend, 
Indiana;  Richard  C.  Walker,  Morgantown,  Akron  (Ohio) 
City  Hospital;  Rome  H.  Walker,  Charleston,  Roanoke 
(Va.)  Memorial  Hospital;  Randall  L.  Waterman,  For- 


man, North  Dakota  St.  Luke’s  Hospital,  Fargo,  North 
Dakota;  Gordon  D.  Willey,  Huntington.  Brooke  Army 
Hospital,  San  Antonio;  David  L.  Williams,  Morgantown, 
Washington  (D.C.)  Adventist  Hospital;  Larry  B.  Wil- 
shire,  Chelyan,  Naval  Hospital,  Bethesda,  Maryland. 


National  Blood  Program 

The  major  blood  banking  groups  and  the  American 
Medical  Association  began  in  late  1973  to  develop 
plans  for  the  implementation  of  a voluntary  national 
program  for  collecting  and  dispersing  blood. 

By  the  end  of  the  year,  two  preliminary  plans  had 
been  proposed— one  developed  by  the  AM  A and  the 
other  jointly  by  the  American  Association  of  Blood 
Banks  (AABB),  the  American  National  Red  Cross 
(ANRC),  and  the  Council  of  Community  Blood  Centers 
(CCBC). 

The  AMA’s  implementation  plan  would  organize 
blood  banks  and  transfusion  facilities  they  serve  within 
a national  system  that  retains  regional  and  local  re- 
sponsibilities and  authority.  Under  this  plan,  voluntary 
nonprofit  blood  banks  of  appropriate  size  able  to  pro- 
vide a full  range  of  services  would  be  considered  eligi- 
ble for  official  designation  as  regional  centers. 

The  AABB-ANRC-CCBC  plan  provided  for  a broadly 
based,  unified  American  Blood  Commission  to  imple- 
ment the  national  blood  policy.  Blood  resource  groups, 
transfusion  services,  and  physicians  who  order  the  blood 
would  be  strongly  represented  on  the  commission. 
There  would  also  be  input  from  consumer,  labor,  and 
business  groups. 


FREE 

WORKING 

CAPITAL. 

Lease  the  equipment  you  need  instead  of 
buying  it.  Free  your  capital  to  do  other 
things  for  you.  Kanawha  Valley  Bank  will 
handle  all  the  details.  All  you  do  is  pick  the 
equipment  you  need,  the  supplier  and 
negotiate  the  price.  We  take  it  from  there. 

We  pay  the  full  cost  including  delivery.  Pass 
the  warranties,  guarantees,  etc.  on  to  you. 

Arrange  lease  payments  to  suit  the  cash 
flow  pattern  of  your  company.  Or  if  you  now 
own  equipment,  we'll  buy  it  from  you,  lease 
it  back  and  free  your  capital  for  other  uses. 

By  leasing,  you  may  also  gain  a tax 
advantage  because  the  payments  are  fully 


deductible.  And  usually  smaller  because  the 
terms  are  longer.  Leasing  can  also  make 
equipment  replacement  easier,  can  increase 
profit  potential  and  it  can  avoid  dilution  of 
equity.  For  more  information  about  lease 
financing,  call  Ken  Summers  at  348-7353. 

Or  stop  by  to  see  him.  At  Kanawha  Valley 
Bank. 

THE  KANAWHA 

VALLEY  BAJMK 

Where  Capitol  crosses  Lee 
Charleston.  West  Virginia  25326 
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THE  American  Medical  Association  is  playing  a 
guiding  role  in  an  attempt  to  establish  an  Ameri- 
can blood  commission  that  would  assure  a national,  all- 
volunteer  supply  of  blood  for  transfusions  and  medical 
emergencies  by  December  31,  1975. 

The  plan  was  made  public  by  Richard  E.  Palmer, 
M.D.,  now  Chairman  of  the  AMA  Board  of  Trustees, 
and  spokesman  for  the  major  groups  involved  in  col- 
lecting, distributing  and  using  blood  at  a press  con- 
ference in  the  AMA- Washington  office. 

Other  major  sponsors  of  the  proposed  American  Blood 
Commission  include  the  American  National  Red  Cross, 
the  American  Association  of  Blood  Banks,  and  the  Coun- 
cil of  Community  Blood  Centers. 

The  proposed  plan  is  for  a volunteer  program  con- 
trolled at  the  local  level,  with  medical  societies  play- 
ing a major  role.  Some  150  national  groups  with  an 
interest  in  a safe  blood  supply  would  be  members  of  a 
commission  that  would  oversee  each  regional  program. 
The  regional  programs  in  turn  would  guide  the  activi- 
ties of  blood  banks  and  transfusion  facilities  in  their 
own  area. 

Last  fall  the  Administration  warned  that  if  the  pri- 
vate sector  could  not  reach  agreement  on  a national 
program  a federally-mandated  program  would  be  sought 
from  the  Congress.  The  AMA  stepped  in  and  mediated 
the  sharply  different  approaches  advocated  by  the  ma- 
jor blood  groups. 

The  major  difference  had  pitted  a for-profit  against 
non-profit  blood  supply.  In  the  non-profit  field,  the 
American  Association  of  Blood  Banks  (AABB)  and  the 
American  National  Red  Cross  have  vied  for  the  leader- 
ship role.  The  non-profit  blood  banks— largely  hospital 
units— chiefly  have  favored  a non-replacement  fee  for 
blood  as  the  most  dramatic  way  of  attracting  donors, 
whereas  the  Red  Cross  traditionally  has  relied  on  strictly 
volunteer  blood. 

Under  the  proposed  plan,  the  for-profits  would  be 
out  in  the  cold.  The  hope  is  that  a non-replacement 
fee  system  will  not  be  needed,  though  it  would  be 
permitted. 

The  AMA-proposed  plan  has  been  published  in  the 
Federal  Register  in  order  to  give  interested  groups 
time  to  comment.  At  a later  date  HEW  will  sponsor 
a conference  to  consider  comments  and  decide  a course 
of  action. 

Commenting  on  the  proposal,  Doctor  Palmer  told  the 
news  conference  it  “builds  on  the  strengths  of  the  plura- 
listic system.” 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


“These  partners  in  the  American  Blood  Commission 
can  communicate  the  medical  necessity  of  a depend- 
able blood  supply  to  the  general  public  from  which 
volunteer  donors  must  come,”  he  said.  “The  systematic 
coordinated  recruitment  of  volunteer  donors  called  for 
by  this  plan  depends  on  a receptive  public  attitude. 

“By  the  end  of  1975  every  blood  bank  associated 
with  one  of  the  three  major  blood  banking  organiza- 
tions expects  to  be  drawing  100  per  cent  of  their  blood 
supply  from  volunteer  donors,”  Doctor  Palmer  said. 

AMA  Warns  Against  ‘Health  Care  Czar’ 

The  American  Medical  Association  has  warned  Con- 
gress that  legislation  before  it  would  treat  the  health 
sector  as  “one  vast,  monolithic  public  utility”  with  the 
Secretary'  of  Health,  Education  and  Welfare  “a  health 
care  czar.” 

Testifying  before  the  Senate  health  subcommittee 
on  a bill  sponsored  by'  Senator  Edward  M.  Kennedy', 
(D-Mass.),  AMA  President  Russell  B.  Roth,  M.D., 
termed  the  bill  “one  of  the  gravest  steps  to  be  proposed 
concerning  health  care  delivery.”  The  measure  calls 
for  replacement  of  Comprehensive  Health  Planning  and 
Regional  Medical  Programs  by  a formal  planning  sys- 
tem  coupled  with  public  utility'  regulations  by  state 
health  commissions  under  HEW  supervision.  “We  are 
opposed  to  the  creation  of  public  utility  type  regula- 
tory controls  and  the  planning  mechanisms  in  this  and 
similar  measures,”  Doctor  Roth  said. 

The  bill  before  the  Senate  health  subcommittee  calls 
for  a formal  system  of  planning  coupled  with  public 
utility  regulation  bv  state  health  commissions  under 
the  supervision  of  the  HEW  Department.  It  is  part  of 
a comprehensive  measure  extending  certain  public 
health  service  programs  and  making  sweeping  changes 
in  the  nature  of  the  present  Comprehensive  Health 
Planning  and  Regional  Medical  Programs. 

“In  our  view  this  extreme  measure  is  unwarranted, 
without  justification  based  on  either  experience  or 
need.  It  carries  serious  potential  for  impeding  a bene- 
ficial development  of  medical  care,”  Doctor  Roth  said. 

He  termed  the  bill  an  “unprecedented  federal  in- 

(Continucil  On  Page  xvi) 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CHAIR.  M.  D. 
EDWARD  J.  FLYNN.  M.  D. 

R.  A.  RANA,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  HILLIER,  M.  D. 

E.  L.  GAGE,  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE.  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D. 
M.  S.  HAJJAR,  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT.  M.  D. 

R.  O.  ROGERS.  JR..  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR..  M.  D. 

JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING.  M.  D. 
BRENNAN  PURKALL,  JR..  M.  D. 

ANESTHESIOLOGY 

DAVTD  H.  GATHERUM,  M.  D 

EMERGENCY  SERVICE 

B.  L.  SALAS.  JR. 

BUSINESS  MANAGER 
JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 


CHARLESTON,  WEST  VIRGINIA  25301 
Phone:  l-(304)-343-4371 


OPHTHALMOLOGY 

Edwin  M.  Shepherd,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Milton  J.  Lilly,  Jr.  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Robert  E.  O'Connor,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Moseley  H.  Winkler,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Retinal  Surgery 

Fluorescein  Angiography 

Argon  Laser  Photocoagulation 

Contact  Lenses 

Strontium  90  Beta  Irradiation 


OTOLOGY 

William  C Morgan,  Jr.,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

OTOLARYNGOLOGY 

Romeo  Y.  Lim,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

Micro-surgery 
Maxillo-facial  Surgery 
Reconstructive  Surgery 
Head  & Neck  Surgery 
Cryosurgery 
Endoscopy 
Oncology 

OPHTHALMOLOGY  and 
OTOLARYNGOLOGY 

John  B.  Haley,  M.D. 

John  A.  B.  Holt,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 


Ancillary  Services 

Orthoptics 

Visual  Fields — Flow  Studies 

Laboratory 

X-ray 

Audiometry 

Audiology 

Nancy  McClung,  M.S. 

Anesthesia 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 
Muriel  Dodds,  CRNA 
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Obituaries 


GLENN  ASHWORTII,  M.  D. 

Dr.  Glenn  Ashworth  of  Buckhannon  died  on  Febru- 
ary 19  in  a Virginia  hospital.  He  was  62. 

A native  of  Upshur  County,  Doctor  Ashworth  was 
a graduate  of  West  Virginia  University  and  received 
his  M.  D.  degree  in  1937  from  Rush  Medical  College 
in  Chicago. 

Survivors  include  the  widow,  one  son,  Eric  Ashworth 
of  Flushing,  Michigan;  two  daughters,  Mrs.  Thomas 
B.  Yost  of  Atlanta  and  Mrs.  William  W.  Brown  of 
Columbus,  Ohio;  two  sisters,  Mrs.  Freda  McClain  of 
New  Milton,  in  Doddridge  County,  and  Mrs.  Lewis 
Pickett  of  Morgantown;  and  two  brothers,  Dr.  Wease 
L.  Ashworth  of  Buckhannon  and  John  Ashworth  of 
Akron,  Ohio. 

« O # 

ISADORE  E.  BUFF,  M.  D. 

Dr.  Isadore  E.  Buff  of  Charleston,  an  early  crusader 
for  clean  air  and  black  lung  benefits  for  coal  miners, 
died  on  March  14  in  a Charleston  hospital.  He  was  65. 

Born  in  Utica,  New  York,  he  moved  a year  later 
with  his  parents  to  Charleston. 

Doctor  Buff  was  a graduate  of  West  Virginia  Uni- 
versity and  received  his  M.  D.  degree  in  1931  from 
the  University  of  Louisville  school  of  Medicine.  He 
interned  at  the  Chesapeake  and  Ohio  Hospital  in  Hun- 
tington. 

A veteran  of  World  War  II,  he  was  a member  of 
the  Kanawha  Medical  Society,  the  West  Virginia  State 
Medical  Association  and  the  American  Medical  Asso- 
ciation. 

Surviving  are  two  daughters,  Dr.  Judy  Buff  of  Cin- 
cinnati and  Mrs.  Dolly  Bromberg  of  Raleigh,  North 
Carolina;  and  two  sisters,  Mrs.  A1  Trope  of  Miami, 
Florida  and  Mrs.  Jack  Goldberg  of  Hollywood,  Florida. 

o » a e 

JAMES  E.  GRACE,  M.  D. 

Dr.  James  E.  Grace  of  Chelyan,  was  dead  on  arrival 
at  a Charleston  hospital  on  February  25.  He  was  62. 

Doctor  Grace  was  a family  physician  and  a medical 
consultant  for  the  West  Virginia  Division  of  Vocational 
Rehabilitation.  He  was  a graduate  of  West  Virginia 
University  and  received  his  M.  D.  degree  in  1938  from 
the  Medical  College  of  Virginia. 

Survivors  include  one  son,  James  Eugene  Grace,  Jr. 
of  Hampton,  Virginia;  two  daughters,  Mrs.  Alice  Lee 
Kearns  of  Charlotte,  North  Carolina  and  Mrs.  Richard 
R.  Heath  of  Charleston;  a brother,  Dr.  Warren  L.  Grace 
of  Chesapeake,  in  Kanawha  County,  and  a sister,  Mrs. 
Robert  Gleason  of  Nederland,  Texas. 


NICHOLAS  F.  SABBACH,  M.  D. 

Dr.  Nicholas  F.  Sabbagh  of  Hudson  Falls,  New 
York,  formerly  of  Ansted,  in  Fayette  County,  died 
recently  in  New  York.  He  was  81.  He  also  had  practiced 
in  Raleigh  and  Preston  Counties. 

Doctor  Sabbagh,  who  moved  to  Hudson  Falls  in 
1971,  was  a native  of  Sidon.  Lebanon.  He  was  a grad- 
uate of  American  University  in  Beirut,  Lebanon  and 
received  his  M.  D.  degree  in  1916  from  New  York 
Medical  College.  He  interned  at  St.  Catherine’s  Hos- 
pital in  Brooklyn  and  did  postgraduate  work  in  ob- 
stetrics and  gynecology  at  the  Ltniversity  of  Paris  and 
Baudeloeque  Clinique  in  Paris,  France. 

Doctor  Sabbagh  was  a member  of  the  Preston  County 
Medical  Association,  the  West  Virginia  State  Medical 
Association  and  the  American  Medical  Association. 

o o e e 

ISAIAH  W.  TAYLOR,  M.  D. 

Dr.  Isaiah  W.  Taylor,  former  Huntington  family 
physician,  died  on  February  28  in  Fort  Lauderdale, 
Florida  at  his  home.  He  was  91. 

Born  in  Freeman,  in  Mercer  County,  Doctor  Taylor 
attended  Concord  State  College  and  West  Virginia 
University,  receiving  his  M.  D.  degree  in  1910  from 
the  Medical  College  of  Virginia. 

He  was  an  honorary  member  of  the  Cabell  County 
Medical  Society,  the  West  Virginia  State  Medical  As- 
sociation and  the  American  Medical  Association. 

Surviving  are  the  widow,  one  son,  Dr.  I.  Ewen 
Taylor  of  Huntington;  three  brothers,  Jesse  of  Rose- 
land,  Florida,  Levi  of  Beckley  and  John  M.  of  Matoaka, 
in  Mercer  County;  and  three  sisters,  Mrs.  Ada  T.  Bailey 
of  Matoaka,  Mrs.  J.  S.  (Bertha)  Hall  of  Middletown, 
Virginia  and  Mrs.  Cora  T.  Painter  of  Princeton. 


MONTH  IN  WASHINGTON— (Continued) 

volvement  in  matters  which,  under  our  federal  system, 
have  traditionally  resided  in  state  and  local  govern- 
ments. 

“We  must  caution  against  the  imposition  of  a mas- 
sive bureaucratic  control  of  the  health  care  system. 
The  expertise  within  governmental  bureaucracy  must 
be  questioned.  We  cannot  afford  to  institute  a system 
which  can  stifle  meaningful  competition,  innovation  and 
development  of  appropriate  health  care  services  and 
facilities.  The  economic  forces  inherent  in  this  pro- 
posal could  defeat  the  intention  of  this  committee  to 
foster  the  developments  of  improvements  in  our  health 
care  delivery  system.” 

A major  provision  of  the  legislation  would  require 
the  state  health  commissions  “to  determine  prospec- 
tively rates  used  for  reimbursement  purposes  for  health 
services  of  health  care  providers  within  the  state  and 
regulate  all  reimbursements  if  such  health  care  pro- 
viders made  on  either  a charge,  cost,  negotiated,  or 
other  basis  and  review  such  rates  at  least  once  a year.” 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $ 1 ,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — - 24  hours  a day  . . . 365  days  a year  . . , world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — -Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 

Rashid  Ahmed,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Karl  J.  Myers,  Jr.  M.  D. 

Anesthesiology: 

G.  E.  Hartle,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


©PHYSICIANS 
PLANNING 
SERVICE 

WEST  VIRGINIA  SERVICE 
REPRESENTATIVES: 

William  W.  Jones 
R.  T.  Cunningham 
Charles  E.  Derbyshire 
Ron  L.  Lambert 
Larry  R.  McClung 
David  L.  Singleton 

510  PRICHARD  BUILDING 
HUNTINGTON,  W.  VA. 

Telephone:  529-7366 


General  and  Thoracic  Surgery 

Stephen  T.  J.  Lee,  M.  D. 

James  A.  Gardner,  M D. 


Orthopedics 

Clifford  A.  Stevenson,  M.  D. 
S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 

Obstetrics-Gynecology 

A.  Ray  Jacobson,  M.  D. 


Internal  Medicine 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D. 
Jose  L.  Oyco,  M.  D. 

Eugene  Warvariv,  M.  D. 

R.  James  Yates,  M.  D. 

S.  L.  Bembalkar,  M.  D. 

L.  H.  Subbaraya,  M.  D. 

Pediatrics 

P.  B.  Gogo,  M.  D. 

R.  G.  D.  Concepcion,  M.  D. 


Ophthalmology 

Edward  T.  Liu,  M.  D. 


Urology 

S.  L.  Francis,  M.  D. 


Stanaford  Road,  P.  O.  Box  50 
Beckley,  West  Virginia  25801 
Phone  (304)  252-7331 


Ear,  Nose  & Throat 

P.  C.  Corro,  M.  D. 

Radiology 

Thomas  L.  Martin,  M.  D. 


Clinic  Manager 

James  P.  Bland 
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the  Dinner  Bell  Restaurant  in  Princeton.  A movie  on 
the  use  of  the  culcloscope  and  the  laparoscope  also 
was  shown. 

A donation  of  $100  to  Camp  Kno-Koma  for  diabetic 
children  was  approved.— John  J.  Mahood,  M.  D.,  Sec- 
retary. 

MONONGALIA 

Doctor  G.  Robert  Nugent  of  the  West  Virginia  Uni- 
versity Medical  Center  presented  the  scientific  pro- 
gram at  the  meeting  of  the  Monongalia  County  Medi- 
cal Society  on  March  5 at  the  Old  Mill  Club  in  Mor- 
gantown. Doctor  Nugent  spoke  on  his  method  of  treat- 
ment of  trigeminal  neuralgia— the  use  of  radio  fre- 
quency current  to  destroy  fibers  of  the  trigeminal 
nerve.  His  success  with  this  operation  has  won  him 
international  recognition. 

Dr.  Richard  V.  Lynch,  Jr.,  a member  of  the  Facili- 
ties Review  Committee  for  Region  VI  and  also  the 
Governor’s  Appointee  to  the  State  Comprehensive 
Health  Planning  group,  was  given  authority  to  vote 
for  the  construction  of  a new  250-bed  Monongalia  Gen- 
eral Hospital  to  replace  the  two  present  hospitals. 

It  was  reported  that  construction  of  a new  County 
Health  Building  should  begin  around  April  1. 

A gift  of  $300  to  Camp  Kno-Koma  for  diabetic 
children  was  approved.— H.  Summers  Harrison,  M.  D., 
Secretary. 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING, 

WEST  VIRGINIA 

General  Surgery: 

Psychiatry  and  Neurology: 

J.  0.  Rankin,  M.  D. 

Albert  L.  Wanner,  M.  D. 

C.  D.  Hershey,  M.  D. 

Stephen  D.  Ward,  M.  D. 

E.  C.  Voss,  M.  D. 

Michael  McNeer,  M.  D. 

Ophthalmology: 

David  Hill,  M.  D. 

W.  F.  Park,  M.  D. 

David  H.  Smith,  M.  D. 

M.  E.  Nugent,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 

R.  V.  Pangilinan,  M.  D. 

Roentgenology: 

Ear,  Nose  & Throat: 

A.  K.  Butler,  M.  D. 

W.  A.  Tiu,  M.  D. 

J.  N.  Aceto,  M.  D. 

Orthopedic  Surgery: 

Speech  Pathologist  and  Audiologist: 

E.  L.  Barrett,  M.  D. 

James  P.  Frum,  M.  S. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Clinical  Laboratories: 

Obstetrics  and  Gynecology: 

Donna  Burlenski 

Robert  W.  Leibold,  M.  D. 

Donna  Bryan 

Robert  T.  Brandfass,  M.  D. 

Technologists: 

A.  Athari,  M.  D. 

Electrocardiography: 

Urology: 

Betty  Maguire,  R.  N. 

D.  C.  Trapp,  M.  D. 

Brenda  Muklewicz,  R.  N. 

Dermatology: 

Electroencephalography: 

K.  W.  Waterson,  M.  D. 

Joann  Green,  R.  N. 

Sheldon  Widlan,  M.  D. 

Juanita  Stone,  R.  N. 

Internal  Medicine: 

Roentgenology: 

Charles  H.  Hiles,  M.  D. 

Evelyn  Forester,  R.  T. 

Albert  M.  Valentine,  M.  D. 

Administration: 

C.  A.  Vasquez,  M.  D. 

Lester  L.  Cline,  Manager 

T.  E.  Chvasta,  M.  D. 

Henry  L.  Castilow,  Asst.  Mgr. 

County  Societies 


CABELL 

Dr.  Hans  Weill  was  guest  speaker  at  the  meeting 
of  the  Cabell  County  Medical  Society  on  March  14. 
Doctor  Weill,  who  is  Professor  of  Medicine  at  Tulane 
University  School  of  Medicine,  discussed  “Clinical 
Problems  of  Occupational  Lung  Disease.” 

Dr.  James  R.  Cook  gave  a progress  report  on  the 
Committee  for  Physician  Recruitment  and  distributed 
samples  of  a new  physician-recruitment  brochure  for 
the  Huntington  area.— F.  Maia,  M.  D.,  Acting  Secretary. 
* * * * 

McDowell 

The  McDowell  County  Medical  Society  met  on 
March  13  at  Doctor’s  Memorial  Hospital  in  Welch. 

Dr.  Mario  S.  Cardona,  President,  announced  com- 
mittee appointments  for  1974. 

A film  on  “Cancer  of  the  Urinary  System”  was  pre- 
sented.—Arthur  A.  Carr,  M.  D.,  Secretary. 

0*0* 

MERCER 

Dr.  T.  Keith  Edwards  of  Bluefield  gave  an  interest- 
ing presentation  on  the  laparoscope  at  the  meeting  of 
the  Mercer  County  Medical  Society  on  March  18  at 
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BURDICKS 

EK/5A 

CARDIOGRAPH 
- NOW  WITH 
NEW  PATIENT 
ISOLATION 


automatic  lead  marking 

Engineering  advancements  that 
made  the  Burdick  EK/5  highly 
respected  by  the  medical  profes- 
sion have  been  retained  in  the 
new  EK/5A  that  also  gives  you 
new  patient  isolation  (extremely 
low  leakage  current  for  maxi- 
mum patient  safety)  and  auto- 
matic lead  marking  activated  by 
the  lead  selector  switch. 
Important  refinements  have  also 
been  added:  long-life  gold  con- 
tacts on  circuit  boards,  fewer 
and  smaller  circuit  boards,  high 
safety  margins  on  components. 
But  safety  and  service-free  oper- 
ation are  not  the  whole  story! 
Burdick  gives  you  operating  con- 
venience, diagnostic  accuracy, 
reliable  performance  — all  in  a 
smartly  styled  17-lb.  instrument. 


Write  us  today  for  a demonstration  in  your  office. 

General  Medical  WEST  VIRGINIA 


Cigarette  Consumption  Deelines, 

But  Smoking  Still  With  Us 

Cigarette  consumption  has  declined  since  the  U.  S. 
Surgeon  General’s  First  Report  on  Smoking  and  Health 
10  years  ago,  but  smoking  is  still  with  us  and  the  ef- 
fects related  to  smoking  remain  as  significant  health 
problems. 

This  is  the  conclusion  of  “Progress  Review  for  Con- 
trolling Smoking,”  written  last  month  by  N.  H.  Dyer, 
M.  D.,  West  Virginia  State  Director  of  Health,  for  a 
bi-weekly  publication  issued  by  the  State  Department 
of  Health. 

Research  on  the  relationship  of  smoking  and  disease 
has  been  devoted  to  a wide  variety  of  concerns  rang- 
ing from  such  specialized  investigations  as  the  Quanti- 
tative Chromatographic  Determination  of  Maleic  Hy- 
drazide  in  Cigarette  Smoke  to  studies  trying  to  learn 
the  connection  between  smoking  and  face  wrinkles. 

One  British  firm,  assuming  the  habit  of  smoking 
will  alway's  continue,  has  been  developing  a tobacco 
substitute,  X.S.M.  (New  Smoking  Material),  derived 
from  wood  pulp  which  is  supposed  to  be  less  irritating 
and  cause  less  skin  cancer  among  experimental  mice. 
A large  amount  of  research  has  been  concentrated  on 
the  leading  causes  of  death  among  U.  S.  citizens:  heart 
disease,  diseases  of  the  blood  vessels  and  cancer. 

Some  noticeable  changes  which  have  occurred  in  al- 
tering or  controlling  smoking  practices  during  the  last 
10  years  include: 

Ban  on  advertising  cigarettes  on  television,  labeling 
of  cigarette  packages  with  possible  health  hazard  warn- 
ing, separation  of  smoking  and  non-smoking  passengers 
on  airplanes,  and  prohibition  of  smoking  in  public  meet- 
ing places  as  offices  and  board  rooms. 

200  Packs  Per  Ferson 

Cigarette  consumption  seems  to  have  leveled  off  at 
around  200  packages  per  person  per  y'ear,  according 
to  a report  presented  at  the  National  Tobacco  Work- 
ers Conference  last  year.  It  also  predicts  a gain  in 
consumption  if  concern  over  smoking  and  health  de- 
clines or  if  a safer  cigarette  is  developed. 

The  most  encouraging  results  in  controlling  smoking 
have  been  in  stopping  youngsters  from  smoking  before 
they'  start.  Investigators  have  found  that  only'  about 
two  per  cent  of  youngsters  smoke  because  they'  actually 
enjoy  the  taste  of  a cigarette.  The  desire  to  smoke  has 
to  be  acquired  and  it  usually  starts  at  an  age  of  16 
or  17. 


2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning 
any  change  in  address.  Notices  should  be 
mailed  to  Box  1031,  Charleston,  West  Vir- 
ginia 25324. 


XX 


The  West  Virginia  Medical  Journal 


CLASSIFIED 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


WANTED — Full-time  Public  Health  Physician  for 
Cabell-Huntington  Health  Department,  Huntington, 
West  Virginia.  Opening  available  immediately.  Con- 
tact Mr.  Ernest  Leaberry,  President,  1336  16th 
Street,  Huntington,  W.  Va.  25701. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 

equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring.  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact L.  Perry  Hyde,  M.  D.,  Director,  Emergency  and 
Ambulatory  Care,  Beckley  Appalachian  Regional 
Hospital,  Beckley,  W.  Va.  25801.  Phone:  (304) 

255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modem 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modem  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


May,  1974,  Vol.  70,  No.  5 


XXI 


MAY  ADVERTISERS 


i 

McDonough-Caperton-Shepherd- 
Goldsmith  Ins.  xvii 

McNeil  Laboratories,  Inc.  ix 

Myers  Clinic,  The  - xviii 

Pharmaceutical  Manufacturers 

Association  Insert,  v 

Physicians  Planning  Service  ...xviii 

Robins,  A.  H.,  Company  Insert 

Roche  Laboratories  ii,  iii,  Insert,  Inside 

Back  Cover,  Back  Cover 

Saint  Albans  Psychiatric  Hospital  xi 

Searle,  G.  D.,  & Company  Insert 

Southern  West  Virginia  Clinic  xviii 

Wheeling  Clinic,  The  xix  . 


The  H ARDING  HOSPTIAL 

A fully  Accredited  Private  Psychiatric  Hospital 

WORTHINGTON 

OHIO 

For  the  Diagnosis  and  Treatment  of  Psychiatric  Disorders 

and  with 

Limited  Facilities  for  the  Aging 

GEORGE  T.  HARDING,  M.  D.  D.  L.  HANSON 

Medical  Director  Administrator 

Phone:  Columbus  614-885-5381 


Abbott  Laboratories  Insert 

Bluefield  Sanitarium  Clinic  ....  xv 

Burroughs-Wellcome  Company  Insert 

Dorsey  Laboratories 

Division  of  Sandoz- Wander,  Inc.  vii 

Eye  and  Ear  Clinic  of  Charleston,  The  xv 

Flint  Laboratories  Insert 

General  Medical  WEST  VIRGINIA  ...  _ xx 

Harding  Hospital  xxii 

Hospital  & Physicians  Supply  Company  xi 

International  Travel  Advisors,  Inc.  . 123 

Kanawha  Valley  Bank,  The  . .......  xiii 


Lilly,  Eli,  and  Company  Front  Cover,  x 


xx  n 
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Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and 
;ension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
oossible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physi- 
cal and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp- 
toms (including convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d .;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric'  patients.- 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Ins. 

Nutley,  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

WWmf  up  to  100  mg  daily  in 
LIKjlIUl  1 1 severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physiciai 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium®  10-mg  capsules 

(chlordiazepoxide  HCI) 
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Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Simple,  accurate  test  for  glycosuria 


TES-TAPE* 

URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  q 
and/or  severity  of  grand  mal  sei;  e 
require  increased  dosage  of  stan  rc 
convulsant  medication;  abrupt  wid 
may  be  associated  with  tempora;  n 
crease  in  frequency  and / or  seve  n 
seizures.  Advise  against  simultanu 
gestion  of  alcohol  and  other  CNS  ;:p 
sants.  Withdrawal  symptoms  (sir  ai 
those  with  barbiturates  and  alcol ) ' 
occurred  following  abrupt  discor  >u 
(convulsions,  tremor,  abdominal  id 
cle  cramps,  vomiting  and  sweating 
addiction-prone  individuals  unde  a> 


:c  ling  to  her  major 
r she  is  a psychoneu- 
ti  it  with  severe 
it  according  to  the 
ti  1 she  gives  of  her 
..  irt  of  the  problem 
j:  like  depression. 
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Charleston;  M.  D.  Reiter,  Wheeling;  L.  Dale  Simmons,  Clarksburg; 
Robert  R.  Weiler,  Wheeling;  J.  Hugh  Wiley,  Morgantown;  and  Roy 
James  Yates,  Beckley. 

Resolutions 

Richard  E.  Flood,  Weirton,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  C.  A.  Hoffman,  Huntington;  Worthy  W.  McKinney,  Beck- 
ley; L.  J.  Pace,  Princeton;  and  Harry  S.  Weeks,  Jr.,  Wheeling. 

Rural  Health 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Harold  D.  Almond, 
Buckhannon;  J.  C.  Arnett,  Rowlesburg;  Ralph  H.  Boone,  Sistersville; 
B.  S.  Brake,  Clarksburg;  Robert  W.  Coplin,  Elizabeth;  Del  Roy  P.  Davis, 
Kingwood;  N.  H.  Dyer,  Charleston;  Vernon  L.  Dyer,  Petersburg;  Earl 
L.  Fisher,  Gassaway;  Robert  R.  Frye,  Mannington;  O.  M.  Harper,  Clen- 
denin;  Mehmet  V.  Kalaycioglu,  Shinnston;  Charles  T.  Lively,  Weston; 
Ralph  McGraw,  Follansbee;  Joseph  B.  Reed,  Buckhannon;  Charles  J. 
Sites,  Franklin;  and  Charles  E.  Staats,  Charleston. 

Tuberculosis 

Hugh  S.  Edwards,  Beckley,  Chairman;  J.  N.  Aceto,  Wheeling; 
Charles  E.  Andrews,  Morgantown;  Robert  M.  Biddle,  Parkersburg; 
J.  M.  Brand,  Chester;  William  L.  Cooke,  Charleston;  N.  Allen  Dyer, 
Bluefield;  George  F.  Evans,  Clarksburg;  Dominic  J.  Gaziano,  Charles- 
ton; G.  R.  Maxwell,  Morgantown;  Ralph  H.  Nestmann  and  Morris  H. 
O'Dell,  Charleston;  Robert  J.  Reed,  III,  Wheeling;  James  T.  Smith, 
Charleston;  M.  A.  Viggiano,  New  Martinsville;  James  H.  Walker, 
Charleston;  and  David  H.  Williams,  Weirton. 

Venereal  Disease 

N.  H.  Dyer,  Charleston,  Chairman;  Hunter  Boggs,  Charleston;  C.  Y. 
Moser,  Kingwood;  Frank  M.  Peck,  Huntington;  David  S.  Pugh,  Chester; 
Thomas  L.  Thomas,  Wheeling;  M.  A.  Viggiano,  New  Martinsville; 
Lyle  D.  Vincent,  Parkersburg;  and  Isaiah  A.  Wiles,  Morgantown. 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C 


Woman  (man)  cannot. 
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Human  beings  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins.  They  should 
be  replenished  continuously. 

Normally,  people  accomplish  this  in  their  daily 
diet.  But  under  conditions  of  illness,  stress,  in  conva- 
lescence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 


In  such  cases,  Surbex-T  may  be  indicated.  Surbex-T 
makes  it  easy  and  convenient  to  restore  the  water- 
soluble  vitamins.  Each  tablet  provides  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 

Where  nutritional  status  must  be  pre- 
served, Surbex-T  can  help  restore  what 
the  body  cannot  effectively  store  . 403482 


ABBOTT  f 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


STAGE  1 


STAGE  2 


STAGE  3 
STAGE  4 

HOURS  # 1 • 1 . ^ 

begins  within 
17  minutes,  on  average 

• • • i r y r 

an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Vverage  Time  Required 
o Fall  Asleep  (4  Studies, 
6 Subjects2  5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories  25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'* 2 3 * 5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
ifrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
i keen  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
Ihould  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

tefore  prescribing  Dalmane  (flurazepam  HCI),  please  consull  Complete  Product  Information, 
summary  of  which  follows: 

ndications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  ini  falling  asleep, 
Irequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
Insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
H leep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
■ lot  necessary  or  recommended. 

;j  Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CMS 
H lepressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
I e.g  , operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
I potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
Itersons  under  15  years  of  age  Though  physical  and  psychological  dependence  have  not  been 
| eported  on  recommended  doses,  use  caution  in  administering  to 
D iddiction-prone  individuals  or  those  who  might  increase  dosage. 

) I Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
I imited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

Ilf  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
Bzffects,  consider  potential  additive  effects.  Employ  usual  precautions 

I in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
tj  suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 

II  function  tests  are  advised  during  repeated  therapy.  Observe  usual 
H precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 

■ staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 

■ or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
I coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
I been  reported  Also  reported  were  headache,  heartburn,  upset 

■ stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
I ness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 

I chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 

■ also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 

I blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
I breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
I tion,  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 

I restlessness,  hallucinations,  and  elevated  SCOT,  SGPT.  total  and 
I direct  bilirubins  and  alkaline  phosphatase  Paradoxical  reactions, 

U c.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
I reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
' | usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
1 ! dated  patients  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 Kales  A,  et  al  Arch  Gen  Psychiatry  23  226-232.  Sep  1970 

2.  Karacan  1 , Williams  RL,  Smith  J R The  sleep  laboratory  in  the  investigation  of  sleep  and 
I sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 

Association,  Washington  DC.  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

i 4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

I 5.  Dement  WC  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosagi 


<(roche)> 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


there  a need 
for  a drug 
compendium? 

■ a rlri  10  intollicronl 


Government  Health  Official 

Henry  E.  Simmons,  M.D. 

Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 

Education  and  Welfare 


Maker  of  Medicine 

Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


Dialogue 


Adrugcompencir 
of  the  type  I envis  rr 
would  fill  a definite 
need  for  the  pra  c 
ing  physician.  Si 
compendium  w 'li 
give  him  all p 
information  r> 
essary  for  u i; 
a drug  intelligently,  and  it  woul 
do  so  in  a clear,  concise,  con- 
venient, objective  and  balance' 
fashion. 

What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what . 
drug  will  do,  when  he  should  us  it 
for  what  type  of  patient,  for  hov 
long,  in  what  dose,  what  benefi 
his  patient  is  likely  to  obtain,  th 
risks  involved,  and  cross-reacti  is 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  an 
have  the  same  legal  status.  In  f;t, 
a complete  compendium  with  ctv 
plete  and  current  information 
might  even  eliminate  the  necesty 


A drug  compendium,  or 
preferably  compendia,  should, 
believe,  be  private,  not  federal, 
sponsorship.  They  should  contc 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printec 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  ye r. 

Function  of  a Compendium 

A compendium  should  fur 
nish  the  following  information  o 
drugs  inthefollowingorder:  ind a- 
tions  for  use,  side  effects,  adver: 
drug  reactions,  contraindicatior, 
drug  interactions,  drug  dosage ; c 
the  dosage  forms  marketed.  Dri 
prices  should  not  be  included  b< 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  se 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  question: 
must  be  left  for  the  practicing  p - 
sician  to  decide,  whether  on  the 
basis  of  the  medical  literature,  h 
own  clinical  experience,  advice 
colleagues,  information  suppl ie< 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  n 
how  to  use  drugs.  Rather,  it  mus 
be  a reference  source  designed  < i- 
marily  to  refresh  his  memory  as  i 
drugs  he  may  not  use  regularly. 


pent ) package  insert  in  many  in- 
dices. This  would  constitute  a 
mfei  stantial  saving  for  the  manu- 
ipfaj  urer. 

By  a complete  compendium, 
not  mean  a volume  of  prohibi- 
ralij  size.  You  don't  need  a book 
oniijr  cribing  25,000  products  with 
Enormous  amount  of  repetition, 
win  her,  drugs  should  be  arranged 
m- 1 ;lass.  Mutually  applicable  infor- 
nceh  :ion  would  be  provided,  along 
t l brief  discussions  pinpointing 
j I erences  in  specific  drugs  of 
1 1 class.  Listings  would  be  cross- 
ri  3xed  in  a useful  way. 

latl 

dui  er  Available  Documents  as 
W irces  of  Information 

lefrji  Existing  references  such  as 
.,f  R and  the  AMA  Drug  Evaluation 
jctif  obviously  useful  but  they  are 
i Dmplete.  Either  they  are  not 
be  jss-referenced  by  generic  name 
art  I do  not  group  drugs  with  simi- 
nfioharacteristics,  or  they  do  not 
hi  all  the  available  and  legally 
in]  rketed  drugs.  And  some  of 
J,  se  omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compilingand  editinga  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


or  | >uld  in  no  way  imply  control  over 
Id]  practitioner’s  prerogatives. 

•jl  j 

1 iy  Another  Compendium? 

A practicable,  single-volume 
'hmpendium  cannot,  nor  is  it 
’ pessary  to,  include  all  drugs  on 
; D market  today.  From  my  prac- 
/ ‘ 3 of  internal  medicine  for  some 
: ! years,  my  experience  as  a con- 
‘ tant,  and  as  a faculty  member 
i four  or  five  medical  schools,  I 
uld  estimate  that  a doctor  uses 
; ly  30  to  35  drugs  regularly.  The 
72  Physicians’ Desk  Reference, 

1 :identally,  contained  about 
® >00  entries. 

0l  As  to  whether  there  should  be 
, ederal  compendium,  in  my  opin- 
, ! i,  as  stated  earlier,  the  answer  is 
sy— there  should  not  be  one.  The 
iposal  assumes  that  existing 
..  mpendia  are  inadequate.  We’re 
t sure  of  that  at  all.  Whatever  its 
j!  perfections,  the  present  drug 
ormation  system  in  the  U.S.  is 
‘ en,  multifaceted,  pluralistic  and 
' tensive.  Good  compendia  exist, 
well  as  other  ample  sources  on 
' ug  therapy,  ranging  from  journal 
eraturethroughAMADrugEvalu- 
on  to  company  materials.  Not 
physicians  may  use  such 
urces  as  often  or  as  wel  I as  they 
; ould,  but  that  is  the  fault  of  the 
' an,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


duce another  book,  it  makes  much- 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/ legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  — a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  for  a new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies  — but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  1 00  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 


The  Rx  that  says 

“Relax" 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 


SODIUM1 


(SODIUM  BUTABARBITAL) 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non* 

cumulative  action  begins  to  work  within  30  minutes. ..yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster”  nor  a “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated; 

a 30-year  safety  record  assures  you  that  there  is  little  likelihoo 
of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money: 
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TT  is  well  known  that  carcinoma  of  the  lung  is 
one  of  the  leading  causes  of  male  cancer 
deaths.  A recent  report  of  the  American  Cancer 
Society  estimates  79,000  new  cases  this  year, 
an  increase  of  approximately  3,000  cases  over 
1972.  The  incidence  of  lung  carcinoma  is  in- 
creasing at  an  alarming  rate.  It  is  approximately 
10  times  more  frequent  in  males  than  females 
and  15  times  greater  than  40  years  ago.  Fifty 
per  cent  of  the  patients  presenting  with  bron- 
chogenic carcinoma  are  inoperable  when  first 
seen.  Half  of  those  tumors  amenable  to  surgery 
are  unresectable.  For  this  reason,  it  has  been 
said:  “Carcinoma  of  the  lung  is  a fatal  disease 
and  truly  early  pulmonary  cancers  are  a rare 
clinical  entity.” 

The  highest  incidence  of  lung  carcinoma  is 
between  the  ages  of  50  to  60  years.  Less  than 
one  per  cent  occur  below  30;  approximately  ten 
per  cent  after  age  70. 

The  purpose  of  this  report  is  to  present  the 
unusual  case  of  a 24-year-old  male  with  carci- 
noma of  the  lung  who  has  survived  five  years 
after  developing  bone  metastases.  He  was 
treated  with  radiation  and  Cyclophosphamide. 

Case  Report 

In  August  1966,  R.R.,  a 24-year-okl  truck 
driver  was  seen  in  consultation  at  another  in- 
stitution with  the  complaints  of  chronic  cough 
and  tiredness  for  the  last  six  weeks.  The  patient 
had  been  treated  for  pneumonia  for  two  weeks 
without  improvement.  He  had  lost  12  pounds  in 
five  weeks. 

On  physical  examination,  the  patient  was  not 
in  acute  distress,  but  had  a productive  cough 
with  whitish  sputum  but  no  blood.  On  auscul- 
tation there  was  diminution  of  breath  sounds 


on  the  right  side  and  dullness  to  percussion.  A 
chest  x-ray  on  September  1,  1966  showed  atelec- 
tasis and  probable  pneumonia  in  the  right  lung 
(Figure  1). 

On  September  2,  1966,  however,  bronchos- 
copy showed  a tumor  mass  filling  the  right  main- 
stem  bronchus  at  the  level  of  the  middle  lobe 
orifice.  Riopsy  specimen  was  taken  with  some 
bleeding.  The  impression  was  bronchial  ade- 
noma or  bronchogenic  carcinoma.  Cytology  of 
bronchial  washings  was  Class  V.  The  bronchial 
biopsy  showed  undifferentiated  carcinoma, 
probably  of  bronchial  origin. 

On  September  8,  1966,  a right  thoracotomy 
was  performed.  A large  tumor  was  biopsied. 
Histology  revealed  a malignant  tumor  charac- 
terized by  numerous  giant  cells  and  abundant 
mitotic  figures.  The  cells  contained  vacuolated 
eosinophilic  cytoplasm  and  prominent  red  nu- 
cleoli. There  was  a heavy  fibroblastic  reaction 
to  the  presence  of  the  tumor.  Diagnosis  was  un- 
differentiated carcinoma  (Figures  2,  3). 

Because  of  some  doubt  as  to  whether  this 
was  truly  undifferentiated  carcinoma  or  sarcoma, 
the  slides  were  sent  to  the  Armed  Forces  Insti- 
tute of  Pathology  in  Washington,  D.  C.  The  fi- 
nal review  came  back  as  “pleomorphic  broncho- 
genic carcinoma  with  metastases  to  the  medi- 
astinum.” 

The  patient  was  referred  for  radiation  ther- 
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Figure  1.  Bronchoscopy  one  day  after  this  film  showed 
a tumor  mass  filling  the  right  main  stem  bronchus  at  the 
level  of  the  middle  lobe  orifice.  These  is  atelectasis  and 
probably  pneumonia. 


% 


* 


apy.  He  was  treated  with  a 25  MEV  Betatron 
through  opposing  fields  of  21  x 14  cm.  covering 
the  right  lung.  Between  September  29,  1966  and 
November  11,  1966,  he  received  a total  tumor 
dose  of  6000r.  The  patient  obtained  a good 
symptomatic  response.  Five  months  later  a chest 
x-ray  showed  good  resolution  of  the  tumor  mass 
(Figure  4). 

In  March  1967,  he  was  admitted  to  the  same 
institution  following  an  accident  at  work.  While 
climbing  into  a truck,  he  experienced  severe 
pain  in  the  left  thigh.  X-ray  of  the  left  thigh  re- 
vealed a destructive  lesion  of  the  mid-shaft  of 
the  left  femur  at  the  location  of  the  patient’s 
pain  and  swelling.  The  patient  had  an  open 
biopsy  revealing  a definite  metastatic  bone 
lesion.  The  histology  of  this  tumor  was  essent- 
ially the  same  as  the  right  lung  tumor  (Fig- 
ures 5-6).  The  patient  was  discharged  on  crut- 
ches with  plans  for  palliative  radiation  therapy. 

In  April  1967,  the  patient  was  referred  to  us 
in  consultation  for  radiation  therapy  to  the  met- 
astatic lesion  of  the  left  femur.  The  patient  was 
walking  with  crutches  and  was  in  fairly  good 
condition.  The  biopsy  scar  was  well  healed. 
Bone  survey  showed  that  the  patient  had  ques- 
tionable lytic  metastases  in  the  skull,  distal  fe- 
murs, right  tibia  and  sacrum.  The  patient  was 
started  on  a course  of  palliative  Cobalt  60  Tele- 


Figures  2-3.  Abundant  mitotic  figures  with  large  polyhedral  cells  giving  a pleomorphic  pattern.  (High-Dry  mag- 
nification). (Low  power  1 x 100). 
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Figure  4.  Five  months  after  6000r.  delivered  in  six 
weeks  with  a 25  MEV  Betatron,  the  tumor  showing  good 
resolution.  There  is  some  volume  loss  in  the  right  lung, 
but  overall  improvement  is  present  (4-27-67). 


therapy  to  the  left  femur  through  opposing  fields 
of  12  x 16  cm.  Between  May  1,  1967  to  May  18, 
1967,  he  received  a total  tumor  dose  of  3000r 
( Figure  7).  Because  of  generalized  bone  met- 
astases  and  the  histology  of  the  tumor,  Cytoxan 
therapy  was  instituted.  Scattered  instances  in 
the  literature  of  up  to  50  per  cent  initial  re- 
sponse with  good  symptomatic  relief  in  bron- 
chogenic carcinoma  were  reported.  Cyclophos- 
phamide 50  mg.  t.i.d.  was  started.  At  that  time, 
the  patient  was  also  complaining  of  increased 
pain  in  the  right  femur.  X-rays  revealed  a def- 
inite lytic  lesion  of  the  right  femur  with  cortical 
destruction  (Figure  8). 

A palliative  course  of  Cobalt  60  Teletherapy 
to  the  right  femur  was  delivered  through  a sin- 
gle field  of  10  x 15  cm.  He  received  a tumor 
dose  of  2000r  in  12  treatments  delivered  over  a 
12-day  interval.  The  patient  had  a good  symp- 
tomatic response  and  was  sent  home  to  continue 
on  Cytoxan  150  mg.  daily. 

Since  then,  the  patient  has  been  seen  in  our 
clinic  in  follow-up.  Repeated  bone  surveys, 
SMA-12  surveys,  chest  x-rays  and  physical  ex- 
aminations have  failed  to  reveal  further  evidence 
of  recurrent  or  metastatic  disease  (Figure  9). 

The  last  follow-up  on  this  patient  was  on 
September  5,  1973.  At  that  time  he  was  feeling 
fine.  His  only  complaint  was  shortness  of  breath 


Figures  5-6.  Metastatic  lesion  left  femur,  showing  a similar  pattern  as  in  the  primary  lung  tumor.  (High-Low  mag- 
nification). 
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Figure  7.  On  the  right:  Metastatic  lesion  on  the  left 
femur,  treated  with  Cobalt  60,  Teletherapy,  T.D.  3000r 
in  18  days  (5-18-67).  On  the  left:  Same  area  showing 
marked  cortical  thickening  5 years  post-x-ray  therapy 
and  Cytoxan  (5-22-72). 


which  he  has  had  for  some  time,  evidently  due 
to  the  fibrotic  radiation  changes  in  the  right 
lung. 

In  December  1971,  or  four  and  one-half  years 
after  Cytoxan  150  mg.  t.i.d.  was  begun,  the  dose 
was  reduced  to  100  mg.  daily.  The  dose  has 
been  reduced  to  .50  mg.  daily  during  the  past 
few  months.  The  patient  is  working  on  his  farm. 
The  physical,  radiologic  and  laboratory  exami- 
nations of  the  last  follow-up,  six  years  and  two 
months  after  starting  on  Cytoxan,  were  essent- 
ially normal.  Cytoxan  has  been  presently  re- 
duced to  50  mg.  every  other  day.  There  has 
been  no  evidence  of  any  toxicity  from  the  Cy- 
toxan therapy  over  this  long  period  of  time. 

Discussion 

Multiple  chemotherapeutic  agents  have  been 
tried  in  the  treatment  of  advanced  or  inoper- 
able carcinoma  of  the  lung  with  very  poor  re- 
sults. Cyclophosphamide  has  been  one  of  the 
most  promising  agents  in  the  attack  of  this 
dreadful  tumor. 

Reports  from  the  British  literature  in  1965 
show  50  per  cent  response  obtained  in  49  cases 
of  bronchogenic  carcinoma.  Recent  reports  from 
the  VA  lung  group  who  started  a clinical  trial 


in  August  1962  state  that  for  oat  cell  carcinoma, 
the  use  of  Cyclophosphamide  has  given  a def- 
inite increase  in  survival.  Patients  treated  live 
almost  three  times  longer  than  the  placebo 
groups.  Patients  with  squamous  cell  carcinoma 
or  adenocarcinoma  show  no  response.  Also,  pa- 
tients with  anaplastic  and  poorly  differentiated 
carcinomas  benefit  with  Cyclophosphamide 
while  the  use  of  Mechlorethamine  is  superior  in 
squamous  cell  carcinoma  and  ineffective  in 
adenocarcinoma. 

The  authors  suggest  that  there  is  a selective 
activity  on  the  histological  group  by  the  bifunc- 
tional alkalating  agents.  Objective  response  has 
also  been  noted  with  l,3-BIS(2-Chloroethyl) 
1-Nitrosourea  (BCNU)  but  without  increase  in 
clinical  survival.  Hydroxy  Urea  has  also  given 
significant  improvement  in  survival  in  extensive 
disease.  Twenty  per  cent  survive  eight  months 
against  six  months  with  a placebo. 

The  VA  study  group  also  states  that  Mech- 
lorethamine, Cyclophosphamide  and  Methotrex- 
ate lead  the  list  with  objective  responses  in  ap- 
proximately 25  per  cent  to  35  per  cent  of  cases 
with  carcinoma  of  the  lung.  A recent  report 
suggests  that  perhaps  a combination  of  Vincris- 
tine, Prednisone,  Cytoxan  and  Procarbazine 
gives  quite  significant  improvement  in  oat  cell 
carcinoma. 


Figure  8.  Faintly  outlined  metastatic  lesion  on  the 
right,  in  the  right  femur.  Left:  Cortical  thickening  of 
the  previous  lesion  4 years  after  receiving  2000r.  in  15 
days  with  Cobalt  60  Teletherapy  and  Cytoxan. 
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Figure  9.  Post-radiation  changes  are  noted  on  the  right 
six  and  one-half  years  after  therapy.  (Right  rib  fractures 
were  due  to  interval  trauma)  (3-7-73). 


Our  case  presented  a very  unusual  patient 
of  24  years  with  pleomorphic  bronchogenic  car- 
cinoma, extensive  bone  metastases  and  his  very 
successful  response  to  Cyclophosphamide  alone 
for  a “cure”  of  over  six  years.  Statistical  reports 
of  five-year  survival  with  extensive  disease  in 
carcinoma  of  the  lung  are  very  scanty  and  prac- 
tically unknown.  We  feel,  however,  that  chemo- 
therapeutic agents  such  as  Cyclophosphamide, 
Hydroxy  Urea,  BCNU,  Methotrexate  and  others 
merit  continued  efforts  as  a “sometimes  last  re- 
sort” in  the  treatment  of  this  “epidemic  neo- 
plasm.” 

There  are  still  some  questions  in  regard  to 


the  prolonged  use  of  chemotherapeutic  agents 
concerning  immunologic  aspects  and  response 
of  these  patients  treated  over  long  periods  of 
time.  Questions  such  as  the  extent  Cyclophos- 
phamide interferes  with  expression  of  estab- 
lished delayed  hypersensitivity,  newly  induced 
delayed  hypersensitivity  and  the  ability  to  pro- 
duce humoral  antibodies  to  a foreign  antigenic 
stimulus  are  still  without  definite  answer.  The 
direct  correlation  of  favorable  clinic  response 
and  immune  suppression  is  still  not  well  known. 
Previous  studies,  however,  have  shown  definite 
benefit  with  the  use  of  Cytoxan  in  certain  cases 
of  carcinoma  of  the  lung,  particularly  oat  cell 
and  undifferentiated  types.  At  least  two  studies 
mentioned  in  this  paper  agree  statistically  that 
the  objective  response  has  been  in  the  neighbor- 
hood of  40  to  50  per  cent.  Nevertheless,  as  the 
initial  response  of  the  majority  of  patients  has 
been  short-lasting,  further  trials  with  new  chem- 
otherapeutic agents  are  being  conducted.  We 
hope  that  in  the  near  future,  responses  such 
as  the  one  we  had  with  this  exceptional  case 
will  be  long-lasting. 

Summary 

This  paper  presents  a six-year  “cure”  of  a 24- 
year-old  male  with  pleomorphic  bronchogenic 
carcinoma  and  bone  metastases  treated  with 
radiation  therapy  and  Cyclophosphamide.  There 
is  no  evidence  of  recurrent  or  metastatic  disease. 
No  toxic  effects  from  Cyclophosphamide  have 
occurred  in  spite  of  the  long  period  of  time  that 
the  patient  has  been  on  this  agent. 
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(Three  Case  Presentations) 

(1 ) Superior  Vena  Cava  (SVC)  Obstruction  Syndrome 


James  Doll,  M.  D.,  Resident  in  Medicine,  West 
Virginia  University  Hospital. 

(Case  History) 

'"pHE  patient  is  a 52-year-old  coal  miner  ad- 
mitted  to  this  hospital  for  the  first  time  in 
December  1973  for  evaluation  of  a possible 
superior  vena  cava  obstruction.  He  was  in  good 
health  until  July  1973,  when  he  noticed  dryness 
of  his  mouth.  In  September  he  noted  weakness 
of  his  thighs  and  hands  to  the  extent  that  he 
could  not  tear  paper  or  rise  from  a chair  with- 
out aid.  These  symptoms  had  almost  completely 
abated  with  his  admission  to  this  hospital  ex- 
cept for  some  minimal  thigh  weakness.  In  De- 
cember early  morning  periorbital  and  facial 
edema  were  noted.  He  complained  of  neck  full- 
ness, and  exercise  of  any  type  caused  dyspnea 
with  a full  feeling  of  his  chest,  neck,  and  head. 
He  also  noted  that  bending  forward  caused  his 
face  to  feel  full  and  flushed.  His  voice  was 
deeper  but  not  hoarse.  He  had  a cough  for  three 
weeks  productive  of  yellow  mucus  but  without 
hemoptysis.  He  had  a 35-pack-year  history  of 
smoking  and  had  lost  thirty  pounds  since  July, 
although  this  loss  was  partially  due  to  a volun- 
tary diet.  The  remainder  of  his  history  was  un- 
remarkable. 

Physical  examination  revealed  distention  of 
the  neck  veins  to  the  angle  of  the  mandible  at 
90°.  The  neck  veins  didn’t  vary  with  respiration, 
and  there  was  marked  fullness  of  his  neck.  There 
were  decreased  breath  sounds  in  both  upper 
lungs  posteriorly.  In  the  supine  position  cya- 
nosis of  his  head,  neck,  and  upper  chest  with 
visible  collateral  veins  on  his  upper  chest  were 
noted.  He  had  weakness  of  his  thighs  dem- 
onstrated by  inability  to  hop  and  difficulty 
squatting. 


Laboratory  tests  including  blood  counts  and 
serum  chemistries  were  within  normal  limits. 
Bronchoscopy,  scalene  node  biopsy,  and  med- 
iastinoscopy were  not  diagnostic.  Chest  x-ray 
(Figure  1)  showed  a prominent  right  hilum  and 
superior  vena  cava  with  irregular  oval  infiltrates 
in  the  right  upper  lobe  and  right  lower  lobe.  A 
selective  view  of  a superior  vena  cavagram 
(Figure  2)  showed  complete  obstruction  of  the 
superior  vena  cava  with  tumor  invading  the 
lumen.  Thoracotomy  revealed  small  cell  undif- 
ferentiated carcinoma  of  the  lung  invading  the 
mediastrinum. 

Discussion 

The  Superior  Vena  Cava  Syndrome  was  first 
described  by  William  Hunter  in  “Medical  Ob- 
servations and  Inquiries,”  in  1757,  in  which 
a case  due  to  aortic  aneurysm  was  described. 

Diagnosis  of  the  acute  syndrome  is  rarely  a 
problem,  but  the  etiology  is  sometimes  more  dif- 
ficult to  establish.  From  reviews  of  the  literature 
during  the  period  1904-1954,  the  frequency  of 
primary  thoracic  neoplasms  as  the  cause  of  the 
SVC  syndrome  was  relatively  constant,  ranging 
from  35-51  per  cent.  In  recent  years,  however, 
bronchogenic  carcinoma  has  accounted  for  ap- 
proximately 80  per  cent  of  the  cases  and  other 
intrathoracic  tumors  account  for  another  10  per 
cent.  It  is  anticipated  that  two  to  five  thousand 
new  cases  of  this  syndrome  may  present  each 
year  in  this  country. 

An  etiologic  classification  by  Lowenberg  et  al1 
includes: 

( 1 ) Carcinoma  of  the  lung  — primary  or 
metastatic. 

(2)  Mediastinal  Lesions: 
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Figure  1 (left).  PA  chest  x-ray  showing  abnormal  right  hilum  and  right  upper  lobe.  Figure  2 (right).  Vena  cava- 
gram  showing  filling  defect  from  tumor  invasion  (arrows). 


A.  Lymphomas,  leukemia,  neurogenic 
tumors. 

B.  Thymoma. 

C.  Tuberculosis  or  syphilitic  medias- 
tinitis. 

D.  Histoplasmosis  mediastinitis. 

E.  Nonspecific  or  idiopathic  chronic 
fibrosing  mediastinitis. 

F.  Post-irradiation  mediastinal  fibrosis. 

G.  Mediastinal  trauma  with  hema- 
toma formation. 

H.  Benign  mediastinal  tumors: 

substemal  goiter,  dermoid  cysts. 

(3)  Idiopathic  thrombosis  of  the  superior 

vena  cava. 

(4)  Aneurysm  of  the  ascending  aorta. 

(5)  A-V  fistula  between  the  ascending 

aorta  and  the  superior  vena  cava. 

Symptoms  and  signs  are  related  to  rapidity  of 
onset,  completeness  of  obstruction,  venous  hy- 
pertension cephalad  to  the  lesion,  and  to  the 
pressure  effects  of  the  mediastinal  lesion  itself. 
These  include:  dilatation  of  collateral  super- 
ficial veins  of  the  neck,  arms,  chest,  and  esopha- 
gus; edema  of  the  face,  neck,  and  upper  ex- 
tremities; flushing  or  cyanosis;  central  nervous 
symptoms  such  as  headache,  nausea,  dizziness, 
distortion  of  vision,  drowsiness,  stupor  and  even 
convulsions;  and  prominence  of  the  eyes  with 
injection  of  the  conjunctiva.  All  symptoms  are 
intensified  by  recumbency,  and  cyanosis  may  be 


intensified  by  instructing  the  patient  to  lean  for- 
ward for  several  minutes. 

Diagnosis  is  usually  made  clinically  but,  if 
the  diagnosis  is  in  doubt  and  specific  etology 
is  sought,  other  methods  employed  are: 

( 1 ) Antecubital  venous  pressure  readings. 

(2)  Venography  and  intravenous  angio- 
cardiography. 

(3)  Bronchoscopy,  mediastinoscopy,  and 
lung  biopsy. 

(4)  Tomograms. 

(5)  Scalene  node  biopsy. 

(6)  Thoracotomy. 

Of  61  cases  reported  by  Urschel  and  Paulson2 
a clinical  diagnosis  was  made  in  thirty;  bronch- 
oscopy and  scalene  node  biopsy  yielded  a diag- 
nosis in  eleven  cases  each,  mediastinoscopy  in 
five,  and  thoracotomy  in  four.  Fifty-five  of  the 
lesions  were  malignant. 

Treatment  of  the  SVC  syndrome  is  primarily 
radiation.  Subjective  improvement  of  symptoms 
usually  occurs  24-72  hours  after  initiation  of 
therapy  if  the  patient  has  a radiosensitive  tumor. 
Objective  improvement  may  be  delayed  but  us- 
ually is  evident  by  the  10th  day  of  treatment. 
Diuretics  may  be  used  initially  to  decrease 
edema  and  steroids  have  been  employed  to  de- 
crease so-called  “radiation  edema.” 

Surgery  and  chemotherapy  are  infrequently 
utilized  in  the  treatment  of  the  SVC  syndrome. 
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Surgery  may  be  employed  when  there  is  a 
benign  lesion  causing  obstruction  such  as  a thy- 
moma or  retrosternal  goiter.  Chemotherapy  may 
be  employed  for  those  patients  who  can’t  have 
radiation  and  for  those  patients  with  lymphomas 
in  adjunct  to  radiation.  Levitt  et  al,3  in  a rando- 
mized study,  compared  the  treatment  of  malig- 
nant SVC  syndrome  between  patients  treated 
with  radiation  alone  and  those  treated  with 
radiation  and  nitrogen  mustard.  He  found  there 
was  no  apparent  advantage  to  the  additional  use 
of  nitrogen  mustard. 

Prognosis  is  generally  poor  because  80-90  per 
cent  of  the  patients  have  bronchogenic  carci- 
noma. The  SVC  syndrome  may  present  as  a 
medical  emergency  manifested  by  respiratory, 
cardiovascular,  or  CNS  insult.  Radiation  fre- 
quently needs  to  be  administered  immediately 
even  before  a tissue  diagnosis  is  sought.  Of  the 
61  patients  reviewed  by  Urshel  the  average  sur- 
vival after  the  onset  of  symptoms  was  seven 
months  in  the  malignant  group.  Of  31  patients 
treated  with  4000  rads  by  Longacre  and  Shock- 
man4  the  median  survival  was  six  months.  These 
latter  authors  speculate  that  the  survival  may 
be  shortened  by  cardiac  involvement  which 
they  found  in  70  per  cent  of  their  cases.  They 
felt  that  survival  may  be  lengthened  if  radia- 
tion is  extended  to  include  a portion  of  the 
heart. 

In  summary  the  SVC  syndrome  is  not  an  un- 
common clinical  entity.  Recognition  by  phy- 
sicians is  of  utmost  importance  because  it  oc- 
casionally constitutes  a medical  emergency. 

Edmund  B.  Flink,  M.  D.,  Professor  and  Chairman, 
Department  of  Medicine. 

The  body  doesn’t  tolerate  very  high  pressure 
in  the  superior  vena  cava.  Patients  with  su- 
perior vena  cava  obstruction  usually  do  not  have 
orthopnea  so  they  are  able  to  lie  flat.  Thus, 
edema  of  the  face,  pharynx  and  larynx  result. 
I would  like  to  emphasize  that  the  very  simple 
maneuver  of  having  the  patient  sleep  with  his 
head  and  trunk  of  his  body  raised  at  least  to  30° 
from  the  horizontal  will  ameliorate  or  eliminate 
the  troublesome  laryngeal  and  pharyngeal 
edema. 

W.  K.  C.  Morgan,  M.  D.,  Professor  of  Medicine, 
Division  of  Pulmonary  Disease. 

I note  that  this  patient  underwent  a scalene 
node  biopsy.  As  a general  rule  this  procedure 
should  be  avoided  in  superior  vena  cava  ob- 
struction since  it  frequently  leads  to  trouble- 
some and  indeed  life-threatening  hemorrhage. 
An  additional  point  that  needs  to  be  made  con- 


Figure  3.  Chest  x-ray  from  patient  with  asbestosis 
showing  interstitial  infiltrate  in  left  lower  lobe. 

cerns  the  fact  that  superior  vena  cava  obstruc- 
tion these  days  is  nearly  always  produced  by 
lung  cancer.  The  tumor  is  usually  located  in  the 
apical  segmental  bronchus  and  is  often  impos- 
sible to  see  with  a standard  rigid  Jackson 
bronchoscope.  The  fiberoptic  bronchoscope  has 
greater  potential  in  this  regard.  Nonetheless, 
when  a subject  has  superior  vena  cava  obstruc- 
tion, provided  the  history,  signs,  and  chest  film 
suggest  that  lung  cancer  is  responsible,  most 
radiotherapists  are  willing  to  undertake  therapy 
in  the  absence  of  a tissue  diagnosis. 

(2)  Subacute  Thyroiditis 

Myron  Knell,  M.  D.,  Resident  in  Medicine,  West 
Virginia  University  Hospital. 

(Case  Presentation) 

The  patient  is  a 43-year-old  female  who  was 
well  until  August  1973  when  she  noted  easy 
fatigability.  Her  family  physician  diagnosed 
hypothyroidism  and  prescribed  daily  Synthroid. 
She  apparently  did  well  until  early  October 
when  she  had  malaise,  fatigue,  nightly  fever 
and  chills,  painful  swallowing,  and  neck  fullness 
with  pain  radiating  to  her  jaws  and  ears.  She 
lost  six  to  seven  pounds  over  the  month  prior  to 
admission  and  was  taking  antibiotics  without 
relief  of  symptoms.  Her  past  medical  history 
was  negative. 

Physical  exam  showed  a blood  pressure  of 
90/70,  pulse  92,  and  a temperature  of  37°C. 
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Positive  findings  included  a diffusely  enlarged, 
firm,  tender  thyroid.  The  right  lobe  measured 
five  and  one-half  by  three  cm.  and  the  left  lobe 
four  by  three  cm.  No  bruits  were  heard.  A 
tender  lymph  node  was  palpated  in  the  left 
supraclavicular  fossa.  She  had  no  signs  of  either 
hyper-or  hypothyroidism. 

Pertinent  laboratory  studies  included  a nor- 
mal WBC  and  differential,  a mild  normocytic  — 
normochromic  anemia,  a cholesterol  of  105,  two 
T4  determinations  of  greater  than  20  meg  per 
cent,  extremely  poor  uptake  on  technetium  thy- 
roid scan,  T3  trisorb  test  of  42.3  per  cent,  and 
negative  blood  cultures. 

During  hospitalization  she  continued  to  have 
pain  and  afternoon  temperature  spikes  in  spite 
of  aspirin  therapy.  After  starting  Prednisone  40 
mg.  daily,  she  had  dramatic  reversal  of  her  sym- 
ptoms and  became  afebrile.  On  follow-up  in  the 
clinic  three  weeks  after  discharge,  she  was  do- 
ing well  with  a T4  of  6.3  and  an  ESR  of  34. 

Discussion 

Subacute  thyroiditis,  known  under  various 
names  including  de  Quervain’s,  giant  cell,  pseu- 
dogiant cell,  tuberculous,  pseudotuberculous, 
granulomatous,  sclerosing,  and  acute  non-sup- 
purative  thyroiditis,  is  an  uncommon  disease  es- 
timated to  be  one-eighth  as  frequent  as  hyper- 
thyroidism and  one-tenth  as  common  as  Hashi- 
moto’s  thyroiditis.  It  affects  primarily  young  and 
middle-aged  women  with  the  average  age  of 
onset  between  40  and  50  years  and  women  to 
men  ratio  of  about  five  to  one. 

The  etiology  of  subacute  thyroiditis  remains 
obscure  but  the  most  popular  theory  now  im- 
plicates a viral  infection,  because  there  is  often 
a preceding  URI  or  viral-like  prodrome.  The 
condition  may  occur  at  the  time  of  a specific 
viral  epidemic,  and  complete  recovery  is  the 
rule.  Auto-immunity  has  seriously  been  con- 
sidered but  thyroid  antibodies  appear  in  only 
40-50  per  cent  of  patients,  usually  several  weeks 
after  the  onset  of  the  disease,  and  titers  remain 
low  or  moderate  and  are  generally  transient. 

The  clinical  manifestations  vary  considerably 
in  severity  and  mode  of  onset  from  the  acutely 
ill  to  the  asymptomatic  patient.  Local  symptoms 
characteristically  involve  moderate  to  severe 
pain  over  one  or  both  lobes  of  the  thyroid 
which  often  radiates  to  the  mandibular  angle 
and  ear  on  the  involved  side  or  sides.  There 
may  be  a sensation  of  a tender  lump  in  the 
throat  and  coughing  or  swallowing  may  ag- 
gravate the  pain.  Most  people  have  systemic 
symptoms  including  malaise,  fatigue,  and  mild 


fever  but  fever  may  occasionally  reach  103°  to 
104°.  If  patients  present  early  in  the  course, 
symptoms  and  signs  of  hyperthyroidism  are 
usually  present.  The  physical  exam  shows 
slight  to  moderate  thyroid  enlargement  with 
marked  tenderness  and  very  firm  to  hard  con- 
sistency of  the  affected  lobes.  Cervical  lympha- 
denopathy  does  not  occur. 

The  course  of  the  disease  is  divided  into  four 
stages  : 

( 1 ) The  first  is  the  thyrotoxic  phase  lasting 
from  one  to  two  months.  It  is  characterized  by 
acute  illness  and  thyrotoxic  symptoms  with  de- 
struction of  the  gland  pouring  out  iodinated 
materials  into  the  circulation  thus  causing  an 
elevation  of  PBI  out  of  proportion  to  an  in- 
creased T4.  The  I131  uptake  is  markedly  de- 
pressed, and  ESR  markedly  increased,  often 
greater  than  100. 

(2)  Stage  II  is  the  transition  or  euthyroid 
phase  lasting  one  to  three  weeks  in  which  the 
gland  is  much  less  tender  but  still  large  and 
hard.  The  PBI  returns  to  normal  but  the  I131 
uptake  is  still  low,  and  ESR  still  elevated.  At 
this  point  the  mild  to  moderately  ill  patient 
may  not  progress  but  recover  normal  thyroid 
function. 

(3)  Stage  III  is  the  hypothyroid  phase  last- 
ing from  two  to  seven  months  in  which  the  pa- 
tient often  becomes  myxedematous.  Now  the 
I131  uptake  increases  but  the  PBI  is  variable. 

(4)  Stage  IV  is  the  recovery  or  remission 
phase  requiring  one  to  six  months  in  which  clin- 
ical and  lab  parameters  return  to  normal.  Most 
patients  do  recover  entirely  but  permanent 
myxedema  can  occur.  Relapses  causing  pro- 
longed illness  are  found  in  a significant  num- 
ber of  cases. 

Other  lab  findings  include  a normal  total 
WBC  count  and  differential,  normal  serum 
cholesterol,  a normochromic  anemia  of  the 
chronic  infection  type  in  approximately  20  per 
cent  of  patients,  and  frequently  decreased 
serum  albumin  and  elevated  serum  globulin 
levels.  As  mentioned  before  thyroid  antibodies 
appear  in  less  than  one-half  of  patients,  are  us- 
ually low  in  titer  and  transient. 

Perhaps  the  hardest  differential  diagnosis  is 
Hashimoto’s  thyroiditis  since  it  can  present  with 
identical  clinical  and  lab  findings.  In  this  dis- 
ease, however,  the  T4  is  usually  subnormal,  the 
I131  uptake  is  rarely  so  depressed,  thyroid  anti- 
bodies persist,  and  permanent  hypothyroidism 
results  in  about  one-half  the  patients. 
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Therapy  is  directed  towards  controlling  the 
symptoms  as  the  disease  process  is  not  altered. 
In  mild  cases  aspirin  is  usually  effective,  but  in 
severe  cases,  corticosteroids  give  the  best  re- 
sults. Steroids,  however,  tend  to  reduce  the  I131 
uptake  and  PBI  levels  but  not  to  affect  anti- 
body formation.  Thyroid  hormone  preparations 
should  be  added  to  control  the  myxedema  of 
Stage  III  or  in  the  event  of  an  exacerbation. 

Paul  E.  Steffes,  M.  D.,  Assistant  Professor  of  Medi- 
cine, Division  of  Endocrinology. 

There  are  three  interesting  aspects  to  this  pa- 
tient’s disease.  Perhaps  the  most  interesting  is 
that  she  had  sought  a physician’s  advice  some 
two  to  three  months  before  the  onset  of  the 
acute  syndrome  for  symptoms  which  were  rem- 
iniscent of  but  not  specific  for  hypothyroidism. 
A blood  test  (which  we  were  unfortunately  un- 
able to  retrieve)  was  taken,  a diagnosis  of  hypo- 
thyroidism was  suggested,  and  the  woman  was 
started  on  Synthroid  0.1  mg.  daily.  It  is  possible 
that  the  vague  symptom  complex  at  that  time 
was  merely  a prodrome  of  the  acute  episode 
to  come.  A serum  test,  however,  of  thyroid  func- 
tion—probably  PBI  or  serum  thyroxine— was 
evidently  low,  and  thus  it  is  also  possible  that 
the  acute  episode  prompting  her  referral  here 
was  actually  an  exacerbation  of  an  initially 
asymptomatic  thyroiditis,  first  coming  to  med- 
ical attention  during  the  hypothyroid  phase 
(Stage  III  described  by  Doctor  Knell).  Ex- 
acerbations are  not  uncommon,  and  asympto- 
matic subacute  thyroiditis  accounts  for  as  much 
as  50  per  cent  of  the  thyroid  cases  going  to  sur- 
gery. 

Another  point  is  that  a recurrence  occurred 
despite  thyroid  replacement.  It  has  been  sug- 
gested that  thyroid  suppression  combined  with 
salicylates  is  adequate  treatment.  This  case  is 
one  example  of  an  obvious  failure  of  thyroid 
suppression  in  preventing  either  the  initial  or  a 
recurrent  episode  of  acute  thyroiditis. 

The  third  point  is  that  the  initial  conservative 
approach  to  management  consisting  of  10  grains 
of  aspirin  every  four  hours  was  clearly  a fail- 
ure in  relieving  this  woman’s  fever  and  neck 
pain.  However,  when  40  mg.  of  prednisone  as 
a single  morning  dose  was  started,  within  24 
hours  there  was  relief  of  malaise  and  fever,  in- 
crease in  well-being,  and  total  disappearance 
within  three  days  of  anterior  neck  pain.  This 
rapid  defervescence  seems  to  be  characteristic 
of  the  response  of  subacute  thyroiditis  to  steriod 
therapy.  The  literature  notes  very  few  steroid 
failures,  although  symptoms  can  recur  during 


Figure  4.  Chest  x-ray  from  patient  with  malignant 
mesothelioma  showing  left  pleural  mass  (arrow)  and 
pleural  effusion. 


tapering  of  the  dose  and  require  reinstitution  of 
full  dosage. 

Edmund  B.  Flink,  M.  D. 

I wish  to  emphasize  the  fact  that  the  iodine 
uptake  is  virtually  zero  in  subacute  thyroiditis 
while  it  is  normal  or  even  high  in  Hashimoto’s 
thyroiditis.  The  thyroxin  level  is  higher  than 
normal  in  subacute  thyroiditis  but  is  low  or 
normal  in  Hashimoto’s  thyroiditis.  These  find- 
ings are  diametrically  opposite  and,  in  a sense, 
they  are  paradoxical  and  can  cause  confusion. 
The  sedimentation  rate  usually  is  very  high  in 
subacute  thyroiditis. 

(3)  Asbestosis 

Patrick  L.  Brown,  M.  D.,  Resident  in  Medicine, 
West  Virginia  University  Hospital. 

We  will  next  consider  an  environmental 
hazard  which  is  ubiquitous  in  its  distribution. 
Asbestos  exposure  has  unequivocally  been  as- 
sociated with  interstitial  pulmonary  fibrosis  and 
neoplasia.  I would  like  to  present  three  cases 
which  are  representative  of  the  problems  of 
asbestos  exposure. 

Case  1.  A 55- year-old  white  male  with  a .50- 
pack-year  smoking  history  who  has  had  11  years 
of  occupational  exposure  to  asbestos  as  a pipe 
fitter.  His  last  exposure  to  asbestos  was  10  years 
prior  to  admission.  He  denied  any  respiratory 
symptoms.  Chest  auscultation  revealed  bilateral 
basilar  rales.  Chest  x-ray  revealed  a reticular- 
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nodular  pattern  compatible  with  pulmonary  as- 
bestosis.  Pulmonary  function  tests  were  also 
compatible  with  early  asbestosis.  His  observed 
FEVi  was  1.98  L/min.  (predicted  2.66  L/min.) 
and  his  observed  FVC  was  2.60  L.  (predicted 
4.24  L).  FVC  ratio  observed  to  predicted  was  61 
per  cent  (normal  greater  than  80  per  cent). 
FEVi/ FVC  was  75  per  cent  which  is  within 
normal  limits.  The  diffusing  capacity  was  re- 
duced and  the  airway  resistance  was  within  nor- 
mal limits. 

Case  2.  A 58-year-old  white  male  who  pre- 
sented with  an  eight-year  history  of  progressive 
dyspnea  on  exertion  and  two  to  three  pillow 
orthopnea.  He  had  a chronic  productive  cough. 
He  was  a 40-pack-year  smoker.  He  had  a history 
of  exposure  to  asbestos  as  a construction  worker 
which  extended  up  to  10  years  prior  to  admis- 
sion. Chest  x-ray  revealed  pleural  reaction  and 
stringy  interstitial  fibrosis  in  the  left  lung  field 
(Figure  3). 

Case  3.  A 33-year-old  white  female  who  pre- 
sented with  a 10-month  history  of  weight  loss, 
chest  pain  and  dyspnea.  She  had  a left  pleural 
effusion  which  was  bloody.  Her  husband  had 
had  definite  occupational  exposure  to  asbestos 
and  she  frequently  handled  his  clothing.  Chest 
x-ray  revealed  a pleural  mass  and  left  pleural  ef- 
fusion (Figure  4).  Pathologic  diagnosis  was 
malignant  mesothelioma. 

Discussion 

Asbestos  is  a mixture  of  silicates  which  oc- 
curs naturally  in  the  form  of  fibers  whose 
lengths  range  up  to  30  cm.  Very  small  particles 
of  the  size  of  50  u by  0.5  u are  the  ones  re- 
sponsible for  asbestosis.  Asbestos  is  made  by 
crushing  rock  to  yield  fibers  and  amorphous 
powder.  The  uses  of  asbestos  are  many  and  are 
expanding  rapidly.  They  include  such  diverse 
products  as  fireproof  clothing,  brake  and  clutch 
linings,  cement,  insulation,  paints,  and  tile. 
Asbestos  has  even  been  found  in  drinking  water 
and  beer. 

There  are  four  major  types  of  asbestos  — 
chrysotile,  anthophyllite,  amosite  and  crocido- 
lite.  The  most  important  one  in  the  United 
States  is  chrysotile  which  is  magnesium  silicate. 
Chrysotile  is  used  much  more  than  any  other 
type  of  fiber  in  the  United  States.  The  second 
type  is  anthophyllite  which  is  mined  principally 
in  Finland  and  is  associated  with  pleural  calcifi- 
cations. The  third  type,  amosite,  has  extremely 
long  fibers  — 30  cm.  in  length  — and  is  not  used 
frequently.  Crocidolite,  the  fourth  type,  is  mined 
principally  in  South  Africa  and  is  probably  the 


most  carcinogenic.  It  has  been  associated  with 
mesothelioma  in  South  Africa. 

Because  of  the  long  size  of  the  asbestos  par- 
ticles (50  u),  the  fibers  are  deposited  mainly 
in  the  alveoli  distal  to  the  respiratory  bronchio- 
les in  the  lower  lobes.  Some  people  have  ques- 
tioned the  possibility  of  such  large  particles 
reaching  the  alveoli,  but  the  main  parameter  of 
particle  entry  into  the  pulmonary  tissue  is  the 
diameter  of  the  particle,  not  the  length. 

The  asbestos  fibers  in  the  lung  become 
covered  with  a proteinaceous  material  which  is 
impregnated  with  hemosiderin,  thus  forming 
the  characteristic  asbestos  body.  This  asbestos 
body  is  indicative  of  asbestos  exposure,  but  not 
diagnostic  of  asbestosis.  The  asbestos  fibers  in 
the  alveoli  initially  become  enmeshed  along 
with  alveoler  macrophages  by  reticulum  fibers. 
This  is  the  first  lesion  of  asbestosis.  This  is  then 
followed  by  intersititial  fibrosis. 

The  actual  reasons  for  this  fibrosis  are  not 
known,  although  several  theories  have  been 
postulated.  The  original  theory  was  that  the  di- 
rect physical  irritation  of  fibers  led  to  fibrosis. 
Another  theory  is  that  caustic  substances  are 
released  as  the  fiber  dissolves  and  these  cause 
fibrosis.  A third  theory  is  an  auto-immune 
phenomenon.  Others  have  postulated  that  the 
asbestos  may  have  direct  stimulatory  effect  on 
fibroblasts.  A further  theory  is  that  the  disinte- 
grating phagocytes  release  sclerosing  agents 
such  as  lipids  or  lipoproteins. 

Pathologically,  asbestosis  is  characterized  by 
lower  lobe  lesions  which  are  diffuse,  gray  fi- 
brotic  lesions.  The  pleura  is  thickened  and  there 
are  often  adhesions. 

Pleural  plaques  occur  generally  bilaterally. 
They  are  usually  small  and  only  15  per  cent  are 
detectable  during  life.  The  plaques  occur  mainly 
in  lower  lung  areas  and  are  laminated  collagen 
which  are  variably  calcified.  Single  plaques  gen- 
erally occur  on  the  diaphragmatic  pleura. 
Pleural  calcification  may  occur  without  radio- 
graphic  evidence  of  asbestosis.  The  development 
of  pleural  plaques  is  related  to  duration  of  as- 
bestos exposure.  The  relationship  between 
pleural  plaques  and  mesotheliomas  is  not  known 
as  many  people  in  Finland  have  pleural  plaques 
but  almost  no  cases  of  mesothelioma  have  been 
reported  there. 

In  patients  with  asbestosis  the  course  is  gen- 
erally protracted  unless  neoplasia  intervenes.  It 
is  generally  felt  that  a latent  period  of  10  years 
of  asbestos  exposure  is  required  before  asbes- 
tosis can  be  detected.7 
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Pulmonary  fibrosis  was  not  found  in  any  non- 
smokers  with  less  than  20  years’  exposure,  but 
in  smokers  with  less  than  20  years  exposure  the 
prevalence  was  29  per  cent.  In  non-smokers 
with  greater  than  20  years’  exposure  the  pre- 
valence was  43  per  cent  and  the  prevalence  for 
smokers  was  57  per  cent.  Therefore  smoking 
increases  the  prevalence  of  fibrosis.  Duration  of 
asbestos  exposure  increases  prevalence  of  fi- 
brosis.8 

Some  symptoms  of  asbestosis  are  progressive 
dyspnea  on  exertion,  cough  which  is  initially 
non-productive  but  later  becomes  productive, 
weakness  and  weight  loss.  The  classical  physical 
finding  is  bilateral  basilar  rales.  Also  they  can 
have  clubbing  and  occasionally  the  signs  of 
pleural  effusion.  Of  course,  these  are  very  non- 
specific signs  and  symptoms  and  are  not  neces- 
sarily diagnostic  of  asbestosis. 

In  Guensler’s9  study  of  91  pleural  effusions 
13  per  cent  were  secondary'  to  asbestos.  Out  of 
57  patients  with  asbestosis  in  his  series,  24  de- 
veloped pleural  effusions  and  10  of  these  were 
secondary  to  malignancy.  Twelve  were  secon- 
dary to  asbestosis  alone.  The  asbestos  effusions 
were  sterile,  serous  or  blood-tinged  exudates. 

To  make  the  diagnosis  of  asbestos  - induced 
pleural  effusion  one  must  ride  out  other  causes 
and  document  an  exposure  in  the  past  to  as- 
bestos. Definitive  diagnosis  is  by  open  biopsy. 
Needle  biopsy  of  the  pleura  is  not  helpful  in 
making  the  diagnosis  because  asbestos  bodies 
are  rarely  found  on  pleural  biopsy.  Usually  ex- 
amination of  the  fluid  for  sugar,  hyaluronic  acid, 
and  asbestos  bodies  or  fibers  is  fruitless.  The 
pleura  will  generally  show  only  non-specific 
changes. 

The  derangements  of  pulmonary  function  are 
characterized  by  restrictive  ventilatory  impair- 
ment, decreased  compliance,  and  decreased  dif- 
fusion capacity.  The  pulmonary  function  studies 
in  our  first  case  illustrate  well  these  abnormali- 
ties. The  FEVi  and  VC  were  markedly  reduced. 
The  diffusion  capacity’  was  reduced.  The  air- 
way resistance  was  normal  and  FEVi/ VC  ratio 
was  75  per  cent  which  is  within  normal  limits. 
The  closing  volume  could  not  be  determined 
which  is  consistent  with  restrictive  lung  disease. 

The  x-ray  findings  of  asbestosis  generally  are 
in  tbe  lower  lung  fields  and  vary  from  a fine, 
mottled  appearance  to  marked,  streaky  fibrosis 
which  may  appear  to  give  the  heart  a shaggy 
border.  Calcified  plaques  may  be  seen  and  if 
they  are  bilateral  it  is  almost  pathognomonic  of 
asbestosis. 


The  diagnostic  criteria  of  asbestosis  used  by 
Murphy7  are  that  three  of  the  following  five 
findings  must  be  present  and  asbestos  exposure 
must  be  proven:  (1)  Dyspnea  on  climbing  one 
flight  of  stairs.  (2)  Significant  clubbing  of  fin- 
gers. (3)  Vital  capacity  of  less  than  80  per  cent 
predicted.  (4)  Basilar  rales  in  two  or  more 
sites.  (5)  Chest  x-ray  consistent  with  moderate 
to  advanced  asbestosis. 

Treatment  is  to  remove  the  patient  from  ex- 
posure and  treat  the  complications.  Steroids 
have  not  been  shown  to  be  of  much  value.  The 
cause  of  death  is  usually  respiratory  insuffici- 
ency, neoplasia,  or  TB. 

Mesothelioma  has  unquestionably  been  linked 
to  asbestos  exposure  and  the  exposure  may  be 
only  minimal.  In  Borow’s10  review  of  72  cases 
of  mesothelioma,  a history  of  exposure  was 
found  in  all  except  12  who  had  inadequate  his- 
tories. Selikoff11  has  shown  that  cigarette 
smoking  increases  the  chance  of  mesothelioma 
in  people  exposed  to  asbestos.  The  incidence  of 
mesothelioma  appears  to  be  increasing.  There 
is  a latent  period  of  20-40  years  after  exposure 
to  asbestos  for  development  of  mesothelioma. 
Patients  with  pleural  mesothelioma  generally 
present  with  either  chest  wall  pain  or  pleural 
effusion  or  both.  Patients  who  develop  peri- 
toneal mesotheliomas  present  with  vague  abdo- 
minal discomfort,  ascites,  or  weight  loss.  Gen- 
erally mesotheliomas  do  not  invade  or  metasta- 
size widely  but  kill  by  local  pressure  and  re- 
strictive effects.  Median  survival  in  mesothe- 
lioma is  only  about  15  months. 

Selikoff  and  others  have  shown  an  increased 
incidence  of  bronchogenic  carcinoma  in  patients 
with  asbestosis  compared  with  the  general  pop- 
ulation. There  is  also  the  possibility’  that  the 
incidence  of  gastrointestinal  malignancy  is  in- 
creased in  asbestos  workers. 

W.  K.  C.  Morgan,  M.  D. 

In  his  presentation  Doctor  Brown  mentioned 
that  the  greater  the  exposure  to  asbestos,  the 
more  likely  is  the  exposed  person  to  develop  a 
pleural  plaque.  This  is  a misleading  statement 
since  many  subjects  with  pleural  plaques  have 
minimal  exposure  and  have  had  only  what  is 
known  as  a “neighborhood  exposure.”  This  im- 
plies that  they  have  inhaled  asbestos  fibers  from 
general  air  pollution  rather  than  from  an  occu- 
pational exposure.  Thus,  many  of  the  pleural 
plaques  that  have  been  reported  in  Finnish 
subjects  have  been  shown  to  be  due  to  con- 
tamination of  the  ambient  air  by  anthophyllite. 
Pleural  plaques  in  Finland  are,  however,  benign 
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and  are  seldom  associated  with  mesothelioma. 
In  this  regard,  the  development  of  mesothelioma 
is  directly  related  to  the  shape  and  “penetra- 
bility” of  the  asbestos  fibers.  If  the  fibers  are 
sharp  and  pointed,  they  can  migrate  more 
easily  to  the  pleural  surface.  Timbrell  of  the 
Pneumoconiosis  Research  Unit  in  Wales  made 


this  point  several  years  ago  and  subsequent 
animal  experiments  have  confirmed  his  observa- 
tions. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 
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Acute  Volvulus  Of  The  Sigmoid  Colon 

Paid  P.  W illiams , C.  S.  Krishna  Murthy , M.  D 
Mansour  Djadalizadeh,  M.  D and  Raymond  C.  Bonnabeau , Jr.,  M.  D. 


A 53-year-old,  previously  healthy  white  male 
was  seen  at  the  Clarksburg  Veterans  Ad- 
ministration Hospital  after  developing  crampy 
lower  abdominal  pain  24  hours  prior  to  admis- 
sion. During  this  period,  no  stool  or  flatus  had 
been  passed.  There  had  been  no  nausea  or 
vomiting. 

At  physical  examination,  a distended,  tym- 
panic abdomen,  painful  to  palpation  primarily 
over  both  lower  quadrants,  was  noted.  Bowel 
sounds  were  hyperactive  with  frequent  rushes. 
The  white  blood  cell  count  was  10,600. 

Roentgenographic  Findings 

Flat  (Figure  1A)  and  upright  abdominal  x- 
rays  revealed  a grossly  distended  loop  of  colon 
arising  from  the  left  lower  quadrant.  There  was 
no  air  in  the  rectum.  The  overall  picture  was 
consistent  with  that  of  a low  lying  colonic  ob- 
struction. A diagnostic  barium  enema  (Figure 
IB)  revealed  rectal  filling  distally  with  proxi- 
mal tapering  of  the  rectosigmoid  to  a blunted 
point.  Diagnosis:  Acute  volvulus  of  the  sigmoid 
colon. 

Hospital  Course 

Although  partial  decompression  of  the  ob- 
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struction  occurred  at  the  time  of  the  barium 
enema,  complete  decompression  was  able  to  be 
accomplished  immediately  afterwards  by  means 
of  sigmoidoscopy.  A rectal  tube  was  then  left 
in  place  (proximal  to  the  point  at  which  the 
bowel  had  twisted)  for  48  hours.  Six  days  later, 
repeat  barium  enema  (Figure  1C)  revealed  a 
markedly  tortuous  sigmoid  colon.  The  patient 
underwent  a successful  elective  sigmoid  resec- 
tion with  reconstitution  of  bowel  continuity  by 
means  of  an  end-to-end  anastomosis  six  weeks 
later. 

Comment 

A volvulus  may  be  defined  as  an  abnormal 
twisting  of  a portion  of  the  bowel  upon  itself 
along  its  longitudinal  axis.  This  will  result  in 


Figure  1-A.  Flat  plate  of  the  patient’s  abdomen  done  on  admission.  This  revealed  a grossly  distended  loop  of 
colon  arising  from  the  left  lower  quadrant.  Note  the  lack  of  air  in  the  rectum.  The  picture  is  consistent  with  that  of 
a low'  lying  colonic  obstruction.  Figure  1-B.  Diagnostic  barium  enema  at  the  time  of  admission.  This  showed  recwl 
filling  distally  and  a proximal  tapering  of  the  rectosigmoid,  diagnostic  of  an  acute  sigmoid  volvulus.  The  actual  point 
of  twisting  was  demonstrated  (arrow).  Figure  1-C.  Repeat  barium  enema  six  days  after  admission  confirms  the  pres- 
ence of  a markedly  tortuous  sigmoid  colon.  This  was  resected  successfully  six  weeks  later  as  an  elective  procedure. 
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either  partial  or  complete,  and  therefore  a 
closed  loop  type  of,  intestinal  obstruction.  Un- 

Iless  decompression  occurs,  the  end  result  of 
complete  obstruction  will  be  gangrene  and  per- 
foration of  the  bowel  wall  with  peritonitis. 

Two  anatomical  conditions  are  necessary  for 
volvulus  development:  (1)  A redundant  seg- 
ment of  bowel  that  is  mobile  and  free  in  the 
abdominal  cavity;  (2)  close  approximation  of 
both  ends  of  the  freely  movable  segment.  When 
certain  forces  (such  as  the  weight  of  the  bowel 
content,  the  changing  position  of  the  individual, 
or  the  presence  of  a neoplasm ) produce  the  right 
movements  of  this  mobile  segment,  the  result 
can  be  a twist  of  the  closely  approximated  por- 
tions about  each  other. 

In  the  United  States,  volvulus  accounts  for 
approximately  four  per  cent  of  all  colonic  ob- 


structions. Seventy-five  to  85  per  cent  of  these 
occur  in  the  sigmoid  colon,  since  this  structure 
(so  named  because  of  its  “S”  shape)  easily  con- 
forms to  the  two  previously  mentioned  predis- 
posing criteria. 

Although  a patient  may  present  with  a sig- 
moid volvulus  as  an  initial  event  (as  in  the  case 
outlined),  it  can  also  be  recurrent  in  nature. 
Thus,  a history  of  multiple  bouts  of  intermit- 
tent, crampy,  low  abdominal  pain,  accompanied 
by  abdominal  distention,  may  be  elicited.  These 
episodes  in  the  past  will  have  resolved  spon- 
taneously with  the  passing  of  large  amounts  of 
gas  and  stool.  Due  to  the  recurrent  nature  of 
this  entity,  resection  of  the  offending  sigmoid, 
preferably  done  as  an  elective  procedure  after 
the  acute  episode  has  been  resolved,  as  in  the 
case  presented,  should  be  carried  out. 


Non-Tobacco  Cigarets  Hazardous  to  Health 

Cigarets  of  dried  lettuce  or  grass  are  just  as  damaging  to  the  respiratory  system 
as  those  of  tobacco,  says  a report  in  the  May  issue  of  Archives  of  Environmental 
Health,  a publications  of  the  American  Medical  Association. 

“Grass”  in  the  research  report  is  Kentucky  bluestem,  not  marijuana. 

A research  pair  at  the  University  of  Tennessee,  Knoxville,  used  commercially  pre- 
pared lettuce  cigarets  and  cigarets  which  they  made  in  the  laboratory  from  grass 
in  an  effort  to  determine  whether  the  non-tobacco  products  would  be  safe,  or  less 
harmful.  They  found  that  the  adverse  effect  on  the  respiratory  system’s  defense 
mechanism  was  just  as  bad  for  the  non-tobacco  cigarets  as  from  the  genuine  article. 

They  concluded  that  smoke  from  any  burnable  material  will  cause  respiratory 
damage.  In  one  aspect  of  the  study,  they  used  purified  nicotine  to  see  whether  it 
was  involved  in  the  respiratory  damage.  They  found  that  it  was  the  smoke,  not 
the  nicotine,  that  was  at  fault. 

The  study  is  by  John  P.  Gray,  M.S.,  and  John  R.  Kennedy,  Ph.D.,  of  the  Uni- 
versity’s department  of  zoology. 
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The  President’ s Page 

YOUR  WIFE  AND  THE  AUXILIARY 


Mrs.  J.  Dennis  Kugel,  President 
W Oman’s  Auxiliary  to  the 
West  Virginia  State  Medical  Association 


Dear  Doctor, 

Have  you  ever  really  thought  about  the  Auxiliary  to  your  County 
Medical  Society?  Have  you  wondered  if  it  is  a worthwhile  organi- 
zation; if  the  time  your  wife  spends  in  the  meetings  is  really  neces- 
sary; if  all  the  volunteer  work  serves  a real  purpose? 

When  your  wife  joins  “The  Auxiliary”  she  becomes  part  of  an 
organization  that  has  as  its  goal  the  betterment  of  the  doctor’s 
“image”  and  advancement  of  medicine  and  public  health.  She  joins 
with  almost  100,000  other  women  who  share  the  same  sort  of  prob- 
lems, and  have  much  the  same  interests.  Her  voice  is  heard  and 
she  can  help  you. 

But— unless  she  will  join,  how  can  she  know  the  many  areas  in 
which  she  can  help  you? 

But  can  you  help  us?  Urge  your  wife  to  become  a member  of 
your  county  auxiliary.  If  you  don’t  have  an  organized  group,  she 
can  become  a member-at-large.  She  will  be  welcomed  with  open 
arms  and  I know  she  will  surely  find  at  least  one  thing  to  capture 
her  interest. 

Last,  but  far  from  least,  she  will  meet  new  faces  and  make 
lasting  friendships. 


With  love  from  all  of  us. 
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EDITORIALS 


Unanimity  be  damned!  If  every  other  publi- 
cation in  the  country  marches  in  lock-step  to 
the  beat  of  Watergate  war  drums,  it  is  no  reason 

for  us  to  mindlessly  join 
OUT  OF  THE  PACK  them.  If  other  members 
of  the  fourth  estate  com- 
pete for  favor  and  renown  within  their  own  ranks 
by  their  meretricious  Watergate  nit-picking,  it 
should  be  no  temptation  for  us  to  join  such  a 
hollow  contest.  If  some  must  show  the  quality 
of  their  bravery  by  kicking  and  striking  a grievi- 
ously  wounded  Administration  already  brought 
to  its  knees,  it  should  be  no  occasion  for  us  to 
join  such  vainglory. 

We  have  been  witnessing  in  the  Watergate 
sensation,  as  much  as  anything,  an  orgy  of  self- 
adulation and  self-inflation  by  editorialists  con- 
vinced of  their  own  heroic  proportions.  So  in- 
flated must  be  some  by  now,  that  their  only 
release  from  editorial  room  ceilings  is  via  a 
dangling  string.  The  extent  of  this  phenomenon 
makes  one  ponder  the  depths  of  newsgatherers’ 
needs  for  appreciation  and  the  emptiness  of  their 
callings  prior  to  the  salvation  of  Watergate.  Is 
the  Watergate  expose  really  the  grandest  thing 
that  a free  press  has  ever  done  for  its  eager 
readers? 

Whatever  lesson  there  was  to  be  learned  by 
the  participants  in  the  various  Watergate  illegali- 
ties has  long  since  been  learned.  The  further 
pursuit  of  these  matters  has  for  some  time  now 
shown  all  of  the  hallmarks  of  a vicious  and 


vengeful  vendetta  carried  on  for  reasons  which 
are  at  best  obscure 

The  hysteria  of  it  all,  involving  and  absorbing 
as  it  does  so  totally  our  available  sources  of 
news,  engenders  clinical  curiosity  about  mob 
psychology.  The  curiosity  quickly  turns  to  anx- 
iety when  one  considers  the  relative  ease  with 
which  an  entire  group  of  supposedly  sophis- 
ticated, alert  and  ordinarily  wary  journalists  has 
been  influenced  to  a blinded  preoccupation,  if 
not  prejudiced,  on  the  Watergate  affair. 

Perhaps  the  profession  of  journalism  has  be- 
come sterile.  Reliance  on  canned  sources  such 
as  wire  services  has  made  enterprising  reporters 
and  discriminating  editors  unnecessary.  Com- 
puterized news  now  hardly  need  be  examined 
by  human  eyes  before  it  tumbles  neatly  bundled 
from  the  presses  onto  loading  platforms.  The 
greatest  part  of  any  local  editorial  page  is  made- 
up  of  syndicated  columns,  the  political  and  philo- 
sophical coloring  of  which  can  be  changed  by 
simply  ordering  a new  mix  or  blend  as  one  might 
change  brands  of  underarm  deodorant. 

TV  news  coverage  on  any  channel  is  made-up 
primarily  of  network  tape  clips  strung  together 
and  punctuated  by  inane  remarks  from  com- 
mentators who  need  be,  and  occasionally  are, 
little  more  than  nincompoops. 

God  knows,  the  President  has  given  doctors 
little  to  cheer  about  and  no  reason  at  all  to  de- 
fend him.  He,  through  his  various  Economic 
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Phases,  has  managed  to  discriminate  unfairly 
against  doctors;  his  appointees  now  harass  us 
on  PSRO,  and  we  are  probably  justified  in  feel- 
ing apprehensive  about  the  possibility  of  his 
bargaining  us  right  into  bondage  in  some  Na- 
tional Health  Insurance  scheme.  Nevertheless, 
we  must  give  him,  grudgingly  or  otherwise,  the 
same  respect  and  admiration  we  give  any  animal 
at  bay  and  actively  defending  itself. 

It  is  not  solely  in  an  effort  to  even  up  the  sides 
in  this  grossly  unfair  contest  that  we  bring  these 
matters  to  your  attention.  We  would  like  to  see 
the  present  preoccupation  with  the  Watergate 
Affair  end  simply  because  it  is  in  the  best  interest 
of  all  of  us  to  have  it  end.  Domestically,  the 
attention  of  our  legislators  is  certainly  needed 
on  problems  such  as  inflation,  scarcities,  and 
irresponsible  federal  over-spending.  Interna- 
tionally, it  is  not  good  for  us  to  be  caught  with 
our  leader’s  attention  riveted  so  firmly  in  one 
spot.  In  such  a posture  we  can  expect  to  have 
our  resolve  tested  in  a variety  of  ways  some  of 
which,  such  as  the  oil  embargo,  we  have  already 
seen. 

For  what  it  is  worth,  Mr.  President,  here  is 
one  editorial  writer  solidly  in  support  of  you. 
Whatever  dispute  we  have  with  you,  we  will 
take  up  at  a mutually  more  convenient  time. 


The  effect  of  digitalis  on  cardiac  hypertrophy 
has  been  recognized  for  many  years.  Christian1 
as  early  as  1933  pointed  out  that  digital- 
is administered 

EFFECT  OF  DIGITALIS  daily  to  patients 

ON  CARDIAC  HYPERTROPHY  with  cardiac  hy- 
pertrophy pro- 
duced beneficial  effects.  He  believed  that  cardiac 
enlargement  was  harmful  and  that  digitalis  not 
only  retarded  enlargement,  but  also  delayed  the 
appearance  of  symptoms  and  signs  of  cardiac  in- 
sufficiency. 

In  1965  Williams  and  Braunwald2  pub- 
lished data  which  tended  to  support  Christian’s 
point  of  view.  These  workers  reported  that  digi- 
toxin  administered  to  rats  in  which  the  aorta 
had  been  experimentally  restricted  developed  a 
significantly  lesser  degree  of  myocardial  hyper- 
trophy than  those  which  had  not  received  digi- 
toxin.  Recent  work3  in  which  a more  physiologic 
method  of  producing  cardiac  enlargement, 
namely  by  use  of  hypoxia,  further  substantiated 
the  view  set  forth  by  Christian.  Digitoxin  ad- 
ministered daily  to  rats  which  were  subjected 
to  significant  degrees  of  hypoxia  prevented  left 
ventricular  hypertrophy. 


Although  the  exact  mechanism  by  which  digi- 
toxin significantly  decreases  cardiac  enlargement 
during  exposure  to  hypoxia  is  not  entirely  under- 
stood, certain  factors  may  be  mentioned.  It  is 
thought  that  cardiac  glycosides  lessen  the  hemo- 
dynamic burden  of  the  heart;  the  contractile 
force  of  the  ventricle  is  increased  so  that  the 
capacity  of  cardiac  muscle  to  do  work  is  aug- 
mented. Another  factor  is  that  cardiac  glycosides 
increase  the  capacity  of  the  contractile  proteins 
for  converting  energy  into  mechanical  work. 
Whatever  the  exact  mechanism  is,  there  is  no 
doubt  but  that  digitoxin  is  quite  capable  of 
significantly  reducing  the  amount  of  cardiac  en- 
largement when  the  heart  is  under  marked  stress. 

The  bearing  of  these  experimental  studies  on 
clinical  medicine  is  apparent  and  clinicians  treat- 
ing patients  with  cardiomegaly  might  keep  the 
studies  in  mind.  Perhaps  one  extrapolation  may 
be  permitted,  namely  that  individuals  who  have 
certain  lesions  of  the  left  ventricle  may  be  bene- 
fited if  a cardiac  glycoside  were  administered  in 
the  event  that  they  were  exposed  to  altitude. 


1.  Christian,  H.  A.,  J.  A.  M.  A.  100:  789,  1933. 

2.  Williams,  J.  F.,  Jr.  and  Braunwald,  E.  Am.  J.  Cardiol. 
16:  534,  1965. 

3.  Van  Liere,  E.  J.,  Roberts,  S.  K.,  Sizemore,  D.  A.  and 
Stickney,  J.  C.  Proc.  Soc.  Exp.  Biol,  and  Med.  145: 
220,  1974. 


Today’s  Medicine  Costs  Less 

An  individual  tablet  or  capsule  of  prescription  medi- 
cine cost  the  consumer,  on  average,  2.3  per  cent  less 
in  1973  than  in  1971  — and  6 per  cent  less  than  in 
1960  — encompassing  a period  of  acute  inflation  in  the 
general  economy,  according  to  a report  of  the  Pharma- 
ceutical Manufacturers  Association  (PMA). 

The  decrease  in  unit  price  is  recorded  in  data  pre- 
pared by  Professor  John  Firestone  of  the  City  University' 
of  New  York.  Dr.  Firestone’s  figures  indicate  a 3 per 
cent  rise  in  the  retail  price  of  an  average  prescription 
during  1973,  but  the  average  prescription  size  rose  4.2 
per  cent  — hence  the  actual  decline  in  cost  when 
measured  in  single  tablet  or  capsule  units. 

In  addition  to  measuring  changes  in  average  prescrip- 
tion size,  and  in  the  average  price  of  a size-adjusted 
prescription,  Professor  Firestone  has  also  prepared  con- 
ventional retail  and  wholesale  price  indices  for  prescrip- 
tion pharmaceuticals.  His  retail  index  indicates  a rise 
of  0.3  per  cent  since  1972  and  of  3.2  per  cent  since  the 
base  year  1967.  When  1960  is  used  as  a base  year  a 
decline  of  7.7  per  cent  is  found. 

Bureau  of  Labor  Statistics  data  paint  an  even  more 
impressive  counter  inflation  picture  for  pharmaceutical 
products,  showing  a decline  of  0.4  per  cent  last  year, 
and  12.8  per  cent  since  1960. 
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GENERAL  NEWS 


Two  Additional  Speakers  Selected 
For  107tli  Annual  Meeting 

The  Program  Committee  has  announced  that  two 
prominent  physicians  have  been  added  to  the  list  of 
guest  speakers  for  the  107th  Annual  Meeting  of  the 
West  Virginia  State  Medical  Association  at  The  Green- 
brier in  White  Sulphur  Springs,  August  21-24. 

Dr.  J.  Hugh  Wiley  of  Morgantown,  Chairman  of  the 
Program  Committee,  announced  that  Drs.  Robert  F. 
Schilling  of  Madison,  Wisconsin,  and  Charles  H.  Kirk- 
patrick of  Bethesda,  Maryland,  will  present  papers  dur- 
ing the  meeting. 


Robert  F.  Schilling,  M.  D.  Charles  H.  Kirkpatrick,  M.  D. 


Doctor  Schilling  will  present  a paper  at  the  second 
general  scientific  session  on  Friday  morning,  August 
23,  and  Doctor  Kirkpatrick  will  participate  in  a “Sym- 
posium on  Newer  Concepts  in  Infectious  Diseases”  at 
the  first  general  scientific  session  on  Thursday  morning, 
August  22.  His  subject  will  be  “Immunotherapy  of 
Chronic  Infectious  Diseases.” 

Robert  F.  Schilling,  M.  D. 

Dr.  Robert  F.  Schilling,  who  is  Washburn  Professor 
of  Medicine  at  the  University  of  Wisconsin  Medical 
School,  is  a native  of  Adell,  Wisconsin. 

He  was  graduated  from  the  University  of  Wisconsin 
and  received  his  M.D.  degree  in  1943  from  the  Uni- 
versity of  Wisconsin  Medical  School.  He  interned  at 
Philadelphia  General  Hospital  prior  to  serving  as  a 
Battalion  Surgeon  with  the  Medical  Corps  of  the  U.  S. 
Marines  from  1944  to  1946.  He  served  a two-year 
residency  in  medicine  at  University  Hospitals  in  Mad- 
ison, Wisconsin,  and  was  a Research  Fellow  in  Med- 
icine for  two  years  at  Harvard  Medical  School.  He  also 


served  as  Assistant  in  Medicine  during  that  same  period 
at  Boston  City  Hospital. 

He  joined  the  faculty  of  the  University  of  Wiscon- 
sin Medical  School  in  1951  and  was  named  Professor 
of  the  Department  of  Medicine  in  1962.  He  was 
named  Chairman  of  the  Department  and  served  in 
that  position  from  1964  to  1971. 

He  was  certified  by  the  American  Board  of  Internal 
Medicine  in  1951  and  served  as  a member  of  its  Board 
of  Directors  from  1968  to  1971.  He  is  a member  of 
Phi  Beta  Kappa,  Alpha  Omega  Alpha  and  serves  as  a 
member  of  the  Editorial  Board  of  Journal  of  Laboratory 
and  Clinical  Medicine.  He  also  is  a member  of  the 
Council  of  the  American  Society  of  Hematology. 

Charles  H.  Kirkpatrick,  M.  D. 

Dr.  Charles  H.  Kirkpatrick,  Senior  Investigator  and 
Head  of  the  Section  of  Allergy  and  Hypersensitivity, 
National  Institutes  of  Health,  Bethesda,  Maryland,  is  a 
native  of  Topeka,  Kansas. 

He  was  graduated  from  the  University  of  Kansas 
and  received  his  M.  D.  degree  in  1958  from  the  Uni- 
versity of  Kansas  School  of  Medicine.  He  interned  at 
the  University  of  Illinois  Research  and  Educational 
Hospital  in  Chicago,  served  a residency  in  medicine  at 
the  University  of  Kansas  Medical  Center;  and  was  a 
Fellow  in  Allergy  and  Immunology  at  the  University 
of  Colorado  Medical  Center  in  Denver  from  1962  to 
1965.  He  also  served  on  the  faculty  at  that  Center 
while  in  Denver  and  then  returned  to  the  University 
of  Kansas  Medical  Center  where  he  served  as  a mem- 
ber of  the  faculty  from  1965  to  1968.  He  accepted  his 
present  position  at  the  National  Institutes  of  Health  in 
1968. 

Doctor  Kirkpatrick  was  Certified  by  the  American 
Board  of  Internal  Medicine  in  1965  and  the  Subspe- 
cialty Board  for  Allergy  in  1969.  He  has  served  as  a 
member  and  chairman  of  a number  of  committees  re- 
lated to  allergy  and  was  Chairman  of  the  International 
Committee  of  the  American  Academy  of  Allergy  in 
1973.  He  also  is  a member  of  that  organization’s 
Weather  and  Air  Pollution  Committee. 

Scientific  Program  Nearly  Completed 

It  was  announced  previously  that  the  following  phy- 
sicians had  accepted  invitations  to  present  papers  dur- 
ing the  three  general  scientific  sessions: 

James  F.  Glenn,  M.  D.,  Professor  and  Chief  of  the 
Division  of  Urologic  Surgery,  Duke  University  Med- 
ical Center,  Durham,  North  Carolina. 
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Allen  H.  Mackenzie,  M.D.,  Staff  Member  of  the  Di- 
vision of  Medicine  — Department  of  Rheumatic  Disease 
— Cleveland  Clinic  Foundation,  Cleveland,  Ohio. 

Virgil  M.  Howie,  M.D.,  Pediatrician,  Huntsville, 
Alabama. 

The  name  and  photograph  of  one  other  speaker  will 
be  published  in  the  July  issue  of  The  Journal. 

Two  Honor  Guests 

Sen.  Robert  C.  Byrd  of  West  Virginia,  Majority 
Whip  of  the  United  States  Senate,  will  deliver  the 
“Thomas  L.  Harris  Address”  at  the  opening  of  the 
first  general  scientific  session  on  Thursday  morning, 
August  22. 

Dr.  Malcolm  C.  Todd  of  Long  Beach,  California, 
who  will  be  installed  as  President  of  the  American 
Medical  Association  at  the  Annual  Meeting  in  Chicago 
this  month,  will  speak  at  the  first  session  of  the  House 
of  Delegates  on  Wednesday  afternoon,  August  21. 

Doctor  McCoy  to  Deliver  Address 

Dr.  A.  Thomas  McCoy  of  Charleston,  President  of 
the  State  Medical  Association,  will  deliver  his  Presi- 
dential Address  at  the  second  and  final  session  of  the 
House  of  Delegates  on  Saturday  afternoon,  August  24. 

Saturday  Morning  Session 

The  first  portion  of  the  general  scientific  session  on 
Saturday  morning  will  center  around  a discussion  of 
the  development  and  future  plans  for  the  Department 
of  Family  Practice  at  the  West  Virginia  University 
School  of  Medicine.  The  speaker  will  be  Dr.  John  W. 
Traubert,  Chairman  of  the  Department. 

The  remainder  of  the  morning  program  will  be  de- 
voted to  a Symposium  on  “What  Are  the  Barriers  to 
an  Improved  Medical  Practice  in  the  State  of  West 
Virginia.” 

Doctor  Wiley  indicated  that  such  subjects  as  mal- 
practice, PSRO  and  other  timely  topics  will  be  open 
for  discussion  during  the  Symposium.  Doctor  Wiley 
once  again  has  asked  that  physicians  in  the  State  be 
urged  to  let  him  know  in  advance  what  subjects  should 
be  included  on  the  agenda.  He  said  this  would  aid 
the  Committee  in  arranging  to  have  appropriate  persons 
on  hand  to  field  the  questions. 

Recreational  Activities  Planned 

The  Committee  purposely  has  attempted  to  leave  the 
afternoon  hours  relatively  free  of  committee  meetings 
to  enable  physicians  and  their  families  to  enjoy  the 
many  recreational  facilities  at  The  Greenbrier.  As 
usual,  there  will  bs  golf  and  tennis  tournaments  and 
preliminary  plans  are  being  worked  out  for  a skeet 
shooting  tournament  as  well  as  a fishing  derby. 

Room  Reservations  Pass  450  Mark 

The  number  of  room  reservations  at  The  Greenbrier 
for  the  Annual  Meeting  in  August  has  passed  the  450 
mark  and  it  is  anticipated  that  more  than  700  persons 
including  physicians,  their  wives  and  guests  will  be 
in  attendance.  All  physicians  who  plan  to  attend  the 


meeting  are  urged  to  make  reservations  as  soon  as  pos- 
sible. 

Additional  information  concerning  the  107th  An- 
nual Meeting  will  be  published  in  the  July  and  August 
issues  of  The  Journal. 


Four  ^ oung  Students  Awarded 
Medical  Scholarships 


Four  young  West  Virginia  students  have  been 
awarded  four-year  scholarships  to  the  West  Virginia 
University  School  of  Medicine  by  the  West  Virginia 
State  Medical  Association. 

Dr.  Martha  Jane  Coyner  of  Harrisville,  Chairman  of 
the  Association’s  Committee  on  Medical  Scholar- 
ships, announced  that  the  recipients  of  this  year’s 
awards  will  be  as  follows: 


Miss  Patricia  J.  Zekan 


Edward  E.  Wright 


Patricia  J.  Zekan  of  Charleston,  Edward  E.  Wright 
of  Pine  Grove,  Dale  R.  Pokorney  and  Edwyn  L.  Boyd, 
both  of  Wheeling.  The  recipients  of  the  scholarships 
will  receive  $1,000  for  each  of  the  four  years  while 
enrolled  in  the  School  of  Medicine. 

The  four  students  have  been  accepted  by  the 
School  of  Medicine  to  begin  studies  this  fall  leading 
toward  M.D.  degrees. 

M iss  Zekan  was  graduated  from  Morris  Harvey  Col- 
lege and  received  a Master’s  degree  from  Duke  Univer- 
sity. She  taught  for  a year  at  Woodrow  Wilson  Junior 


Dale  It.  Pokorney 


Edwyn  L.  Boyd 
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High  School  in  Charleston.  She  is  the  daughter  of  Mrs. 
Verna  M.  Zekan  and  the  late  Dr.  John  G.  Zekan. 

Wright,  who  received  an  A.B.  degree  in  biology 
from  West  Virginia  University  last  year,  is  the  son  of 
Mrs.  Margaret  Wright  and  the  late  Glenn  E.  Wright  of 
Pine  Grove. 

Pokomey  was  graduated  from  Johns  Hopkins  Uni- 
versity this  year  and  he  is  the  son  of  Mr.  and  Mrs. 
Sidney  Pokomey  of  Wheeling. 

Boyd  graduated  from  Marshall  University  in  May 
and  he  is  the  son  of  Mrs.  June  L.  Collins  of  Wheeling. 

Doctor  Coyner  noted  that  the  four  scholarships 
awarded  this  year  bring  to  32  the  total  number  of 
scholarships  which  have  been  awarded  to  deserving 
students  since  the  State  Medical  Association  started  the 
program  in  1958. 

Until  this  year  the  Association  awarded  two  scholar- 
ships annually  but  the  number  was  increased  to  four 
for  the  purpose  of  recruiting  more  physicians  for  West 
Virginia.  Under  the  terms  of  the  scholarships,  recipients 
must  agree  to  practice  in  West  Virginia  for  four  years 
following  graduation,  completion  of  postgraduate  train- 
ing and  military  obligations. 

The  full  Medical  Scholarships  Committee  met  in 
Morgantown  on  Saturday  and  Sunday,  April  27-28,  to 
interview  applicants  for  the  grants. 

Committee  members  present  for  the  interviews  were 
the  Chairman,  Doctor  Coyner,  and  Drs.  Russel  Kessel 
and  Marshall  J.  Carper,  both  of  Charleston;  Robert  D. 
Hess  of  Bridgeport;  Thomas  J.  Holbrook  of  Huntington; 
John  Mark  Moore  of  Wheeling;  and  Clark  K.  Sleeth  of 
Morgantown.  Also  present  to  assist  the  committee  was 
Mr.  Custer  B.  Holliday,  a member  of  the  staff  of  the 
State  Medical  Association. 


West  Virginia  Physicians  to  Attend 
AMA  Convention  In  Chicago 

A number  of  West  Virginia  physicians  will  be  among 
some  9,000  physicians  attending  the  123rd  annual  con- 
vention of  the  American  Medical  Association  June  22- 
27  in  Chicago. 

The  West  Virginia  State  Medical  Association’s  two 
Delegates  to  the  AMA  House  of  Delegates  are  Drs. 
Richard  E.  Flood  of  Weirton  and  Frank  J.  Holroyd  of 
Princeton,  with  Drs.  George  R.  Callender,  Jr.,  of 
Charleston,  and  Harry  S.  Weeks,  Jr.,  of  Wheeling,  as 
Alternate  Delegates. 

The  business  meeting  of  the  AMA  House  starts  on 
Sunday,  June  23  at  the  Palmer  House  and  is  slated 
to  end  Thursday,  June  27. 

A few  feature  of  the  1974  convention  will  be  a 
series  of  fireside  forums.  They  will  be  informal  eve- 
ning presentations  at  the  downtown  Hyatt  House 
Hotel  in  which  participants  will  visit  one  of  six  Chi- 
cago medical  schools  via  half-hour  videotapes  made  by 
the  faculty  working  with  equipment  and  patients. 

Another  innovative  program  feature  will  be  a spe- 
cial session  on  how  to  make  a medical  motion  picture. 


Richard  E.  Flood,  M.  D.  Frank  J.  Holroyd,  M.  D. 


A total  of  54  scientific  sessions  are  scheduled,  in  addi- 
tion to  36  postgraduate  courses.  Eight  postgraduate 
courses  open  the  scientific  program  on  Saturday,  June 
22,  which  runs  through  Wednesday,  June  26. 

There  will  be  an  array  of  exhibits,  both  scientific 
and  industrial,  and  the  presentation  of  30  medical  films. 

The  bulk  of  the  scientific  sessions  will  be  held  in 
McCormick  Place,  Chicago’s  lakefront  convention 
center. 

Malcolm  C.  Todd,  M.  D.,  of  Long  Beach,  California, 
will  take  office  during  the  convention  as  new  Presi- 
dent of  the  AMA,  succeeding  Russell  B.  Roth,  M.  D., 
of  Erie,  Pennsylvania 

During  the  week  the  AMA  will  present  its  highest 
honor  — the  Distinguished  Service  Award  — to  Wil- 
liam F.  House,  M.  D.,  of  Los  Angeles.  Doctor  House, 
a specialist  in  ear  problems,  has  combined  the  private 
practice  of  medicine  with  basic  research,  clinical  re- 
search and  graduate  and  postgraduate  education. 


The  AMA’s  Layman’s  Citation  for  Distinguished 
Service  will  be  presented  to  Nathan  J.  Stark  of 
Kansas  City,  Missouri.  Mr.  Stark  has  been  President 
of  the  Kansas  City  General  Hospital  and  Medical 
Center  Corporation  and  has  held  other  important  hos- 
pital leadership  positions. 

Dr.  Robert  E.  Olson,  Chairman  and  Professor  of 
Biochemistry  at  St.  Louis  University  Medical  Center, 


Geo.  R.  Callender,  Jr.,  M.  D. 


Harry  S.  Weeks,  Jr.,  M.  D. 
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will  receive  the  Goldberger  Award  for  outstanding 
work  in  nutrition. 

Among  Exhibit  Hall  highlights  at  McCormick  Place 
will  be  several  new  features,  including  the  Journal  of 
the  American  Medical  Association’s  filmed  clinical 
pathological  conferences,  which  will  be  shown  for  the 
first  time.  There  will  be  a cardiopulmonary  resuscita- 
tion exhibit  and  course  in  basic  life  support.  The  fresh 
tissue  pathology  exhibit  will  mark  its  75th  anniversary 
at  an  AMA  scientific  program. 

In  the  postgraduate  arena,  seven  courses  will  be 
conducted  by  the  American  Society  of  Clinical  Path- 
ologists, designed  to  assist  the  non-pathologist  phy- 
sician. Other  courses  include:  life-saving  measures  for 
the  critically  injured;  diagnosis  and  management  of 
common  kidney  diseases,  dermatology,  urology,  human 
sexuality,  gynecology,  drugs  in  the  emergency  room, 
and  sports  medicine  and  athletic  injuries. 

Highlighting  a number  of  new  scientific  programs 
will  be  a study  of  the  practitioner’s  approach  to  angina. 

Full  details  of  the  AMA  program  were  published  in 
the  April  15  issue  of  The  Journal  of  the  American  Medical 
Association. 


Alcoholism,  Drug  Abuse  Seminar 
Scheduled  June  16  At  WVU 

A “Physicians’  Seminar  on  Alcoholism  and  Drug 
Abuse”  will  be  held  on  Sunday,  June  16,  in  the 
Auditorium  of  the  Medical  Center,  West  Virginia  Uni- 
versity, in  Morgantown. 

The  one-day  seminar  is  being  sponsored  by  the  Di- 
vision on  Alcoholism  and  Drug  Abuse,  West  Virginia 
Department  of  Mental  Health,  and  the  Department  of 
Behavioral  Medicine  and  Psychiatry,  WVU  School  of 
Medicine. 

Nationally  prominent  guest  speakers  will  be  Donald 
W.  Goodwin,  M.D.,  Associate  Professor  of  Psychiatry, 
Department  of  Psychiatry',  Washington  University 
School  of  Medicine,  St.  Louis,  Missouri,  and  Chaim  M. 
Rosenberg,  M.D.,  Ph.  D.,  Boston  City  Hospital  and 
Assistant  Professor  of  Psychiatry,  Harvard  Medical 
School,  Boston. 

Serving  on  a Reactor  Panel  will  be  Drs.  Donald  P. 
Brown  of  Kingwood,  Immediate  Past  President  of  the 
West  Virginia  Academy  of  Family  Physicians;  John  W. 
Traubert,  Chairman  of  the  Department  of  Family  Prac- 
tice, WVU  School  of  Medicine;  Robert  D.  Hess  of 
Bridgeport,  Family  Physician,  and  James  M.  Stevenson, 
Director,  Adult  Out-Patient  Services,  Department  of 
Behavioral  Medicine  and  Psychiatry,  WVU. 

Other  participants  will  be  M.  Mitchell-Bateman, 
M.D.,  Director,  West  Virginia  Department  of  Mental 
Health,  and  W.  W.  Spradlin,  M.  D.,  Professor  and 
Chairman  of  the  Department  of  Behavioral  Medicine 
and  Psychiatry  at  WVU. 

Mr.  Raymond  E.  Washington  is  Director  of  the  Di- 
vision on  Alcoholism  and  Drug  Abuse  for  the  State 
Department  of  Mental  Health. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1974 

June  3-6— Int.  Convo.  Immunology,  Buffalo,  N.  Y. 

June  9-13— International  Thyroid  Conf.,  Boston. 

June  10-12— Am.  Neuro.  Assn.,  Boston. 

June  11-14— Soc.  of  Nuclear  Med.,  San  Diego. 

June  15-16— Am.  Diabetes  Assn.,  Atlanta. 

June  20-21— Soc.  for  Vascular  Surgery,  Chicago. 

June  22-23— Am.  Assn.  Study  of  Headache,  Chicago. 
June  23-27— AMA,  Chicago. 

June  24-26— Am.  Coll.  Preventive  Med.,  Chicago. 

July  10— Breast  Feeding  Sem.,  Chicago. 

July  14-20— Radiation  Research  Soc.,  Seattle. 

July  25-27— Am.  Electroencephalographic  Soc.,  Seattle. 
July  28-Aug.  1— Natl.  Med.  Assn.,  N.  Orleans. 

July  28-Aug.  2— Int.  Assn.  Child  Psychiatry  & Allied 
Professions,  Phila. 

Aug.  2-4— International  Doctors  in  AA,  O’Hare 
Airport  (Inn). 

Aug.  12-15— Am.  Hosp.  Assn.,  Chicago. 

Aug.  21-24— 107th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Sept.  4-7— Am.  Assn.  Ob.-Gyn.,  Hot  Springs,  Va. 

Sept.  5-7— Tri-State  Otolary  ngology 
Meeting,  Sea  Island,  Ga. 

Sept.  9-11— AMA  Congress  Occupat.  Health,  Chicago. 
Sept.  16-19— Ky.  Med.  Assn.,  Louisville. 

Sept.  18-20— Int.  Symp.  Epidemiology  of  Hypertension, 
Chicago. 

Sept.  18-21— Am.  Thyroid  Assn.,  St.  Louis. 

Sept.  20-21— Symp.  on  Neonatology,  El  Paso. 

Sept.  24-27— Am.  Roentgen  Ray  Soc.,  San  Francisco 
Sept.  27-28— Am.  Heart  Assn.,  W.  Va.  Affiliate,  Annual 
Meeting  & Scientific,  Wheeling. 

Sept.  27-Oct.  2— Internat.  Coll,  of  Surgeons,  Portland. 

Oct.  5-8— Am.  Assn,  of  Ophthalmology,  Dallas. 

Oct.  6-10— Am.  Acad.  Oph.  & Otol.,  Dallas. 

Oct.  14-17— AAFP,  L.  A. 

Oct.  16-18— Am.  Cancer  Society,  New  York. 

Oct.  17-19— Am.  Assn,  for  Surgery  of  Trauma, 

Hot  Springs,  Va. 

Oct.  19-24— Am.  Acad.  Pediatrics,  San  Fran. 

Oct.  21-25— ACS  Clinical,  Miami  Beach. 

Oct.  23-26— Pa.  Medical  Soc.  Scientific,  Harrisburg. 
Oct.  29-30— Am.  Assn.  Study  of  Liver  Diseases,  Chicago. 

Nov.  17-20— Southern  Med  Assn.,  Atlanta. 

Nov.  30-Dec.  4— AMA  Clinical,  Portland. 

1975 

Jan.  24-26— 8th  Annual  Mid-Winter  Clinical  Conf., 
Charleston. 
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That’s  why  there’s  a special 
program  for  loss  control  and 
education  in  the  WVSMA  Liability 
Insurance  Package  from  /Etna 
Life  & Casualty.  How  does  it  help 
you?  By  giving  you  information 
on  losses.  Information  about  actual 
claims  and  suits,  potential  sources 
and  causes  of  malpractice,  even 
suggestions  as  to  how  claims  might 
be  prevented.  When  you’re  better 
informed,  you’re  better  able  to 
avoid  a malpractice  incident  and 
thus  protect  your  reputation.  What’s 
more,  your  total  insurance  costs 
may  be  significantly  reduced 
through  a special  dividend  feature. 


Of  course,  you  also  get  broad 
liability  protection  under  /Etna’s 
plan.  Protection  that  includes 
professional,  office  premise  and 
catastrophe  liability.  It  can  even  be 
extended  to  cover  your  professional 
equipment.  Find  out  more  about 
this  important  package  of  liability 
insurance.  It’s  officially  endorsed 
and  recommended  by  the  West 
Virginia  State  Medical  Association. 
Contact  your  WVSMA  office  or 
your  nearest  /Etna  Life  & Casualty 
agent. 


WVU  Medical  Center 
-News  - 


PRESIDENT  James  G.  Harlow  announced  recently 
that  141  faculty  members  at  West  Virginia  Uni- 
versity have  been  promoted  in  rank  or  granted  tenure. 
The  29  from  the  School  of  Medicine  who  have  been 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
information  Services,  Morgantown,  W.  Va. 


advanced,  effective  July  1,  to  the  ranks  listed  are: 


Ernest  L.  Abernathy,  Clinical  Professor,  Pathology; 
William  E.  Anderson,  Professor,  Medicine;  Ray  A. 
Boone,  Assistant  Professor,  Physical  Therapy;  Janice 
W.  Cone,  Assistant  Professor,  Behavioral  Medicine  and 
Psychiatry;  Richard  E.  Goese,  Assistant  Professor, 
Medicine;  H.  Summers  Harrison,  Clinical  Associate 
Professor,  Pediatrics;  Nancy  J.  Jennings,  Clinical  As- 
sistant Professor,  Radiology;  John  F.  Kelley,  Professor, 
Behavioral  Medicine  and  Psychiatry  and  Pediatrics; 
Ordie  H.  King,  Jr.,  Professor,  Pathology;  Peter  R.  Lade- 
wig,  Clinical  Professor,  Pathology. 

Eugene  S.  LaPlante,  Associate  Professor,  Surgery; 
Robert  E.  McCafferty,  Professor,  Anatomy;  Barry  J. 
Make,  Assistant  Professor,  Medicine;  Ronald  J.  Mil- 
lecchia,  Associate  Professor,  Physiology  and  Biophysics; 
David  Z.  Morgan,  Professor,  Medicine;  Robert  J.  Not- 
tingham, Clinical  Associate  Professor,  Pediatrics;  John 
J.  Petronis,  Assistant  Professor,  Physical  Therapy; 
Arthur  L.  Poffenbarger,  Clinical  Associate  Professor, 
Neurology;  Robert  S.  Pope,  Assistant  Professor, 
Anatomy. 

Robert  S.  Pore,  Associate  Professor,  Microbiology; 
Chitraleka  Ramanan,  Assistant  Professor,  Pediatrics; 
Sundaram  V.  Ramanan,  Associate  Professor,  Medicine; 
Harold  Resnick,  Professor,  Biochemistry;  Robert  L. 
Robinson,  Professor,  Pharmacology;  Mabel  M.  Steven- 
son, Professor,  Pathology;  Thomas  J.  Tarnay,  Professor, 
Surgery;  Erdogan  Tercan,  Associate  Professor,  Anes- 
thesiology; O.  Lee  Trick,  Professor,  Behavioral  Medi- 
cine and  Psychiatry;  Kenneth  L.  Wible,  Assistant  Pro- 
fessor, Pediatrics. 

Ob.-Gyn.  Chairman  Appointed 

Dr.  Charles  A.  White  Jr.,  a professor  at  the  Univers- 
ity of  Iowa  College  of  Medicine,  will  join  the  West 
Virginia  University  faculty  on  or  before  July  1 as  Pro- 
fessor and  Chairman  of  the  School  of  Medicine’s  De- 
partment of  Obstetrics  and  Gynecology. 

WVU  President  James  G.  Harlow  announced  Doctor 
White’s  appointment  to  the  post  held  since  1967  by 
Dr.  Walter  A.  Bonney,  Jr.  Doctor  Bonney  who  is  en- 
tering private  practice  in  Morgantown,  will  be  affiliated 
with  the  School  of  Medicine  as  a Clinical  Professor  of 
Obstetrics  and  Gynecology. 

Doctor  White  was  bom  in  San  Diego,  California. 
He  attended  San  Francisco  State  College  and  the  Uni- 
versity of  California  at  Davis.  After  a year  of  service 
in  the  Army,  he  entered  Colorado  State  A & M Col- 


lege where  in  1945  he  received  the  D.V.M.  degree.  He 
spent  six  years  in  the  private  practice  of  veterinary 
medicine  before  attending  the  University  of  Utah 
where  in  1955  he  received  his  M.D.  degree. 

Doctor  White  was  an  intern  at  Salt  Lake  County 
General  Hospital.  After  one  year  of  residency  in  his 
specialty  at  Dee  Memorial  Hospital  in  Ogden,  Utah, 
he  served  for  two  years  as  a Navy  medical  officer  and 
then  completed  his  residency  in  obstetrics  and  gyne- 
cology in  1961  at  the  University  of  Iowa  Hospital.  He 
has  been  a member  of  Iowa’s  College  of  Medicine  fac- 
ulty since  that  time. 

The  author  or  co-author  of  34  scientific  publica- 
tions, Doctor  White  has  been  an  examiner  since  1971 
for  the  American  Board  of  Obstetrics  and  Gynecology 
from  which  he  received  certification  in  1964. 

Doctor  White  and  his  wife  are  parents  of  three  chil- 
dren. 

Dr.  Anido  Heads  State  Pathologists  Group 

Dr.  Vicente  Anido,  Professor  of  Clinical  Pathology 
and  Director  of  Clinical  Laboratories  at  WVU  Medical 
Center,  was  named  President  of  the  West  Virginia 
State  Pathologists  Association  at  its  1974  Spring  Meet- 
ing in  Morgantown. 

Also  elected  to  office  were:  Dr.  John  Sheils,  Cab- 
ell-Huntington  Hospital,  Vice  President;  Dr.  Karl  L. 
Klapproth,  Charleston  Area  Medical  Center,  Secretary- 
Treasurer;  Dr.  Cordell  de  la  Pena,  Clarksburg  Veterans 
Administration  Hospital,  and  Dr.  Robert  S.  Salisbury, 
Assistant  Professor  of  Clinical  Pathology  at  WVU, 
members  of  the  Board  of  Directors. 

The  1975  Spring  Meeting  of  the  West  Virginia 
State  Pathologists  Association  will  also  lie  held  in  Mor- 
gantown. 

First  Cancer  Society  Junior  Faculty  Fellowship 

Dr.  Leonard  L.  Peters  of  the  Department  of  Sur- 
gery has  been  selected  as  the  first  WVU  recipient  of 
an  American  Cancer  Society  Junior  Faculty  Clinical 
Fellowship. 

Doctor  Peters,  who  will  complete  his  residency  train- 
ing in  surgery  this  month,  currently  holds  an  ACS  Clini- 
cal Fellowship.  Such  fellowships  are  intended  to  pro- 
vide additional  specialized  clinical  training  in  cancer, 
in  quantity  and  depth,  beyond  that  which  would  ordi- 
narily be  received  in  residency  training  programs. 
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HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 

CHARLESTON,  WEST  VIRGINIA 


The  Month 

in  Washington 


TRIGGERED  by  the  surprise  introduction  of  a Ken- 
nedy-Mills  proposal  for  national  health  insurance 
and  a major  effort  by  the  Nixon  Administration  to  get 
its  own  bill  through  this  year,  the  Congress  has  again 
started  a hot  and  heavy  debate  on  the  complex  issues 
involved. 

Appearing  before  the  House  Ways  and  Means 
Committee,  Russell  B.  Roth,  M.  D.,  President  of  the 
American  Medical  Association,  warned  that  most  of 
the  congressional  push  for  national  health  insurance 
(NHI)  is  based  on  the  false  premise  that  there  is  a 
health  care  crisis. 

“The  fact  is,”  Doctor  Roth  told  the  Committee, 
“more  people  are  receiving  more  and  better  medical 
care  from  more  and  better  trained  physicians  in  more 
and  better  equipped  facilities  than  ever  before  in  his- 
tory. These  are  not  elements  of  crisis.  The  fact  also  is 
that  the  public,  as  its  opinion  has  been  judged  in 
various  polls,  does  not  perceive  medical  service  to  be 
a major  problem  area. 

“No  doubt  the  Committee  recalls  a recent  Louis 
Harris  poll,  commissioned  by  a Senate  subcommittee, 
which  indicated  that  whereas  64  per  cent  of  the  sample 
identified  inflation  as  our  nation’s  most  serious  prob- 
lem, health  care  rated  15th,  or  next  to  last  on  the  list, 
with  only  3 per  cent  of  the  respondents  putting  em- 
phasis on  this.  Inasmuch  as  any  of  the  proposals  for 
extensions  of  federal  subsidies  for  medical  service  are 
inevitably  inflationary  to  some  degree,  one  wonders 
about  the  advisibility  of  further  aggravating  this  most 
serious  problem  in  order  to  attack  a problem  of  much 
lesser  magnitude. 

“Poll  after  poll  confirms  that  people  are  generally 
satisfied  with  the  type  of  health  care  they  personally 
receive.  This  satisfaction  relies  on  wide  experience,  for 
some  2.5  million  people  a day  see  a physician.  A 1971 
University  of  Chicago  study,  based  on  a nationwide 
sample,  found  84  per  cent  of  the  people  satisfied,  only 
10  per  cent  dissatisfied.  Just  last  month  a survey  com- 
missioned by  the  Washington  Post  uncovered  a virtually 
identical  pattern  in  this  area.  According  to  Mr.  Jay 
Mathews’  story,  six  of  every  seven  local  residents  are 
at  least  “pretty  satisfied”  with  their  medical  care.  Only 
one  person  in  ten  expressed  any  measure  of  discon- 
tent. It  would  be  an  interesting  exercise  to  see  if  you 
could  find  another  issue  or  subject  these  days  upon 
which  Americans  would  voice  85  or  90  per  cent  agree- 
ment. 

Ten  Years  of  Substantial  Progress 

“Reflected  in  the  results  of  the  polls  is  a record  of 
at  least  ten  years  of  substantial  progress.  During  this 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


period  the  number  of  American  medical  schools  and 
the  number  of  physicians  available  to  the  American 
public  have  been  increasing.  Physician  numbers  will 
continue  to  increase  at  a pace  which  exceeds  the  gen- 
eral population  growth  rate.” 

Speaking  strongly  in  support  of  the  AMA  sponsored 
Medicredit  bill  for  NHI,  Doctor  Roth  urged  the 
Committee  to  follow  the  guiding  principles  developed 
by  the  AMA  in  its  proposed  legislation. 

Kennedy-Mills  NHI  Proposal 

Lashing  out  at  the  Kennedy-Mills  NHI  proposal,  Dr. 
Roth  said,  “It  is  one  thing  to  mandate  the  purchase 
of  private  insurance  by  employers.  It  is  something 
quite  different  to  institute  increased  payroll  taxes,  de- 
stroy the  future  of  private  insurance  and  shift  a well- 
regarded  private  function  into  a federal  agency. 

The  financing  envisioned  in  the  Kennedy-Mills  pro- 
posal gives  us  several  problems: 

“It  creates  a massive  four  per  cent  increase  in  the 
Social  Security  tax.  Wage  earners  will  not  be  deluded 
by  the  fact  that  three  per  cent  is  to  be  paid  by  em- 
ployers and  one  per  cent  by  employees.  The  Public  is 
sophisticated  enough  to  know  that  there  is  no  free 
ride  in  this  respect  and  the  source  of  the  funds  to  pay 
for  such  federal  programs  is  from  their  compensation. 

“We  would  point  out  further  that  under  Social  Se- 
curity taxes,  he  who  earns  $20,000  a year  pays  the 
same  as  the  person  who  earns  90  or  100  thousand.  In 
our  view,  it  would  be  more  equitable  for  those  who 
make  more  to  pay  more.  We  would  prefer  the  sort  of 
consistent  sliding  scale  approach  that  is  embodied  in 
the  Medicredit  bill.  Finally,  we  would  seriously  ques- 
tion the  proposition  that  by  eliminating  the  profit  fac- 
tor Social  Security  handling  of  health  insurance  fi- 
nances will  bring  economies  and  efficiencies. 

“The  track  record  of  government  — our  own  and 
others  as  well  — provides  scant  historical  evidence  that 
its  capacity  to  manage  surpasses  private  management  in 
terms  of  either  efficiency  or  economy. 

“Administrative  control  derives  in  large  part  from 
financing  mechanisms,  and,  since  we  advise  strongly 
against  control  of  a new  program  by  the  Social  Se- 
curity Administration,  we  would  avoid  Social  Security 
financing.” 
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CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D. 
M.  S.  HAJJAR.  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN.  M.  D. 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT.  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT.  M.  D. 

R.  O.  ROGERS,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL.  JR..  M.  D. 

JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING,  M.  D. 
BRENNAN  PURKALL,  JR.,  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 

JAMES  L.  FOSTER 


I 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 

Phone:  l-(304)-343-4371 

OPHTHALMOLOGY 

OTOLOGY 

Ancillary  Services 

Edwin  M.  Shepherd,  M.D. 

William  C Morgan,  Jr.,  M.D. 

Orthoptics 

Diplomate,  American  Board 
of  Ophthalmology 

Diplomate,  American  Board 
of  Otolaryngology 

Visual  Fields — Flow  Studies 
Laboratory 

Milton  J.  Lilly,  Jr.  M.D. 

OTOLARYNGOLOGY 

X-ray 

Diplomate,  American  Board 

Romeo  Y.  Lim,  M.D. 

Audiometry 

of  Ophthalmology 

Diplomate,  American  Board 

of  Otolaryngology 

Robert  E.  O'Connor,  M.D. 

Micro-surgery 

Audiology 

Diplomate,  American  Board 
of  Ophthalmology 

Maxillo-facial  Surgery 
Reconstructive  Surgery 

Nancy  McClung,  M.S. 

Moseley  H.  Winkler,  M.D. 

Head  & Neck  Surgery 
Cryosurgery 

Anesthesia 

Diplomate,  American  Board 
of  Ophthalmology 

Endoscopy 

Oncology 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 

Retinal  Surgery 

OPHTHALMOLOGY  and 

Muriel  Dodds,  CRNA 

Fluorescein  Angiography 

OTOLARYNGOLOGY 

Argon  Laser  Photocoagulation 

John  B.  Haley,  M.D. 

Contact  Lenses 

John  A.  B.  Holt,  M.D. 

Strontium  90  Beta  Irradiation 

Diplomate,  American  Board 
of  Ophthalmology 
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Obituaries 


BERNARD  W.  WILKINSON,  M.  D. 

Dr.  Bernard  W.  Wilkinson,  family  physician  and  sur- 
geon in  Clarksburg  for  42  years,  died  on  April  1.  He 
was  71. 

A native  of  Cottageville,  in  Jackson  County,  Doctor 
Wilkinson  was  a graduate  of  West  Virginia  University 
and  received  his  M.  D.  degree  in  1929  from  the  Med- 
ical College  of  Virginia.  He  also  served  a residency  in 
surgery  at  the  latter  institution. 

Doctor  Wilkinson  was  a member  and  a Past  Presi- 
dent of  the  Harrison  County  Medical  Society,  and  a 
member  of  the  West  Virginia  State  Medical  Associa- 
tion and  the  American  Medical  Association. 

Survivors  include  the  widow,  four  sons,  Bernard  W. 
Wilkinson,  Jr.,  at  home;  Amos  W.  and  Stuart  W. 
Wilkinson,  both  students  at  West  Virginia  University, 
and  Brooks  W.  Wilkinson,  student  at  Boston  Univer- 
sity; two  daughters,  Mrs.  Allen  Pois  of  Madison,  Wis- 
consin and  Dr.  Caroline  Jane  Wilkinson  of  Chicago, 
and  three  sisters,  Mrs.  Hazel  Rogers  of  Lumberport, 
Mrs.  Beatrice  Tate  of  Mannington  and  Mrs.  P.  L.  In- 
gram of  St.  Marys. 

O O O O 

JAMES  B.  PURKALL,  JR.,  M.  D. 

Dr.  James  B.  Purkall,  Jr.  of  Bluefield  died  on  April 
24  in  a hospital  there.  He  was  51.  Doctor  Purkall,  who 
had  lived  in  Bluefield  for  the  past  five  years,  was  Head 
of  the  Radiology  Department  at  Bluefield  Sanitarium 
Clinic. 

A native  of  Augusta,  Georgia,  Doctor  Purkall  grad- 
uated from  Mercer  University  at  Macon,  Georgia.  He 
received  his  M.  D.  degree  in  1946  from  the  Medical 
College  of  Georgia.  He  interned  at  New  Hanover  Hos- 
pital in  Wilmington,  North  Carolina  and  served  a 
residency  in  radiology  at  the  Medical  College  of  Vir- 
ginia. 

Doctor  Purkall  was  a member  of  the  Mercer  County 
Medical  Society,  the  West  Virginia  State  Medical  As- 
sociation and  the  American  Medical  Association. 

Surviving  are  the  widow,  two  sons,  James  B.  Purkall, 
III  of  Alexandria,  Virginia  and  Donald  B.  Purkall  of 
Richmond,  Virginia,  and  one  sister,  Mrs.  Maude  Ella 
Shirley  of  Torrence,  California. 

o o o o 

JOHN  Nl.  BROWN,  M.  D. 

Dr.  John  M.  Brown  of  Shinnston  died  on  April  18 
in  a Clarksburg  hospital. 

A native  of  Craigsville,  Doctor  Brown  previously  had 
practiced  in  Alderson  from  1935  to  1957,  when  he 
went  to  Shinnston. 

He  was  a graduate  of  West  Virginia  University  and 
received  his  M.  D.  degree  in  1934  from  the  Medical 
College  of  Virginia. 

Survivors  include  the  widow,  his  mother,  Mrs.  Eliza- 


beth Huff  Brown  of  Spencer;  one  son,  John  B.  Brown 
of  Middleton,  New  Jersey;  two  daughters,  Victoria 
Brown  of  Denton,  Maryland  and  Mrs.  Sheldon  Hopkins 
of  Ashland,  Ohio;  five  brothers,  Drs.  Dudley  Brown 
and  Robert  Brown  of  Romney,  and  Drs.  F.  H.  Brown 
of  Summersville,  Paul  Brown  of  Alderson  and  Wil- 
liam Brown  of  Sutton,  and  two  sisters,  Mrs.  William 
Jergens  of  Spencer  and  Mrs.  Robert  Jacobson  of  Lewis- 
burg. 

o o o o 

ROY  O.  IIALLORAN,  M.  D. 

Dr.  Roy  O.  Halloran,  a skin  specialist  in  Charleston 
since  1932,  died  on  April  30  at  his  home  following  a 
short  illness.  He  was  67. 

A native  of  Hinton,  Doctor  Halloran  was  a graduate 
of  West  Virginia  University  and  received  his  M.  D. 
degree  in  1931  from  the  Medical  College  of  Virginia. 

He  interned  at  Hinton  Hospital  and  did  postgraduate 
work  at  the  New  York  Skin  and  Cancer  Hospital. 

Doctor  Halloran  was  a member  of  the  Kanawha 
Medical  Society,  the  West  Virginia  State  Medical  As- 
sociation and  the  American  Medical  Association. 

Survivors  include  the  widow,  two  sons,  Roy  D.  and 
Timothy  C.  Halloran,  both  of  Charleston;  one  sister, 
Mrs.  Fern  Broddus  of  Beckley,  and  two  brothers,  Percy 
Halloran  of  Talcott,  in  Summers  County,  and  Earl  T. 
Halloran  of  Hinton. 

o o o o 

ARTHUR  A.  SHAWKEY,  M.  D. 

Dr.  Arthur  A.  Shawkey,  retired  Charleston  pediat- 
rician who  began  practice  there  in  1900,  died  on  April 
22  in  a Charleston  hospital.  He  was  103. 

Doctor  Shawkey  was  bom  on  August  23,  1870,  in 
Sigel-Jefferson  County,  Pennsylvania. 

He  received  his  M.  D.  degree  in  1900  from  the  Col- 
lege of  Physicians  and  Surgeons  in  Baltimore,  and  had 
additional  training  at  New  York  Post  Graduate  Medical 
School  and  Harvard  Medical  School. 

He  was  licensed  to  practice  medicine  in  West  Vir- 
ginia in  1900  and  he  entered  family  practice  in 
Charleston  that  same  year.  From  1916  until  his  re- 
tirement in  1959  he  limited  his  practice  to  pediatrics. 
Through  the  years  he  served  as  Chief  of  the  Pediatrics 
Department  at  the  Kanawha  Valley  Hospital,  St. 
Francis  Hospital  and  the  Salvation  Army  Hospital.  He 
also  served  as  Chief  of  the  Pediatrics  Department  and 
Instructor  in  Pediatrics  at  the  Nurses  Training  School 
of  Mountain  State  Hospital. 

Doctor  Shawkey  was  a Past  President  of  the  Ka- 
nawha Medical  Society  and  served  two  terms  as  Vice 
President  of  the  West  Virginia  State  Medical  Associa- 
tion. He  was  an  honorary  member  of  the  American 
Medical  Association  and  a Fellow  of  the  American  Col- 
lege of  Physicians  and  the  American  Academy  of 
Pediatrics.  He  was  a Diplomate  of  the  American  Board 
of  Pediatrics. 

Surviving  are  one  son,  Dr.  George  A.  Shawkey  of 
Charleston,  and  two  daughters,  Mrs.  Elouise  S.  Har- 
vey of  Princeton,  New  Jersey  and  Dr.  Anabel  S.  Mc- 
Connell of  Kingsport,  Tennessee. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $ 1 ,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $1  5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR-1  0 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


MERCER 


County  Societies 


MONONGALIA 

The  Monongalia  County  Medical  Society  met  on 
April  2 at  the  International  Club  in  Morgantown.  The 
scientific  program  was  presented  by  John  E.  Jones, 
M.  D.,  Professor  of  Medicine  and  Dean  of  the  West 
Virginia  LTniversity  School  of  Medicine,  who  spoke  on 
“Exciting  New  Events  in  Endocrinology.” 

The  membership  defeated  a resolution  presented  by 
the  Public  Health  Committee  concerning  mandatory 
Rubella  antibody  determination  in  premarital  examina- 
tions.—William  G.  Klingberg,  M.  D.,  Acting  Secretary. 

O O O O 

CABELL 

Dr.  Theodore  M.  King  of  Baltimore  presented  the 
scientific  program  at  the  meeting  of  the  Cabell  County 
Medical  Society  on  April  11.  Doctor  King,  who  is  Pro- 
fessor and  Director  of  Gynecology  and  Obstetrics  at 
Johns  Hopkins  University  School  of  Medicine,  spoke  on 
“Utilization  of  Drugs  in  Pregnancy.” 

It  was  announced  that  arrangements  have  been 
made  with  the  Kanawha  Medical  Society  to  hold  a 
combined  meeting  in  June  at  the  Guyan  Country  Club 
in  Huntington  with  the  Cabell  Society  acting  as  host. 
—Charles  H.  McKown,  Jr.,  M.  D.,  Secretary. 

o o o o 


Dr.  A Thomas  McCoy  of  Charleston,  President  of  the 
West  Virginia  State  Medical  Association,  was  guest 
speaker  at  the  meeting  of  the  Mercer  County  Medical 
Society  on  April  15  at  Frankie’s  La  Salute  Club. 

Doctor  McCoy  gave  an  interesting  talk  on  “The  Rev- 
olution in  Medicine  with  Third  Party  Medicine.” 

Dr.  T.  Keith  Edwards  of  Bluefield,  reporting  for 
the  Continuing  Education  Committee,  said  it  is  hoped 
that  a continuing  education  course  can  be  initiated  at 
the  three  hospitals  in  Mercer  County.— John  J.  Mahood, 
M.  D.,  Secretary. 

o o o o 

McDOWELL 

The  McDowell  County  Medical  Society  met  on  April 
10  at  the  Stevens  Clinic  Hospital  in  Welch. 

A letter  from  the  Department  of  Membership  De- 
velopment of  the  American  Medical  Association  was 
read  answering  certain  questions  which  had  been 
submitted  by  our  Society  regarding  membership  in 
the  AMA  and  county  and  state  Societies.  Among  the 
answers  given  by  the  AMA  was  the  observation  that 
in  one  situation  mentioned  by  this  Society  a change  in 
its  By-Laws  would  be  necessary. 

A letter  from  the  Executive  Secretary  of  the  West 
Virginia  State  Medical  Association  was  read  advising 
that  the  next  few  issues  of  The  West  Virginia  Medical 
Journal  probably  would  be  delayed  because  the  As- 
sociation was  in  the  process  of  working  with  a new 
printer.— Arthur  A.  Carr,  M.  D.,  Secretary. 


General  and  Thoracic  Surgery 

Internal  Medicine 

Stephen  T.  J.  Lee,  M.  D. 
James  A.  Gardner,  M D. 

Orthopedics 

Clifford  A.  Stevenson,  M.  D. 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D. 
Jose  L.  Oyco,  M.  D. 
Eugene  Warvariv,  M.  D. 
R.  James  Yates,  M.  D. 

Southern  J 

S.  L.  Bembalkar,  M.  D. 
L.  H.  Subbaraya,  M.  D. 

S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 

r West  / 

(Virgin 

y Clinic 

Pediatrics 

P.  B.  Gogo,  M.  D. 

Obstetrics-Gynecology 

R.  G.  D.  Concepcion,  M.  D. 

A.  Ray  Jacobson,  M.  D. 

Stanaford  Road, 

P.  O.  Box  50 

Ear,  Nose  & Throat 

Ophthalmology 

Beckley,  West  Virginia  25801 

P.  C.  Corro,  M.  D. 

Edward  T.  Liu,  M.  D. 

Phone  (304) 

252-7331 

Radiology 

Thomas  L.  Martin,  M.  D. 

Urology 

S.  L.  Francis,  M.  D. 

Clinic  Manager 

James  P.  Bland 
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©PHYSICIANS 
PLANNING 
SERVICE 

WEST  VIRGINIA  SERVICE 
REPRESENTATIVES: 

William  W.  Jones 
R.  T.  Cunningham 
Charles  E.  Derbyshire 
Ron  L.  Lambert 
Larry  R.  McClung 
David  L.  Singleton 

510  PRICHARD  BUILDING 
HUNTINGTON,  W.  VA. 

Telephone:  529-7366 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 

Rashid  Ahmed,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 

Internal  Medicine:  Pediatrics: 

E.  G.  Guy,  M.  D.  E.  G.  Kreider,  M.  D. 

B.  G.  Thimmappa,  M.  D. 

Karl  J.  Myers,  Jr.  M.  D. 


See The  New 

ACCU  - STAT  BLOOD 
CELL  COUNTER 

A valuable  aid  to  the  hospital, 
physician,  and  clinical  laboratory 

The  ACCU-STAT  Blood  Cell  Counter  performs 
fast,  accurate,  red  or  white  blood  cell  counts 
— simply,  directly,  economically.  The  conven- 
ience of  direct  control  and  quick  test  results 
is  provided  to  both  patient  and  physician.  The 
ACCU-STAT  Blood  Cell  Counter  used  with 
the  ACCU-STAT  WBC/RBC  Combination  Kit  is 
the  ideal  system  for  obtaining  reliable  hemo- 
tological  determinations. 

CONVENIENT  AND  SIMPLE 

■ Counting  time  only  20  seconds 

■ Illuminated  button  indicates  counting 
cycle 

■ Simplified  procedure  with  fewer  steps 

■ Patient  record  scale  fits  instrument, 
provides  easy  recording  of  test  results 

■ Direct  readings 

■ Simplifies  STATS  and  night  work 

■ Unique  collection  and  dilution  system — 
simplifies  procedure  and  reduces  chance 
of  error 

■ Micro  or  macro  collection  technique 
can  be  used 

ACCURATE  AND  RELIABLE 

■ Accurate  to  clinical  standards 

■ ACCU-STAT  Blood  Cell  Counter  Control 
available 

■ Flow  Interrupt  Indicator 

■ Easily-removed  aperture 

■ Threshold  adjustment  helps  insure 
continuing  reliability 

■ Simple  to  calibrate  and  zero  adjust 

Write  us  today  for  a demonstration  in  your  office. 

♦ 


Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 
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THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 
Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A.  Athari,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 
Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M.  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 

T.  E.  Chvasta,  M.  D. 


Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 

David  Hill,  M.  D. 

David  H.  Smith,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 
James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 

Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 


ARLINGTON  PERSONAL  CARE  HOME 

23rd  Street  and  Kennedy  Avenue 
(Just  off  Fairview  Ave.) 

Parkersburg,  West  Virginia  26101 

RESIDENTS  ENJOY  RETIREMENT 
WITH  DIGNITY 


Arlington  is  West  Virginia’s  newest  and  most  modern 
Personal  Care  Home  designed  to  create  a home-like 
atmosphere  for  residents  in  retirement  and  persons 
who  need  sheltered  care  as  their  physical  needs  re- 
quires. Attractively  decorated  Private  and  Semi-Pri- 
vate rooms  with  a private  bath  in  each  room.  Gradu- 
ated rates  based  on  type  of  room  desired  $300  - $550. 


Telephone 

(304)  485-5503 


MRS.  AUDREY  DIEHL 

State  Licensed  Administrator 
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CLASSIFIED 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


EXCEPTIONAL  OPPORTUNITY— For  an  in- 
ternist to  become  established  in  a progressive  com- 
munity of  50,000  by  associating  with  an  established, 
successful  physician.  Guaranteed  annual  income, 
fringe  benefits,  and  option  to  form  own  practice 
alter  one  year.  Potential  unlimited.  Contact  Mr. 
Michael  F.  Black,  5476  Big  Tyler  Road,  Charles- 
ton, West  Virginia  (304)  776-2046. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 
equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302— Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring.  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact L.  Perry  Hyde,  M.  D.,  Director,  Emergency  and 
Ambulatory  Care,  Beckley  Appalachian  Regional 
Hospital,  Beckley,  W.  Va.  25801.  Phone:  (304) 

255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modem 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


WANTED — -Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modem  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 
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The  West  Vircinia  Medical  Journal 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

A h\^n  assurance  of  clinical  efficacy 

sin  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


lefore  prescribing,  please  consult  complete  product 
nformation,  a summary  of  which  follows: 
ndications:  Chronic  urinary  tract  infections  (primarily 
ayeloneph ritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter , 
°roteus  mirabilis,  and,  less  frequently,  indole-positive 
oroteus  species). 

^ote:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
orsulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions, epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml / min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


Each  tablet  contains 


80  mg  tri 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


HI 


Simple,  accurate  test  for  glycosuria 


TES-TAPE* 

URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


i 


Some  people  develop  excessive  psychic  tension  and  need  your  counselin 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
jiazepam)  part  of  your  treatment 
I an,  cheek  on  whether  or  not  the 
itient  is  presently  taking  drugs 
id,  if  so,  what  his  response  has 

Jm  Along  with  the  medical  and 
dal  history,  this  information  can 
dp  you  determine  initial  dosage, 
e possibility  of  side  effects  and  the 
timate  prospects  of  success  or 
i lu  re. 

While  Valium  can  be  a most 
dpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
J excessive  psychic  tension  persists 
id  should  be  discontinued  when 
m decide  it  has  accomplished  its 
lerapeutic  task.  In  general,  when 
I isage  guidelines  are  followed, 
alium  is  well  tolerated  (see 
k isage).  For  convenience  it  is  avail- 
ile  in  2-mg,  5-mg  and  ui-nig  tablets. 

You  should  be  aware  of  the 
ossibilitv  of  side  effects  in  some 
atients  and  should  consult  the 
implete  product  information  before 
rescribing. 


Roche  Laboratories 

Division  o(  Hol!mann-la  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

S'ide  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psvchoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
io  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  100. 
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Vice  President:  Jack  Leckie,  Huntington 
Treasurer:  Kenneth  G.  MacDonald,  Charleston 
Executive  Secretary:  Mr.  William  H.  Lively',  Charleston 
Executive  Assistant:  Mr.  Custer  B.  Holliday,  Charleston 
Projects  Director:  Mr.  Charles  R.  Lewis,  Charleston 
AMA  Delegates: 

Richard  E.  Flood  (1974),  Weirton 
Frank  J.  Holroyd  (1975),  Princeton 
AMA  Alternates: 

Harry  S.  Weeks,  Jr.  (1974),  Wheeling 
George  R.  Callender,  Jr.  (1975),  Charleston 

COUNCIL 

Chairman:  Worthy  W.  McKinney,  Beckley 
At  Large:  Harry  S.  Weeks,  Jr.,  Wheeling 

MEMBERS 

Robert  R.  Weiler  (1975),  Wheeling 
Robert  G.  Janes  (1974),  Fairmont 
Charles  E.  Andrews  (1975),  Morgantown 
Robert  R.  Pittman  (1974),  Martinsburg 
Robert  W.  Bess,  Jr.  (1975),  Piedmont 
L.  H.  Nefflen  (1974),  Elkins 
Robert  D.  Hess  (1975),  Bridgeport 
F.  Lloyd  Blalr  (1974),  Parkersburg 
Louis  W.  Groves,  Jr.  (1975),  Rich  wood 
Harold  N.  Kagan  (1974),  Huntington 
J.  L.  Mangos  (1975),  Charleston 
W.  Alva  Deardorff  (1974),  Charleston 
Richard  G.  Starr  (1974),  Beckley 
John  J.  Mahood  (1975),  Bluefield 
Thomas  P.  Long  (1974),  Man 


STANDING  COMMITTEES 

Aging 

Eldon  B.  Tucker,  Morgantown,  Chairman;  Myer  Bogarad,  Weirton; 
and  Richard  Hamilton,  St.  Marys. 

Cancer 

Alvin  L.  Watne,  Morgantown,  Chairman;  John  J.  Battaglino,  Jr., 
Wheeling;  F.  Lloyd  Blair,  Parkersburg;  Harry  F.  Cooper,  Beckley;  L. 
Walter  Fix,  Martinsburg;  William  E.  Gilmore,  Parkersburg;  David  B. 
Gray,  Charleston;  Ray  A.  Harron,  Bridgeport;  Hu  C.  Myers,  Philippi; 
Jess  S.  Renedo,  Wheeling;  Richard  G.  Starr,  Beckley;  Charles  W. 
Thacker,  Parkersburg;  John  W.  Trenton,  Kingwood;  James  H.  Walker, 
Charleston;  and  Chauncey  B.  Wright,  Huntington. 

Constitution  and  By-Laws 

Harry  S.  Weeks,  Jr.,  Wheeling,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  Richard  E.  Flood,  Weirton;  J.  C.  Huffman,  Buckhannon; 
Carl  B.  Hall,  Charleston;  Sobisca  S.  Hall,  Clarksburg;  John  W.  Hash, 
Charleston;  James  S.  Klumpp,  Huntington;  Athey  R.  Lutz,  Parkersburg; 
Richard  V.  Lynch,  Jr.,  Morgantown;  and  L.  J.  Pace,  Princeton. 

Insurance 

C.  A.  Hoffman,  Huntington,  Chairman;  Andrew  J.  Barger,  Glen 
Dale;  James  A.  Barnes,  Beckley;  Robert  L.  Chamberlain,  Buckhannon; 
John  T.  Chambers,  Charleston;  R.  U.  Drinkard,  Wheeling;  A.  C. 
Esposito,  Huntington;  F.  Perry  Greene,  Jr.,  Parkersburg;  Upshur  Hig- 
ginbotham, Bluefield;  Kenneth  G.  MacDonald,  Charleston;  Buford  W. 
McNeer,  Hinton;  J.  C.  Pickett,  Morgantown;  Robert  S.  Robbins, 
Wheeling;  and  C.  Vincent  Townsend,  Martinsburg. 

Interprofessional  Relations 

William  E.  Gilmore,  Parkersburg,  Chairman;  George  L.  Armbrecht, 
Wheeling;  Alberto  G.  Capinpin  and  Jean  P.  Cavender,  Charleston; 
R.  C.  Cowan,  Jr.,  and  Dwight  P.  Cruikshank,  Parkersburg;  V.  L. 
Dyer,  Petersburg;  Richard  E.  Flood,  Weirton;  John  L.  Fullmer,  Mor- 
gantown; S.  William  Goff,  Parkersburg;  George  V.  Hamrick,  Charles- 
ton; John  J.  Mahood,  Bluefield;  L.  J.  Pace,  Princeton;  Paul  H.  Rever- 
comb.  Charleston;  L.  Dale  Simmons,  Clarksburg;  Tracy  N.  Spencer, 
Jr.,  South  Charleston;  James  A.  Thompson,  Clarksburg;  and  A.  J. 
Villani,  Welch. 

Legislative 

Frank  J.  Holroyd,  Princeton,  Chairman;  W.  P.  Bittinger,  Oak  Hill; 
J.  E.  Blaydes,  Jr.,  Bluefield;  John  T.  Chambers,  Charleston;  George  A. 
Curry,  Morgantown;  Del  Roy  R.  Davis,  Kingwood;  Roy  A.  Edwards, 
Jr.,  and  A.  C.  Esposito,  Huntington;  George  Gevas,  Parkersburg;  Paul 
E.  Gordon,  Clarksburg;  Louis  W.  Groves,  Jr.,  Richwood;  N.  B.  Groves, 
Jr.,  Martinsburg;  Carl  B.  Hall,  John  M.  Hartman,  John  W.  Hash  and 
John  A.  B.  Holt,  Charleston;  J.  C.  Huffman,  Buckhannon;  Jack  Leckie, 
Huntington;  Charles  L.  Leonard,  Elkins;  Milton  J.  Lilly,  Jr.,  Charles- 
ton; Paul  L.  McCuskey,  Parkersburg;  Charles  W.  Merritt,  Beckley; 
Thomas  G.  Reed,  Charleston;  Joseph  D.  Romino,  Fairmont;  Carl  J. 
Roncaglione,  William  B.  Rossman  and  Page  H.  Seekford,  Charleston; 
Robert  G.  Shirey,  Lewisburg;  Jack  J.  Stark,  Belpre,  Ohio;  I.  Ewen 
Taylor,  Huntington;  A.  J.  Villani,  Welch;  David  E.  Wallace,  Madison; 
Stephen  D.  Ward,  Wheeling;  Henry  F.  Warden,  Jr.,  Bluefield;  J.  Hugh 
Wiley,  Morgantown;  and  David  E.  Yoho,  Glen  Dale. 

Maternal  and  Perinatal  Fetal  Welfare 
A.  J.  Villani,  Welch,  Chairman;  Walter  A.  Bonney,  Jr.,  Morgan- 
town; Clarence  H.  Boso  and  Thomas  J.  Conaty,  Huntington;  Robert  D. 
Crooks,  Parkersburg;  Larry  D.  Curnutte  and  Frederick  H.  Dobbs, 
Charleston;  T.  Keith  Edwards,  Bluefield;  Thomas  G.  Folsom,  Hunting- 
ton;  N.  W.  Fugo,  Morgantown;  George  Gevas,  Parkersburg;  Robert 
Greco,  Morgantown;  George  L.  Grubb,  Charleston;  C.  S.  Harrison, 
Clarksburg;  Edwin  J.  Humphrey,  III,  Huntington;  W.  Gene  Klingberg, 
Morgantown;  A.  Robert  Marks,  Clarksburg;  Rose  H.  McClanahan, 
Charleston;  Charles  W.  Merritt,  Beckley;  Thomas  G.  Potterfield, 
Charleston;  Robert  P.  Pulliam,  Beckley;  Meryleen  B.  Smith,  Peters- 
town;  Gates  J.  Wayburn,  Huntington;  and  Patrick  C.  Williams,  Jr., 
Charleston. 

Medical  Aspects  of  Sports 

Richard  W.  Corbitt,  Parkersburg,  Chairman;  K.  D.  Bowers,  Jr.,  Mor- 
gantown ; R.  L.  Chamberlain,  Buckhannon;  Robert  A.  Crawford,  Jr., 


and  Henry  R.  Glass,  Jr.,  Charleston;  Robert  W.  Howes,  Jr.,  Parkers- 
burg; Joe  N.  Jarrett,  Oak  Hill;  James  S.  Kessel,  Ripley;  Jack  C.  Mor- 
gan, Fairmont;  George  Naymick,  Weirton;  W.  H.  Rardin,  Beckley; 
Carl  J.  Roncaglione,  Charleston;  George  W.  Rose,  Clarksburg;  Herbert 
E.  Warden,  Morgantown;  and  Moseley  H.  Winkler,  Charleston. 

Medical  Economics 

Carl  J.  Roncaglione,  Charleston,  Chairman;  and  W.  Alva  Deardorff, 
Charleston,  Vice  Chairman;  Charles  E.  Andrews,  Morgantown;  Robert 
W.  Bess,  Jr.,  Piedmont;  George  R.  Callender,  Jr.,  and  Marshall  J. 
Carper,  Charleston;  Donald  R.  Chadwick,  Beckley;  Jacques  Charbon- 
niez.  Charleston;  C.  Richard  Daniel,  Beckley;  Daniel  W.  Dickinson, 
Wheeling;  Albert  C.  Esposito,  Huntington;  Richard  E.  Flood,  Weir- 
ton; Robert  L.  Ghiz,  Charleston;  N.  B.  Groves,  Martinsburg;  Daniel 
Hale,  Princeton;  John  M.  Hartman,  Charleston;  C.  A.  Hoffman, 
Huntington;  George  W.  Hogshead,  Nitro;  Thomas  J.  Holbrook, 
Huntington;  Ralph  J.  Holloway,  South  Charleston;  Logan  W.  Hovis, 
Vienna;  James  T.  Hughes,  Ripley;  Ray  M.  Kessel,  Logan;  W.  Gene 
Klingberg,  Morgantown;  Milton  J.  Lilly,  Jr.,  Charleston;  Thomas  P. 
Long,  Man;  Richard  V.  Lynch,  Jr.,  Morgantown;  J.  L.  Mangus  and 
Theodore  P.  Mantz,  Charleston;  Lawrance  S.  Miller,  Morgantown; 
William  C.  Morgan,  Jr.,  Charleston;  Milton  E.  Nugent,  Wheeling; 
Seigle  W.  Parks,  Charleston;  James  E.  Powers,  Princeton;  James  T. 
Spencer,  Charleston;  Clifford  A.  Stevenson,  Beckley;  James  H.  Walker, 
Charleston;  and  J.  D.  H.  Wilson,  Clarksburg. 

Medical  Education  and  Hospital! 

Pat  A.  Tuckwiller,  Charleston,  Chairman;  Wm.  O.  McMillan,  Jr., 
Charleston,  and  Richard  V.  Lynch,  Jr.,  Morgantown,  Vice  Chair- 
men; Charles  E.  Andrews,  Morgantown;  Leo  H.  T.  Bernstein, 
Martinsburg;  William  H.  Carter  and  John  T.  Chambers,  Charleston; 
Del  Roy  R.  Davis,  Kingwood;  C.  Richard  Daniel,  Beckley;  Thomas  O. 
Dotson,  White  Sulphur  Springs;  Albert  C.  Esposito,  Huntington;  Wil- 
liam E.  Gilmore,  Parkersburg;  Robert  D.  Hess,  Bridgeport;  Upshur 
Higgonbotham,  Bluefield;  Winfield  C.  John,  Huntington;  George  M. 
Kellas,  Wheeling;  Jack  Leckie,  Huntington;  Mary  Lou  L.  Lewi»,  Char- 
leston; John  D.  Lindsay,  Jr.,  Fairmont;  David  Z.  Morgan;  Morgan- 
town; Robert  R.  Pittman,  Martinsburg;  Herbert  H.  Pomerance,  Char- 
leston; Howard  B.  Sauder,  Wheeling;  Harold  Selinger  and  Edwin 
M.  Shepherd,  Charleston;  Philip  M.  Sprinkle,  Morgantown;  Richard 
G.  Starr,  Beckley;  Hartwell  G.  Thompson,  Charleston;  John  W. 
Traubert,  Wellsburg;  and  J.  Hugh  Wiley,  Morgantown. 

Medical  Emergencies  and  Civil  Defense 

John  A.  B.  Holt,  Charleston,  Chairman;  Harold  D.  Almond,  Buck- 
hannon; Dominic  A.  Brancazio,  Weirton;  Harry  F.  Coffman,  Keyser; 
Salvador  Diaz,  Huntington;  Ernest  G.  Guy,  Philippi;  Charles  H.  Hiles, 
Wheeling;  John  J.  Mahood,  Bluefield;  Donald  R.  Lantz,  Parkersburg; 
Joseph  T.  Mallamo,  Fairmont;  John  B.  Markey,  Charleston;  James  G. 
Ralston,  Clarksburg;  William  S.  Sadler,  Barboursville;  Lyle  D.  Vincent, 
Parkersburg;  John  W.  Whitlock,  Beckley;  and  E.  Andrew  Zepp,  Mar- 
tinsburg. 

Medical  Scholarships 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Marshall  J.  Carper, 
Charleston;  Robert  D.  Hess,  Bridgeport;  Thomas  J.  Holbrook,  Hunting- 
ton;  Russel  Kessel,  Charleston;  John  Mark  Moore,  Wheeling;  and 
Clark  K.  Sleeth,  Morgantown. 

Mental  Health 

Roy  A.  Edwards,  Jr.,  Huntington,  Chairman;  Mildred  Mitchell- 
Bateman,  Charleston;  Randall  Connolly,  Vienna;  Thomas  S.  Knapp, 
Charleston;  S.  Elizabeth  McFetridge,  Shepherdstown;  L.  J.  Pace, 
Princeton;  William  B.  Rossman,  Charleston;  O.  Lee  Trick,  Morgan- 
town; A.  L.  Wanner  and  Stephen  D.  Ward,  Wheeling;  Charles  C. 
Weise,  Charleston;  and  A.  C.  Woofter,  Parkersburg. 

Military  Medical  Affairs 

Russel  Kessel,  Charleston,  Chairman;  Bert  Bradford,  Jr.,  Charleston; 
Robert  D.  Hess,  Bridgeport;  and  Logan  W.  Hovis,  Vienna. 

Program 

J.  Hugh  Wiley,  Morgantown,  Chairman;  John  T.  Chambers,  Charles- 
ton; William  E.  Gilmore,  Parkersburg;  Winfield  C.  John,  Huntington; 
Ray  M.  Kessel,  Logan;  and  Philip  M.  Sprinkle,  Morgantown. 

Public  Service 

Albert  C.  Esposito,  Huntington,  Chairman;  John  M.  Bobbitt,  Hunt- 
ington; George  A.  Curry,  Morgantown;  C.  R.  Davisson,  Weston;  Leon- 
ard M.  Eckmann,  South  Charleston;  G.  Thomas  Evans,  Fairmont;  Louis 
W.  Groves,  Jr.,  Richwood;  N.  B.  Groves,  Martinsburg;  Carl  E.  Johnson, 
Morgantown;  E.  Lee  Jones,  Wheeling;  C.  A.  Logue,  Morgantown; 
George  E.  McCarty,  Parkersburg;  Charles  W.  Merritt,  Beckley;  L.  J. 
Pace,  Princeton;  Joseph  B.  Reed,  Buckhannon;  Page  H.  Seekford, 
Charleston;  Jack  J.  Stark,  Belpre,  Ohio;  Stephen  D.  Ward,  Wheeling; 
and  A.  J.  Weaver,  Clarksburg. 

Rehabilitation 

Buford  W.  McNeer,  Hinton,  Chairman;  Jean  P.  Cavender,  Charleston; 
James  A.  Gardner,  Beckley;  James  A.  Heckman,  Huntington;  Thomas 
M.  Howes,  Morgantown;  Francis  H.  Hughes,  Parkersburg;  Ralph  H. 
Nestmann,  Charleston;  J.  C.  Pickett,  Morgantown;  Jack  Pushkin, 
Charleston;  M.  D.  Reiter,  Wheeling;  L.  Dale  Simmons,  Clarksburg; 
Robert  R.  Weiler,  Wheeling;  J.  Hugh  Wiley,  Morgantown;  and  Roy 
James  Yates,  Beckley. 

Resolutions 

Richard  E.  Flood,  Weirton,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  C.  A.  Hoffman,  Huntington;  Worthy  W.  McKinney,  Beck- 
ley; L.  J.  Pace,  Princeton;  and  Harry  S.  Weeks,  Jr.,  Wheeling. 

Rural  Health 

Martha  Jane  Coyner,  Harrisville,  Chairman;  Harold  D.  Almond, 
Buckhannon;  J.  C.  Arnett,  Rowlesburg;  Ralph  H.  Boone,  Sistersville; 
B.  S.  Brake,  Clarksburg;  Robert  W.  Coplin,  Elizabeth;  Del  Roy  P.  Davis, 
Kingwood;  N.  H.  Dyer,  Charleston;  Vernon  L.  Dyer,  Petersburg;  Earl 
L.  Fisher,  Gassaway;  Robert  R.  Frye,  Mannington;  O.  M.  Harper,  Clen- 
denin;  Mehmet  V.  Kalaycioglu,  Shinnston;  Charles  T.  Lively,  Weston; 
Ralph  McGraw,  Follansbee;  Joseph  B.  Reed,  Buckhannon;  Charles  J. 
Sites,  Franklin;  and  Charles  E.  Staats,  Charleston. 

Tuberculosis 

Hugh  S.  Edwards,  Beckley,  Chairman;  J.  N.  Aceto,  Wheeling; 
Charles  E.  Andrews,  Morgantown;  Robert  M.  Biddle,  Parkersburg; 
J.  M.  Brand,  Chester;  William  L.  Cooke,  Charleston;  N.  Allen  Dyer, 
Bluefield;  George  F.  Evans,  Clarksburg;  Dominic  J.  Gaziano,  Charles- 
ton; G.  R.  Maxwell,  Morgantown;  Ralph  H.  Nestmann  and  Morris  H. 
O'Dell,  Charleston,  Robert  J.  Reed,  III,  Wheeling;  James  T.  Smith, 
Charleston;  M.  A.  Viggiano,  New  Martinsville;  James  H.  Walker, 
Charleston;  and  David  H.  Williams,  Weirton. 

Venereal  Disease 

N.  H.  Dyer,  Charleston,  Chairman;  Hunter  Boggs,  Charleston;  C.  Y. 
Moser,  Kingwood;  Frank  M.  Peck,  Huntington;  David  S.  Pugh,  Chester; 
Thomas  L.  Thomas,  Wheeling;  M.  A.  Viggiano,  New  Martinsville; 
Lyle  D.  Vincent,  Parkersburg;  and  Isaiah  A.  Wiles,  Morgantown. 


FLINT  LABORATOR 
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Supplied  Tablets:  0025  mg.,  0.05  mg.,  0.1  mg  , 
0 15  mg  . 0 2 mg  , 0 3 mg.,  0.5  mg.,  scored  and 
color-coded  in  bottles  of  100,  500.  and  1000. 
Injection:  500  meg  lyophilized  active  ingredient 
and  10  mg  of  Mannitol.  U.S.P.,  in  10ml.  single-dose 
vial,  with  5 ml.  vial  o<  Sodiu®  Chloride  Injection, 
U S P, as  a diluent 
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Maker  of  Medicine 

Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


Dialogue 


Adrugcompend- 
of  the  type  I envisi 
would  fill  a definite 
need  for  the  prac: 
ing  physician.  Su  a 
compendium  woe 
give  him  all  ? 
information  n - 
essary  for  us  e 
a drug  intelligently,  and  it  woulc 
do  so  in  a clear,  concise,  con- 
venient, objective  and  balancec 
fashion. 

What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  whatc 
drug  will  do,  when  he  should  us  t. 
for  what  type  of  patient,  for  how  I 
long,  in  what  dose,  what  benefit 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactksn 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  anc 
have  the  same  legal  status.  In  fal 
a complete  compendium  with  cn- 
plete  and  current  information 
might  even  eliminate  the  neces:y 


A drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal, 
sponsorship.  They  should  conta 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  ye . 

Function  of  a Compendium 

A compendium  should  fur- 
nish the  following  information  01 
drugs  inthefollowingorder:  indii- 
tions  for  use,  side  effects,  adver 
drug  reactions,  contraindication' 
drug  interactions,  drug  dosage  c3 
the  dosage  forms  marketed.  Dri 
prices  should  not  be  included  be 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  se 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  pi  - 
sician  to  decide,  whether  on  the 
basis  of  the  medical  literature,  h 
own  clinical  experience,  advice  ( 
colleagues,  information  supplier 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  i 
how  to  use  drugs.  Rather,  it  mus 
be  a reference  source  designed  f - 
marily  to  refresh  his  memory  as 
drugs  he  may  not  use  regularly.  I 


;kage  insert  in  many  in- 
. This  would  constitute  a 
tial  saving  for  the  manu- 


re all 


woul 


ance 


/a  complete  compendium, 
mean  a volume  of  prohibi- 
;.  You  don’t  need  a book 
ing  25,000  products  with 
fori|  mous  amount  of  repetition, 
drugs  should  be  arranged 
s.  Mutually  applicable  infor- 
would  be  provided,  along 
ief  discussions  pinpointing 
nces  in  specific  drugs  of 
iss.  Listings  would  be  cross- 
; . j in  a useful  way. 

'fiat! 

!du!!  Available  Documents  as 
ho*r  sof  Information 

neft  xisting  references  such  as 
i,tM  ad  the  AMA  Drug  Evaluation 
actiit /iously  useful  but  they  are 
) olete.  Either  they  are  not 
del;  eferenced  by  generic  name 
aX  not  group  drugs  with  simi- 
nffliracteristics,  or  they  do  not 
hotthe  available  and  legally 
ted  drugs.  And  some  of 
omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compilingand  editinga  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


1 in  no  way  imply  control  over 
actitioner’s  prerogatives. 

i mother  Compendium? 

A practicable,  single-volume 
i lendium  cannot,  nor  is  it 
i isary  to,  include  all  drugs  on 
: larket  today.  From  my  prac- 
i internal  medicine  for  some 


:ars,  my  experience  as  a con- 
nt,  and  as  a faculty  member 
' Jr  or  five  medical  schools,  I 
: d estimate  that  a doctor  uses 
i 30  to  35  drugs  regularly.  The 
; ! Physicians'  Desk  Reference, 
t entally,  contained  about 
1 0 entries. 

As  to  whether  there  should  be 
leral  compendium,  in  myopin- 
as  stated  earlier,  the  answer  is 
; —there  should  not  be  one.  The 
' osal  assumes  that  existing 
: pendia  are  inadequate.  We’re 
jure  of  that  at  all.  Whatever  its 
srfections,  the  present  drug 
(rmation  system  in  the  U.S.  is 
i,  multifaceted,  pluralistic  and 
nsive.  Good  compendia  exist, 
'ell  as  other  ample  sources  on 
i therapy,  ranging  from  journal 
ature  through  AMA  Drug  Evalu- 
n to  company  materials.  Not 
>hysicians  may  use  such 
rces  as  often  or  as  well  as  they 
uld,  but  that  is  the  fault  of  the 
a,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


duce another  book,  it  makes  much  - 
more  sense  to  work  on  improving 
existing  compendia, and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  — a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  fora  new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally,  outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies  — but  aboveall,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W.  ||||j  rill 
Washington,  D.C.  20005  W 


What  does  man  have  in  common  with  Samson? 


Neither  man  nor  the  gorilla  can  synthesize  vitamin  C. 
Interestingly,  the  slow  loris,  a primate  much  further 
down  the  evolutionary  scale,  can  convert  L-l,4-gu- 
lonolactone  to  ascorbic  acid  in  its  liver  and  presum- 
ably does  not  require  an  exogenous  source  of  ascorbic 
acid. 

Because  man  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins,  these  nu- 
trients must  be  replenished  continuously  in  order  to 


maintain  normal  tissue  levels. 

Generally,  this  is  accomplished  in  his  daily  diet. 
But  under  conditions  of  illness,  stress,  in  convales- 
cence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Surbex-T  restores  the  water-soluble  vita-  ■ 
mins  with  each  tablet  providing  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


403481 


With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action— involving  the  doctor, 
the  patient,  the  American 
Cancer  Society  — a partner- 
ship for  life. 


Kefzol 

cefazolin  sodium 

Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Elf  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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Mid-Facial  Fractures:  Management  and  Results* 

Ghassan  A.  Khalil , M.  D. 


Mid-facial  fractures  are  seen  frequently  fol- 
lowing high  speed  impacts  and  improper 
use  of  safety  belts.  Most  of  these  injuries  are 
the  result  of  car  or  motorcycle  accidents  and 
a few  are  due  to  fights  or  falls.  The  following 
study  represents  a four-year  experience  using 
the  same  principles  and  techniques. 

Classification 

I have  divided  these  injuries  into  four  major 
groups : 

1.  Blow-out  fracture  of  the  orbit. 

2.  Tripod  fracture  of  the  xygoma  with  as- 
sociated injuries  to  the  maxilla  and  orbit. 

3.  LeFort  fractures  II  and  III. 

4.  Other  complicated  fractures. 

I excluded  the  very  common  fracture  of  the 
nose.  This  is  a frequent  injury  which  should  be 
treated  correctly  to  prevent  the  late  complica- 
tions. This  subject  has  been  covered  by  many 
previous  publications.* 1  I also  excluded  all  other 
fractures  of  the  mid-face  which  showed  no  dis- 
placement, were  asymptomatic  and  presented 
no  local  complications. 

Diagnosis 

The  diagnosis  was  made  on  careful  physical 
examination  and  special  x-ray  studies  including 
tomograms  when  indicated. 

Treatment 

The  treatment  consisted  of  ice  packs  over 
the  injured  area,  semi-Fowler  position,  anti- 
biotic coverage  when  there  was  evidence  of 
contamination  or  fracture  of  the  base  of  the 
skull.  Open  reduction  was  performed  within 
72  hours  of  the  injury  under  general  or  local 


♦Delivered  during  the  Annual  Meeting  of  the  West 
Virginia  Chapter,  American  College  of  Surgeons,  May  3-5, 
1973,  at  The  Greenbrier,  White  Sulphur  Springs. 


The  Author 

• Ghassan  A.  Khalil,  M.  D.,  Plastic  Surgeon, 
1130  Market  Street,  Parkersburg,  West  Vir- 
ginia. 


anesthesia,  depending  on  the  other  associated 
injuries.2 

Study  and  Results 

1.  Blow-out  fracture  of  the  orbit:  9 cases 
(Table  1). 

The  age  varied  between  13  and  52  years. 
The  follow-up  varied  between  3 and  9 
months. 

Five  required  a silastic  sheet  implant 
(0.004”  thick)  because  of  a major  loss  of 
bone. 

Four  required  only  a gelfilm  sheet  to  keep 
the  reduced  bone  smooth  under  the  inferior 
rectus  muscle. 

One  required  a Caldwell  Luc  antrotomy 
with  packing  because  of  unstable  reduction.3 

Two  were  associated  with  nasal  fractures 
which  required  only  closed  reduction  with 
application  of  cast. 

One  required  a skin  graft  because  of  ma- 
jor loss  of  soft  tissue. 

The  final  results  were  considered  good  func- 
tionally and  cosmetically  in  all  cases.  (Figures 
1-2).  ' 

Tripod  Fractures  Of  The  Xygoma  With 
Associated  Injuries  To  Maxilla  And  Orbit 

Ten  cases  (Table  2). 

The  age  varied  between  16  and  70  years. 
The  follow-up  varied  between  4 and  22 
months. 
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TABLE  1 


BLOW-OUT  FRACTURES 

Age 

Side 

Followup 
in  Months 

o> 

c 

s 

Silastic 
1 mplants 

Gelfilm 
1 mplants 

Antral  Packing 

1 nter  maxillary 
Fixation 

Nasal  Plate 

Type 

Complications 

Final  Results 

1. 

36 

L 

6 

+ 

G 

2. 

39 

L 

4 

+ 

G 

3. 

13 

L 

8 

+ 

G 

4. 

52 

L 

4 

+ 

G 

5. 

13 

R 

4 

+ 

G 

6. 

28 

R 

3 

+ 

G 

7. 

26 

L 

9 

+ 

Skin 

Graft 

G 

8. 

27 

R 

5 

+ 

G 

9. 

38 

R 

9 

+ 

G 

L — Left,  R — Right,  + — Present,  G— Good,  F— Fair 

Seven  required  wiring  because  of  unstable  with  packing  because  of  severely  comminuted 
reduction.  fracture  of  the  anterior  wall  of  the  maxilla. 


Six  required  silastic  sheet  implants  because 
of  loss  of  bone  in  the  orbital  floor. 

Three  required  gelfilm  sheet  implants  to 
keep  the  reduced  bone  smooth  under  the  in- 
ferior rectus  muscle  in  the  orbital  floor. 


One  required  closed  reduction  and  cast  ap- 
plication of  an  associated  nasal  fracture. 
There  were  two  complications: 

One  developed  a hematoma  which  was 
evacuated. 


Two  required  a Caldwell  Luc  antrotomy 


One  developed  infection  which  responded 


TABLE  2 


TRIPOD  FRACTURES 

Age 

S ide 

F ollowup 
in  Months 

Wiring 

Silastic  1 mpts. 

Gelfilm  Impts. 

Antral  Packing 

Intermaxillary 

Fixation 

Nasal  Plate 

Type 

Complications 

Final  Results 

16 

L 

4 

+ 

+ 

G 

18 

R 

6 

+ 

G 

19 

L 

4 

+ 

G 

19 

R 

22 

+ 

+ 

G 

32 

L 

6 

+ 

+ 

G 

70 

L 

20 

+ 

Hema- 

toma 

G 

21 

L 

4 

+ 

+ 

G 

38 

L 

11 

+ 

+ 

G 

24 

L 

7 

+ 

+ 

+ 

1 nfection 

G 

22 

L 

5 

+ 

+ 

G 
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TABLE  3 


1. 

2. 

3. 

4. 

5. 

6. 
7. 


Four  belong  to  the  LeFort  II  group. 
Three  belong  to  the  LeFort  III  group. 

All  presented  rhinorrhea. 

The  treatment  of  all  cases  consisted  in: 

Open  reduction  with  wiring  of  all  fractures. 
Frontal  suspension. 

Intermaxillary  fixation  with  arch  bars. 


1.  62  R 6 + + ++  G 

2-  19  ~ 99  ~ * <■  ~lnggff  ■= 

3.  22  R 4 G 

4.  1 9 L 1 0 + + G 

5.  27  R 6 + + G 

6.  21  L 8 + + + G 

7.  23  R 12  + + G 



8.  32  L 6 + + G 

9.  22  R 5 + + G 
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TABLE  4 


OTHER  COMPLICATED  FRACTURES 

Age 

Side 

Followup 
in  Months 

Wiring 

Silastic  1 mplant 

Gelfilm  1 mplant 

Antral  Packing 

1 ntermaxillary 
F ixation 

Nasal  Plate 

Type 

Complications 

Final  Results 

62 

R 

6 

+ 

+ 

+ 

+ 

G 

19 

R 

36 

+ 

+ 

+ 

+ 

Enophtalmus 
& Diplopia 

F 

22 

R 

4 

G 

19 

L 

10 

+ 

+ 

G 

27 

R 

6 

+ 

+ 

G 

21 

L 

8 

+ 

+ 

+ 

G 

23 

R 

12 

+ 

+ 

G 

32 

L 

6 

+ 

+ 

G 

22 

R 

5 

+ 

+ 

G 

to  antibiotic  therapy. 

The  final  results  were  considered  good  in  all 


cases. 


LeFort  Fractures 

Seven  cases4  (Table  3). 

The  age  varied  between  21  and  62  years. 
The  follow-up  varied  between  '8  and  16 
months. 


LeFort  FRACTURES 

Age 

Side 

Followup 
in  Months 

Wiring 

Silastic  Implant 

Gelfilm  1 mplant 

Antral  Packing 

Intermaxillary 

Fixation 

Nasal  Plate 

Type 

Complications 

F inal  Results 

62 

16 

+ 

+ 

+ 

+ 

II 

G 

37 

10 

+ 

+ 

+ 

+ 

II 

G 

43 

8 

+ 

+ 

+ 

+ 

III 

T rache- 
ostomy 

G 

35 

12 

+ 

+ 

+ 

+ 

II 

G 

51 

8 

+ 

+ 

+ 

+ 

II 

F 

53 

12 

+ 

+ 

+ 

+ 

III 

G 

21 

12 

+ 

+ 

+ 

+ 

III 

F 

Lead  plates  to  maintain  nasal  fracture  re- 
duction. 

Silastic  implants  in  the  orbital  floor  when 
bone  loss  is  present. 

One  required  a tracheostomy  because  of 
airway  difficulty. 

The  late  results  were  considered  good  in  five 
and  fair  in  two,  only  because  of  unsatisfac- 
tory cosmetic  appearance.  (Figures  3-4-5-6-T). 

Other  Complicated  Fractures 

Nine  cases  (Table  4). 


These  involved  multiple  facial  bones  and  soft 
tissue: 


Figure  1 (left).  Direct  impact  on  the  left  eye  with  lac 
of  the  orbital  floor.  Figure  2 (right).  The  same  patient 


All  presented  fracture  of  the  maxilla  and 
the  orbit  on  one  side  of  the  face. 

Two  presented  associated  fractures  of  the 
mandible. 

Five  presented  fractures  of  the  naso-orbito- 
ethmoidal  complex  with  rhinorrhea.  (Figures 
5-6,  8-9). 

One  presented  associated  fracture  of  the 
frontal  sinus. 

The  age  varied  between  19  and  62  years. 

The  follow-up  varied  between  four  and  36 
months. 


Four  required  wiring  because  of  unstable 
reduction. 


tion  of  the  eyebrow  which  resulted  in  blow-out  fracture 
e year  later.  Good  final  result. 


Figure  3 (left).  Classical  picture  of  LeFort  III  fracture  following  a car  accident.  Note  the  severe  generalized  swel- 
ling associated  with  dental  malocclusion.  Figure  4 (center).  The  same  patient  two  weeks  later.  He  still  has  the  in- 
termaxillary wiring  and  the  frontal  suspension.  The  nasal  lead  plate  was  removed.  Figure  5 (right).  The  same  pa- 
tient one  year  later  with  good  functional  and  cosmetic  results. 
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Figure  6 (left).  LeFort  III  fracture  three  days  after  a car  accident.  Note  the  severe  depression  of  the  right  max- 
illa and  orbital  floor.  Figure  7 (right).  The  same  patient  one  year  later.  The  patient  is  asymptomatic  but  the  result 
was  considered  fair  because  of  unsatisfactory  cosmetic  appearance  with  the  right  maxilla  still  depressed.  The  patient 
refused  further  corrective  surgery. 


Figure  8 (left).  A severely  depressed  naso-ethmoido-orbital  fracture  with  rhinorrhea.  The  injury  was  associated 
with  partial  avulsion  of  the  right  upper  eyelid.  Figure  9 (right).  The  same  patient  one  year  later  with  good  final  re- 
sult. 


Three  required  silastic  sheet  implants  be- 
cause of  loss  of  bone  in  the  orbital  floor. 

Two  required  gilfilm  implants  in  the  or- 
bital floor. 

Five  required  nasal  plates  to  maintain  nasal 
fracture  reduction. 

Two  required  a Caldwell  Luc  antrotomy 
with  packing  because  of  comminution  and  de- 
pression of  maxillary  fracture  (Figures  10- 
11). 

Three  required  intermaxillary  fixation  with 
arch  bars  because  of  dental  malocclusion. 


There  was  one  late  complication  with  eno- 
phthalmos  and  mild  diplopia  which  required 
further  corrective  surgery  with  satisfactory  re- 
sult. All  the  others  were  considered  good.  (Fig- 
ures 12-13). 

Discussion 

Aggressive  treatment  was  used  in  all  dis- 
placed and  symptomatic  cases  of  mid-facial 
fractures.  The  final  results  were  considered 
good.  The  only  major  late  complication  was  due 
to  a very  extensive  and  severe  crash  injury  to 
one  side  of  the  face  with  loss  of  a large  bony 
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Figure  10  (left).  A severe  comminuted  fracture  of  the  right  maxilla,  orbital  floor,  and  nose.  The  patient  re- 
quired silicone  implant  in  the  orbital  floor,  antral  packing  through  Caldwell  Luc  approach,  and  lead  plate  to  main- 
tain nasal  fracture  reduction.  The  picture  was  taken  two  days  after  surgery.  Figure  11  (right).  The  same  patient 
one  year  later.  Good  final  result. 


Figure  12  (left).  Six  months  after  massive  injury  to  the  right  side  of  her  face.  Patient  still  has  lack  of  bone  in 
the  area  shown  by  arrows  associated  with  mild  enophthalmos  and  diplopia.  Figure  13  (right).  Final  result  two  years 
later  after  multiple  surgeries  using  bone  graft  and  silicone  implant. 


structure.  The  other  three  minor  complications 
(hematoma,  infection,  skin  loss)  were  corrected 
satisfactorily  by  conventional  methods. 

In  spite  of  the  present  controversy  concern- 
ing the  treatment  of  blow-out  and  some  of  facial 
fractures,  1 favor  open  reduction  and  exact  res- 
toration of  the  anatomy  in  all  mid-facial  frac- 
tures. Done  with  care  and  experience,  the  final 
results  are  very  satisfactory.  None  of  the  usual 
complications  mentioned  in  other  publications 
were  present  in  this  study:  dental  malocclusion, 
severe  late  enophtalmus,  and  diplopia,  depres- 


sion and  deformity  of  the  bony  structures,  blind- 
ness, permanent  anesthesia  of  the  infraorbital 
nerve  distribution  (Figures  7-8-9). 

Summary 

Thirty-five  cases  of  midfacial  fractures  were 
studied  during  a period  of  four  years.  The 
author  favors  open  reduction  and  exact  restora- 
tion of  the  anatomy  because  of  good  late  results 
and  rare  complications. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 
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Stroke  Rehabilitation  In  The  Community  Hospital 

Mary  Frances  Borgman,  BSJ\ , MEd .,  R.  1\.;  and  James  V.  Gainer,  Jr.,  M.  D. 
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There  are  approximately  4,500  stroke  victims 
in  West  Virginia  each  year,  of  which  500  - 
600  die  from  the  initial  stroke.3 4 5 6 7 * * * * *  Even  though 
some  4,000  patients  survive  the  initial  cerebro- 
vascular insult,  far  too  many  of  them  become 
unnecessary  victims  of  functional  deficits,  sta- 
tistics of  chronic  disease,  and  dependent  on  their 
family  or  society. 

Although  the  disabilities  and  problems  re- 
sulting from  a stroke  cannot  be  minimized  real- 
istic stroke  rehabilitation  can  help  as  many  as 
60  - 70  per  cent3 *  of  surviving  stroke  patients. 
These  patients  can  be  very  effectively  cared 
for  initially  in  community  hospitals  by  their 
family  physician,  and  later  their  rehabilitation 
continued  at  home.  While  a rehabilitation  center 
is  obviously  better,  very  few  of  these  facilities 
are  available;  and,  home  rehabilitation  has  the 
advantage  of  familiar  surroundings. 

The  primary  purpose  of  stroke  rehabilitation 
is  the  correction  of  the  discordant  relationship 
between  the  patient  and  his  environment.  The 
correction  is  attained  through  a planned  pro- 
gram to  restore  the  patient  to  his  maximal  func- 
tion by  capitalizing  on  his  abilities  and  by  min- 
imizing his  disabilities.  The  stroke  patient  us- 
ually had  had  no  time  to  prepare  for  the  catas- 
trophe which  has  occurred.  His  threat  to  life, 
helplessness  and  bewilderment  are  very  stress- 
ful to  him  and  to  his  family.  The  family  will 
appeal  to  the  physician  not  only  for  diagnostic 
and  therapeutic  assistance  but  also  for  under- 
standing and  acceptance. 

The  key  to  a successful  rehabilitation  plan  is 
to  begin  early.  Stroke  rehabilitation  is  difficult 
if  a patient  is  plagued  by  spastic  paralysis,  con- 
tractures, urinary  incontinence  and  personality 
disintegration.  Since  the  greatest  hope  is  for  the 
new  stroke  victim,  the  community  hospital  be- 
comes the  critical  rehabilitative  facility.  The 
family  physician  and  ancillary  team  members 
must  develop  realistic  goals  for  each  stroke  pa- 
tient. These  goals  include: 

1.  Prevention  of  deformities,  contractures  and 
decubiti. 

2.  Bowel  and  bladder  retraining. 


3.  Independent  performance  of  activities  of 
daily  living  (ADL). 

4.  Independent  mobilization  and  ambulation. 

5.  Maximal  use  of  communication  and  lan- 
guage abilities. 

6.  Adaptation  to  personality,  intellectual,  and 
non-language  deficits. 

7.  Family  participation  in  the  care  plan. 

Deformities,  Contractures  and  Decubiti 

Musculoskeletal  and  skin  problems  can  be 
combated  by  three  preventive  approaches15 
which  family  members  should  also  be  taught 
to  perform.  This  kind  of  family  inclusion  pro- 
motes understanding,  acceptance  and  communi- 
cation during  the  stroke  crisis. 

Positioning  is  a lost  art  and  skill.  The  time, 
equipment  and  energy  required,  however,  will 
be  rewarded  by  attainment  of  a rehabilitation 
goal  and  reduced  hospitalization  stay  and  costs. 
During  flaccidity  and  as  spasticity  appears  a 
schedule  of  positioning  is  necessary  to  prevent 
the  predictable  hemiplegic  deformities.  The  af- 
fected upper  extremity  is  abducted  and  elevated 
on  pillows  so  that  the  hand  is  higher  than  the 
shoulder  in  order  to  prevent  edema.  Ilandrolls 
are  used  to  prevent  hand  contractures.  External 
rotation  of  the  hip  is  prevented  by  a trochanter 
roll.  A properly  utilized  footboard  helps  to  pre- 
vent footdrop.  Great  care  must  be  exercised  to 
avoid  positions  of  continuous  knee  and  hip  flex- 
ion. 

Good  skin  hygiene  is  imperative  with  the  in- 
continent bed  patient.  Besides  cleansing,  the 

most  important  part  of  the  skin  care  is  observa- 

tion. A reddened  area  is  indicative  of  a cone 

of  necrosis  lying  beneath  it.  The  area  is  mas- 

saged and  if  blanching  does  not  occur,  the  pa- 
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tient  is  re-positioned  off  the  area  until  blanch- 
ing does  occur.  Application  of  Tincture  of  Ben- 
zoin only  complicates  the  problem  because 
blanching  cannot  be  evaluated;  also  foam 
doughnut  shaped  rings  generally  cause  more 
vasoconstriction  and  further  contribute  to  ulcer 
formation. 

Passive  range  of  motion  of  the  non-affected 
side  as  well  as  the  affected  extremities  begins 
after  admission.  Active  range  of  motion  is  taught 
as  soon  as  the  patient  is  cooperative. 

Bowel  and  Bladder 

The  hemiplegic  bladder,  an  upper  motor 
neuron  bladder,  is  a reflex  and  uninhibited 
bladder  and  bladder  retraining18  can  be  insti- 
tuted for  most  patients.  Catheterization  is  us- 
ually for  staff  convenience  rather  than  patient 
need.  A few  days  of  incontinence  must  be  an- 
ticipated, but  most  new  stroke  patients  want 
to  become  continent.  Therefore,  a specific  and 
progressive  q2h  day  and  night  bladder  routine 
is  initiated.  The  patient  may  need  reminders 
as  well  as  praise  for  successes.  Incontinence 
patterns  should  be  pointed  out  in  a non-puni- 
tive  way.  Nocturnal  problems  are  helped  by  de- 
creased evening  fluid  intake,  external  devices 
and  protective  underwear.  The  longer  bladder 
training  is  delayed  the  more  difficult  it  becomes. 

Bowel  management1'8  is  attained  by  regulat- 
ing diet,  fluid  and  exercise.  The  program  needs 
to  be  planned  in  regard  to  formal  bowel  habits, 
home  facilities  and  the  need  for  assistance  in 
transfer  and  ambulation  at  home. 

Activities  of  Daily  Living  (ADL) 

Independent  eating,  dressing,  toileting  and 
grooming1'2-5-6'8  can  mean  the  difference  be- 
tween hope  and  despair,  between  being  loved 
by  the  family  and  being  a burden  on  the  family. 
Unfortunately,  the  hospital  routine  often  dic- 
tates that  the  personnel  “do  for  the  patient”  in- 
stead of  allowing  the  patient  to  “do  for  him- 
self.” According  to  the  patient’s  readiness, 
the  stroke  victim  is  taught  the  principles  of 
ADL;  (his  gives  the  staff  an  excellent  opportun- 
ity to  promote  communication  patterns. 

If  there  is  no  contraindication  for  the  patient 
to  be  out  of  bed,  meal  time  is  an  appropriate 
opportunity  for  a patient  to  be  seated  at  a table. 
Selection  of  semi-moist  food,  instead  of  all 
liquids,  and  the  placement  of  food  on  the  non- 
affected  side  of  the  mouth  adds  to  the  palata- 
bility  of  food  and  the  independency  of  eating. 
Dehydration  and  resulting  confusion  are  pre- 
vented by  the  increased  oral  intake. 


The  non-affected  extremity  is  actively  em- 
ployed during  bathing  and  grooming.  To  help 
correct  body  image  distortion,  position  the  pa- 
tient so  he  can  see  himself  in  a minor  during 
grooming.  Even  in  community  hospitals,  inde- 
pendent dressing  should  be  taught,  performed 
and  evaluated  in  order  to  prevent  dependency 
at  home. 

Many  ADL  devices2  are  available;  but  gen- 
erally, only  a rocker  knife,  a long  handled  bath- 
ing sponge,  and  a suction  brush  are  needed.  A 
home  evaluation  of  bathroom  facilities  is  im- 
portant for  accurate  ADL  planning. 

Balance,  Transfer,  and  Ambulation 

The  patient  who  has  had  a thrombosis  may 
begin  mobilization  activities  in  24-48  hours.4 
With  hemorrhagic  and  embolic  strokes  the  state 
of  consciousness  and  the  nature  of  the  underly- 
ing disease  will  determine  the  mobilization  time. 
Specific  bed  and  muscle  strengthening  exercises 
are  taught  and  performed  q2-4hours  during  the 
day  in  preparation  for  mobilization.  Since  hemi- 
plegics  should  be  pivoted  instead  of  being  car- 
ried or  dragged  into  a chair,  quadricep  strength 
is  evaluated  for  standing  and  transfer  safety.  If 
available,  long  leg  braces  for  knee  instability 
and  short  leg  braces  for  ankle  instability  may 
add  to  early  ambulation. 

Every  effort  should  be  made  to  promote  am- 
bulation as  soon  as  possible.  A normal  walking 
pattern  should  be  encouraged  as  the  slow  and 
awkward  hemiplegic  gait  is  fatiguing.  It  can  be 
anticipated  that  left  hemiplegics  with  their 
proprioceptive  problems  will  have  more  diffi- 
culty with  ambulation. 

Communication  and  Language 

Receptive  and  expressive  aphasia  make  any 
rehabilitation  effort  difficult  but  not  impossible. 
In  fact,  an  aphasic  patient  is  easier  to  help 
than  one  who  has  difficulties  with  body  image 
and  proprioception.  Although  it  is  helpful  to 
obtain  a speech  therapy  consultation,  this  may 
not  be  feasible  in  community  hospitals.  The 
physician  and  nursing  staff  must  ascertain  and 
strengthen  the  remaining  communication  abil- 
ities of  the  patient. 

Dysarthria,  which  may  be  improved  by  simple 
exercise,  is  often  mistaken  for  aphasia.  Auto- 
matic speech  such  as  cursing,  singing  and  re- 
active speech  is  not  purposive  speech;  therefore, 
it  can  not  be  relied  upon  for  validity.  The  au- 
tomatic reply  should  never  be  a source  of  staff 
jokes.  It  must  also  be  remembered  that  the  pa- 
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tient  is  often  more  astute  to  conversation  and 
body  language  of  others  than  may  be  realized. 

Personality,  Intellectual  and 
Non-Language  Deficits 

Problems  such  as  agnosia,  alexia,  astereog- 
nosis,  apraxia,  and  perservation8  complicate 
communication.  Homonymous  hemianopsia8  is 
another  frequently  identified  problem.  Unfor- 
tunately, too  many  times  it  goes  unheeded  and 
the  rehabilitation  goals  fall  apart  because  all 
the  teaching  has  been  performed  from  the  vis- 
ually defective  side.  The  left  hemiplegic  may 
have  spatial-perceptual  deficits  and  be  unable  to 
recognize  that  side  of  his  body.  Nurses  can  de- 
vise many  individual  techniques  to  work  with 
these  deficits  once  they  are  identified. 

Many  stroke  patients  are  quite  labile  emotion- 
ally, and  will  experience  episodic  crying  or 
laughing.  The  patient  usually  is  aware  that  his 
behavior  is  inappropriate;  but  he  needs  the 
realistic  understanding  and  care  of  others  to 
help  him  move  beyond  the  situation.  Learning 
impairments  such  as  short  attention  span,  loss 
of  memory,  and  poor  judgment  make  it  neces- 
sary that  rehabilitative  teaching  be  from  simple 
to  complex,  be  repetitive,  and  be  individualized 
in  order  to  have  a successful  outcome. 


Home  and  Community 

The  success  of  the  stroke  rehabilitation  plan 
is  really  measured  when  the  patient  returns 
home  and  to  the  community.  Ultimate  defeat 
and  dehabilitation  will  occur  if  tbe  family  has 
not  been  actively  involved  in  the  rehabilitation 
activities  in  the  hospital.  They  need  to  know 
specifically  what  the  patient  can  and  cannot  do 
so  that  the  home  life  does  not  undergo  major 
interruption  or  total  disintegration. 

After  initial  diagnosis  and  treatment  during 
the  acute  phase  of  a stroke,  the  most  important 
aspect  is  to  initiate  rehabilitation  procedures. 
This  should  be  done  early,  and  may  be  done 
successfully  in  any  hospital.  A minimum  amount 
of  equipment  and  a maximum  effort  on  the  part 
of  the  physician  and  nurse  are  needed.  An  ap- 
praisal of  the  patient’s  neurologic  deficits  should 
be  made  and  an  individual  program  designed 
to  enable  the  patient  to  overcome  or  work 
around  them  established.  This  program  should 
include  the  family.  Once  learned,  the  basic 
principles  of  rehabilitative  care  of  the  stroke 
patient  are  not  difficult. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Acupuncture  and  Deafness 

FURTHER  evidence  that  acupuncture  cannot  cure  nerve  deafness  is  presented  in  scien- 
tific reports  in  the  June  issue  of  Archives  of  Otolaryngology,  a publication  of  the 
American  Medical  Association. 

Because  of  a surge  of  popular  interest  in  acupuncture  as  a cure  for  deafness  and  a flow 
of  patients  to  half  a dozen  acupuncture  centers  in  the  District  of  Columbia,  the  District 
medical  society  asked  a group  of  its  members  specializing  in  ear  problems  to  evaluate  the 
technique.  The  group  reports  on  treatment  of  123  ears  of  deaf  or  partially  deaf  patients 
who  sought  acupuncture,  with  the  conclusion  that  “The  data  available  in  this  study  do 
not  support  the  popularized  notion  that  acupuncture  cures  deafness.”  More  patients  showed 
deterioration  than  improvement,  they  say.  The  Washington  study  is  by  David  N.  F.  Fair- 
banks, M.  D.;  Ellis  A.  Wallenberg,  M.  S.,  and  Blair  Webb,  M.  D. 

Another  report  in  the  same  journal  describes  an  effort  to  use  acupuncture  to  cure  deaf- 
ness in  a 63-year-old  man  in  Chicago.  Full  measurements  of  hearing  were  made  before 
and  after  treatment,  and  “There  was  no  change  in  hearing  level.”  This  report  is  by  Richard 
E.  Marcus,  M.  D.,  and  Robert  A.  Goldenberg,  M.  D.  of  the  University  of  Illinois  Eye  and 
Ear  Infirmary,  Chicago. 
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Chronic  Berylliosis 

Murray  B.  Hunter,  M.  D.,  Fairmont ; and  Ray  A.  Harron,  M.  D.,  Bridgeport 


Murray  B.  Hunter,  M.  D.,  Internist: 

This  is  a 38-year-old  female  who  has  been 
followed  for  six  years.  Her  complaints  over  the 
years  have  included  slow  healing  skin  ulcers, 
some  type  of  “dermatitis”  of  the  legs,  “atypical 
lichen  planus,”  backaches,  pains  in  various  joints 
of  the  four  extremities  at  different  times,  fa- 
tigue, indigestion,  dysparunia,  shortness  of 
breath,  chest  pain,  and  muscle  tenderness.  Var- 
ious work-ups  over  the  years  were  essentially 
negative  except  for  the  chest  films. 

Ray  A.  Harron,  M.D.,  Radiologist: 

Chest  x-rays  show  fibronodular  densities  in- 
volving primarily  the  middle  and  upper  lung 
fields,  but  to  some  extent  the  lower  lung  fields 
also.  The  nodules  vary  in  size  up  to  3mm. 
Lymphadenophathy  is  not  a prominent  feature 
of  this  film.  Differential  diagnosis  would  include 
sarcoidosis  and  pneumoconiosis  such  as  berylli- 
osis. 

Doctor  Hunter: 

Occupational  history  showed  that  the  patient 
was  working  in  a fluorescent  light  factory  and 
10  years  ago  was  tapping  fluorescent  lights. 

An  open-chest  biopsy  of  the  right  middle 
lobe  was  done  and  this  confirmed  the  diagnosis 
of  berylliosis. 

This  case  represents  a case  of  chronic  berylli- 


Figure  1. 

osis,  an  insidious  disease  which  is  character- 
ized by  a variety  of  complaints  as  illustrated  by 
this  patient  and  symptoms  may  not  appear  for 
up  to  15  years  after  exposure  to  beryllium  salts. 
The  ore  does  not  produce  the  disease  which  is 
seen  only  in  refinery  workers,  alloy  workers,  and 
fluorescent  light  workers;  but  not  in  those  who 
work  with  the  ore. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS: Therapeutically,  used  as  an  adjunctto  appropriate  systemic 


T m , * | I ~ - therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 

, organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfat 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatur 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packet; 
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Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


I 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiiic 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  anctiis  I 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidf  x I 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  shoul  F 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulce  iu  I 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions®- 


Therapeutic  comparisons 
in  peptic  ulcer. 

intacids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


^o-Banthine®  has  four. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  she  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

'Innes,  I.R.,and  Nickerson,  M.,  in  Goodman,  L.S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 
1970,  p.537 


ropantheline  bromide 

ntacids: 

tacids  relieve  ulcer  pain  by  neutralizing  gastric 
d.This  action  is  relatively  short-lived  and  they  have 
other  mode  of  action. 

'o-Banthine: 

o-Banthine  suppresses  gastric  acid 
cretion.  The  antisecretory  properties  of 
D-Banthlne  are  well  established.  By  effectively 
icking  vagotonic  impulses  Pro-Banthine  suppresses 
stric  secretion  to  reduce  both  total  and  free  acid. 

o-Banthine  helps  relieve  pain. 
o-Banthine  relieves  ulcer  pain  by  reducing  gastric 
iretion  and  the  motility  and  spasm  of  the 
strointestinal  tract. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


® :ur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
terse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
id  3rnnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
i,  impotence  and  allergic  dermatitis. 

lei  sa9e  and  Administration:  The  recommended  daily  dosage  for  adult 
jk  'I  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
2nt  adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
® de. 

>Banthine  P. A.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
is  )m>de)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


fore  prescribing,  see  complete  prescribing 
ormation  in  SK&F  literature  or  PDR  The 
lowing  is  a brief  summary, 
iications:  Edema  associated  with  congestive 
prt  failure,  cirrhosis  of  the  liver,  the  nephrotic 
idrome;  steroid-induced  and  idiopathic 
uma;  edema  resistant  to  other  diuretic  therapy. 
bo,  mild  to  moderate  hypertension, 
intraindications:  Pre-existing  elevated  serum 
tassium.  Hypersensitivity  to  either  com- 
nent.  Continued  use  in  progressive  renal  or 
;pa tic  dysfunction  or  developing  hyperkalemia, 
irnings:  Do  not  use  dietary  potassium  supple- 
fents  or  potassium  salts  unless  hypokalemia 
velops  or  dietary  potassium  intake  is  markedly 
paired.  Enteric-coated  potassium  salts  may 
use  small  bowel  stenosis  with  or  without 
:eration.  Hyperkalemia  (>  5.4  mEq/L)  has 
en  reported  in  4%  of  patients  under  60  years, 
12%  of  patients  over  60  years,  and  in  less 
an  8%  of  patients  overall.  Rarely,  cases  have 
en  associated  with  cardiac  irregularities. 
:cordingly,  check  serum  potassium  during 
?rapy,  particularly  in  patients  with  suspected 
confirmed  renal  insufficiency  (e.g.,  elderly  or 
abetics).  If  hyperkalemia  develops,  substitute 
hiazide  alone.  If  spironolactone  is  used 
ncomitantly  with  ‘Dyazide’,  check  serum 
•tassium  frequently — both  can  cause  potassium 
tention  and  sometimes  hyperkalemia.  Two 
aths  have  been  reported  in  patients  on  such 
mbined  therapy  (in  one,  recommended 
isage  was  exceeded;  in  the  other,  serum  elec- 
ilytes  were  not  properly  monitored).  Observe 
dents  on  ‘Dyazide’  regularly  for  possible 
ood  dyscrasias,  liver  damage  or  other  idio- 
ncratic  reactions.  Blood  dyscrasias  have  been 
ported  in  patients  receiving  Dyrenium 
iamterene,  SK&F).  Rarely,  leukopenia, 
rombocytopenia,  agranulocytosis,  and  aplastic 
lemia  have  been  reported  with  the  thiazides, 
atch  for  signs  of  impending  coma  in  acutely 
cirrhotics.  Thiazides  are  reported  to  cross  the 
acental  barrier  and  appear  in  breast  milk, 
lis  may  result  in  fetal  or  neonatal  hyperbili- 
binemia,  thrombocytopenia,  altered  carbo- 
'drate  metabolism  and  possibly  other  adverse 
actions  that  have  occurred  in  the  adult.  When 
;ed  during  pregnancy  or  in  women  who  might 
tar  children,  weigh  potendal  benefits  against 
issible  hazards  to  fetus. 

•ecautions:  Do  periodic  serum  electrolyte  and 
1JN  determinations.  Do  periodic  hematologic 
udies  in  cirrhotics  with  splenomegaly.  Anti- 
'pertensive  effects  may  be  enhanced  in  post- 
mpathectomy  patients.  The  following  may 
cur:  hyperuricemia  and  gout,  reversible 
trogen  retention,  decreasing  alkali  reserve 
th  possible  metabolic  acidosis,  hyperglycemia 
id  glycosuria  (diabetic  insulin  requirements 
ay  be  altered),  digitalis  intoxication  (in 
?pokalemia).  Use  cautiously  in  surgical 
itients.  Concomitant  use  with  antihypertensive 
;ents  may  result  in  an  additive  hypotensive 
feet. 

dverse  Reactions:  Muscle  cramps,  weakness, 
zziness,  headache,  dry  mouth;  anaphylaxis; 
sh,  urticaria,  photosensitivity,  purpura,  other 
irmatological  conditions;  nausea  and  vomiting 
lay  indicate  electrolyte  imbalance),  diarrhea, 

!nstipation,  other  gastrointestinal  distur- 
inces.  Rarely,  necrotizing  vasculitis,  pares- 
esias,  icterus,  pancreatitis,  and  xanthopsia 
ive  occurred  with  thiazides  alone, 
upplied:  Bottles  and  Single  Unit  Packages  of 
X)  capsules. 

K&F  CO. 

arolina,  P.R.  00630 

ubsidiary  of  SmithKhne  Corporation 

erum  Potassium  Level  Drops  During  Long-Term 
xercise.  Medical  Tribune,  July  4,  1973. 
o implication  that  ‘Dyazide’  is  useful  in 
reventing  K*  loss  in  athletes  is  intended. 


THE  MARATHON  WINNER 
LOSES  SERUM  POTASSIUM 

as  a result  of  intensive  physical  training.* 


MANY  HYPERTENSIVE  PATIENTS 

LOSE  POTASSIUM 

from  therapy  with  potassium-wasting  diuretics. 


DVfeZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium4  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


SPARES  THE  HYPERTENSIVE 
PATIENT’S  POTASSIUM  AS  IT 
LOWERS  BLOOD  PRESSURE. 


107th  ANNUAL  MEETING 


of  the 

West  Virginia  State  Medical  Association 


AUGUST  21-24,  1974 

PLAN  NOW  TO  ATTEND 
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TOO  GOOD  TO  MISS! 

T ast  September,  in  my  initial  message  to  you  in  this  space,  I told  you 
that  the  1974  Program  Committee  had  already  undertaken  its  task 
of  planning  the  107th  Annual  Meeting  at  The  Greenbrier. 

Take  time  to  read  the  news  article  beginning  on  Page  167  and  I’m 
sure  you  will  agree  they  have  arranged  the  program  in  a manner  which 
will  give  us  an  opportunity  to  increase  our  knowledge  by  attending  the 
scientific  sessions— as  well  as  ample  time  to  relax  and  simply  enjoy  the 
wonderful  atmosphere  and  recreational  facilities  at  this  world-famous 
hotel. 

Other  organizations— state,  regional  and  national— have  followed  our 
lead  and  now  meet  regularly  at  The  Greenbrier.  We  hope  you  won’t 
pass  up  the  opportunity  to  attend  our  meeting  which  is  practically  in 
your  backyard. 

Watch  for  the  complete  program  in  the  August  issue  of  The  Journal 
and  I feel  sure  you  will  make  plans  to  join  us  at  the  Annual  Meeting 
next  month.  If  you’ve  neglected  to  make  a room  reservation,  don’t 
waste  time— call  the  Reservation  Manager  immediately. 


A.  Thomas  McCoy,  M.  D.,  President 
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EDITORIALS 


During  the  past  decade  or  so  more  and  more 
attention  has  been  paid  to  the  effect  of  noise 
on  hearing.  Not  much  scientific  attention  was 
given  this  matter  earlier 
EFFECT  OF  LOUD  in  this  century,  al- 
MUSIC  ON  HEARING  though  it  was  known 
that  loud  noise  such  as 
is  produced  in  a boiler-plate  factory  often  pro- 
duced deafness.  It  has  been  recognized  recently, 
however,  that  any  loud  noise  should  be  classi- 
fied as  an  important  pollution  factor.  In  this 
essay  the  effect  of  loud  music  will  be  discussed 
briefly  on  hearing. 

Late  this  past  year  the  matter  of  music  and 
noise  was  interestingly  reviewed  by  by  D.  L. 
Chadwick  (Proceed.  Roy.  Soc.  Med.,  Nov., 
1973).  He  points  out  that  the  borderline  be- 
tween noise  and  music  is  often  slender  and  that 
danger  is  considered  to  exist  when  overall  pres- 
sure exceeds  95  decibels  (a  unit  of  hearing— a 
decibel  is  the  least  intensity  at  which  any  given 
note  may  be  heard). 

It  must  be  emphasized  that  some  individuals 
are  far  more  susceptible  to  noise  than  are  others. 
The  difficulty  is  that  it  cannot  be  predeter- 
mined who  is  unusually  susceptible.  There  is 
good  evidence  that  the  female  ear  is  more  re- 
sistant to  noise  than  the  male.  The  extent  and 
duration  of  exposure  are,  of  course,  important 
factors;  the  type  of  music  is  also  significant.  It 
seems  almost  incredible  that  bellringing  less 
than  one-half  hour  a week  can  result  in  perma- 


nent deafness  in  as  little  as  10  years.  It  is  known 
that  professional  players  of  percussive  instru- 
ments, especially  members  of  jazz  bands  or 
large  symphony  orchestras  are  apt  to  become 
moderately  hard  of  hearing.  In  this  essay,  how- 
ever, the  influence  of  loud  music  on  the  listener 
will  be  considered  and  not  on  the  professional 
musician. 

Symphony  orchestra  music  is  on  the  whole 
relatively  safe  to  the  listener  and  so  far  as  it  is 
known  produces  no  permanent  injury  to  hear- 
ing. Mostly  the  intensity  of  the  music  is  some- 
what less  than  70  decibels  which  lies  well  with- 
in the  safety  range.  There  are  times  when  the 
intensity  may  reach  99  decibels,  but  these  per- 
iods do  not  last  long.  This  is  most  gratifying 
because  symphony  music  is  an  important  cul- 
tural heritage;  there  ai'e  many  fine  symphony 
orchestras  in  our  country  and  hosts  of  people 
attend  orchestra  concerts. 

So-called  “rock  and  roll  music”  presents  a 
different  picture.  The  highest  level  recorded 
for  this  type  of  music  was  119  decibels,  well 
above  the  safe  range.  It  was  concluded  that  pro- 
longed exposure  to  rock  and  roll  music  might 
produce  threshold  shifts  and  permanent  cochl- 
ear damage,  especially  in  persons  unusually  sus- 
ceptible to  noise.  It  was  pointed  out  that  other 
factors,  particularly  the  addition  of  amplified 
and  reamplified  reverberations  which  often  ac- 
company rock  and  roll  music,  enhance  the 
damage  to  hearing.  Unfortunately  for  their  fu- 
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ture  acuity  many  young  people  greatly  enjoy 
rock  and  roll  music.  Whether  permanent  dam- 
age is  actually  produced  by  rock  and  roll  music 
has  been  questioned,  but  there  is  solid  experi- 
mental data  which  show  that  some  animals  ex- 
posed to  this  type  of  music  suffered  severe  dam- 
age to  the  sensory  cells  of  the  cochlea. 

The  intensity  of  pop-music  has  also  been 
studied.  The  consensus  was  that  this  type  of 
music  does  not  constitute  a serious  hazard  to 
the  occasional  listener,  but  that  habitual  ex- 
posure could  result  in  some  hearing  loss.  This 
is  a pity  for  many  people,  both  young  and  old, 
take  great  pleasure  in  listening  to  pop  music. 

It  is  difficult  to  bring  about  changes  to  rem- 
edy the  danger  of  permanent  hearing  loss  caused 
by  loud  music,  such  as  that  produced  by  rock 
and  roll.  Young  people  are  little  interested  in 
what  may  happen  to  their  hearing  in  later  life 
and  are  quite  reluctant  to  forego  a pleasure 
which  appears  to  be  innocent  enough.  The 
philosophy  youth  seems  to  adopt  is  that  the 
louder  the  noise  the  more  fun  they  can  have. 
Fortunately  in  most  instances  the  damage  to 
hearing  is  not  severe,  and  many  are  prcbably 
not  aware  of  their  hearing  loss.  This,  however, 
is  not  always  tine.  About  all  that  can  be  done 
presently  is  to  call  attention  to  the  danger  of 
extremely  loud  noise  to  the  hearing  apparatus. 
It  is  possible  that  rock  and  roll  music  will  be- 
come less  popular  for  the  new  generation.  In 
any  event,  something  may  be  worked  out  to 
remedy  the  situation.  In  the  meantime  it  is  to 
be  hoped  that  not  too  many  young  people  will 
suffer  severe  hearing  loss. 


The  American  Medical  Association  will  join 
in  a suit  to  declare  unconstitutional  a federal 
law  requiring  mandatory  retirement  of  U.  S. 

Civil  Service 

AMA  JOINS  FIGHT  AGAINST  employees  at  a 
FORCED  RETIREMENT  particular  age, 

the  AMA  has 

announced. 

The  AMA  Board  of  Trustees,  noting  the  As- 
sociation’s long-established  position  against 
chronological  age  as  a basis  for  mandatory  re- 
tirement, approved  AMA  participation  as  ami- 
cus curiae  in  the  litigation.  The  plaintiff  is  a 
70-year-old  attorney  who  the  government  ack- 
nowledges is  above  average  in  competence 
and  physically  capable  of  performing  the  duties 
of  the  position. 

The  AMA  expressed  its  firm  opinion  that 
“workers  who  are  capable  and  who  personally 


desire  to  postpone  retirement  should  be  en- 
couraged to  do  so  by  adoption  of  flexible  re- 
tirement policies  by  both  industry  and  govern- 
ment. Biological  age,  not  chronological  age, 
should  be  used  in  deciding  when  a man  should 
retire.” 

Retirement  at  a fixed  age  carries  with  it  mul- 
tiple physical,  emotional,  social  and  financial 
ramifications,  the  AMA  declared.  Compulsory 
retirement,  without  regard  for  the  individual’s 
desire  and  ability  to  continue  work,  can  be  a 
prime  factor  in  health  deterioration  of  the  re- 
tiree. 

“Considerable  medical  evidence  is  available 
to  indicate  that  the  sudden  cessation  of  produc- 
tive work  and  earning  power  of  an  individual, 
caused  by  compulsory  retirement  at  the  chron- 
ological age  of  65,  often  leads  to  physical  and 
emotional  illness  and  premature  death,”  the 
AMA  Board  declared. 

The  promotion  of  work  opportunities  for  per- 
sons over  65  improves  their  life  expectancy, 
physical  and  emotional  well  being,  and  their 
earning  power,  and  reduces  their  dependence 
on  family  and  government,  the  AMA  said. 

Plaintiff  in  the  suit  is  Martin  O.  Weisbrod 
of  the  Chicago  office  of  the  Department  of 
Housing  and  Urban  Development  (HUD).  The 
case  is  scheduled  this  spring  in  a federal  dis- 
trict court  in  Washington,  D.  C.  The  suit  seeks 
to  enjoin  the  Secretary  of  HUD  and  the  Civil 
Service  Commission  from  enforcing  a provision 
of  the  U.  S.  Code  which  would  force  Weisbrod 
to  retire  on  account  of  age.  He  seeks  a declara- 
tor}' judgment  that  the  code  provision  is  un- 
constitutional and  requiring  the  government  to 
continue  his  regular  Civil  Service  employment 
until  he  voluntarily  retires,  is  incapable  of  per- 
forming his  assigned  duties,  or  otherwise  fur- 
nishes the  Government  with  a valid  cause  to 
discharge  him. 

The  AMA  cited  a recent  report  by  the  Ger- 
ontological Society  saying:  “Useful  working  life 
is  being  prolonged.  Capable  workers  should  be 
allowed  to  work  if  they  so  desire,  even  beyond 
the  usual  retirement  age.  Workers  between  60 
and  75  years  of  age  are  not  only  proving  to  be 
capable  of  working  in  many  occupations;  they 
actually  excel  younger  persons  because  of 
their  superior  judgment,  experience  and  safety 
of  performance.  Advances  in  technology  that 
have  taken  away  much  of  the  physical  stress  of 
work  tend  in  many  instances  to  place  a pre- 
mium on  the  abilities  that  many  older  workers 
possess.” 
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GENERAL  NEWS 


Senator  Byrtl  and  Doctor  Todd 
To  Speak  At  Annual  Meeting 

Plans  have  been  completed  for  the  107th  Annual 
Meeting  of  the  West  Virginia  State  Medical  Associa- 
tion which  will  be  held  at  The  Greenbrier  in  White 
Sulphur  Springs,  August  21-24. 

The  Program  Committee  announced  the  names  of 
two  additional  speakers  who  will  present  papers  dur- 
ing the  three  general  scientific  sessions  on  Thursday, 
Friday  and  Saturday  mornings,  August  22-24. 


Sen.  Robert  C.  Byrd  Malcolm  C.  Todd,  M.  D. 


Dr.  J.  Hugh  Wiley  of  Morgantown,  the  Chairman, 
said  that  Dr.  Louis  Weinstein  of  Boston  and  Dr. 
Robert  Veltri  of  the  WVU  School  of  Medicine  will 
be  among  the  participants  in  a “Symposium  on  Newer 
Concepts  in  Infectious  Diseases”  at  the  first  general 
scientific  session  on  Thursday  morning,  August  22. 

Sen.  Byrd  and  Dr.  Todd  Honor  Guests 

It  was  announced  previously  in  The  Journal  that 
Sen.  Robert  C.  Byrd  of  West  Virginia,  Majority  Whip 
of  the  United  States  Senate,  will  deliver  the  “Thomas 
L.  Harris  Address”  at  the  opening  of  the  first  general 
scientific  session  on  Thursday  morning,  August  22. 

Also,  Dr.  Malcolm  C.  Todd  of  Long  Beach,  Cali- 
fornia, who  was  installed  as  President  of  the  Ameri- 
can Medical  Association  during  the  Annual  Meeting 
in  Chicago  last  month,  will  speak  at  the  first  session 
of  the  House  of  Delegates  on  Wednesday  afternoon, 
August  21. 

First  General  Scientific  Session 

Dr.  Philip  M.  Sprinkle  of  Morgantown,  a member 
of  the  Program  Committee,  will  serve  as  Moderator 


for  the  “Symposium  on  Newer  Concepts  in  Infectious 
Diseases”  on  Thursday  morning.  The  participants  and 
their  subjects  will  be  as  follows: 

Louis  Weinstein,  M.  D.,  Chief,  Division  of  Infec- 
tious Diseases  and  Professor  of  Medicine,  Tufts 
University  School  of  Medicine,  Boston.  Sub- 
ject: “Effects  of  Antibiotics  on  Changing  Spec- 
trum of  Infection.” 

Charles  H.  Kirkpatrick,  M.  D.,  National  Institute 
of  Allergy  and  Infectious  Diseases,  Bethesda, 
Maryland.  Subject:  “Immunotherapy  of  Chronic 
Infectious  Diseases.” 

Virgil  M.  Howie,  M.  D.,  Pediatrician,  Huntsville, 
Alabama.  Subject:  “Acute  Otitis  Media.” 

Doctor  Sprinkle  also  said  that  Dr.  Robert  W.  Veltri, 
Associate  Professor  of  Microbiology  and  Otolaryn- 
gology at  the  WVU  School  of  Medicine,  would  assist 
him  in  making  preliminary  remarks  to  open  the  Thurs- 
day morning  session. 

Second  General  Scientific  Session 

The  speakers  at  the  second  general  scientific  session 
on  Friday  morning  will  be  as  follows: 

James  F.  Glenn,  M.  D.,  Professor  and  Chief  of  the 
Division  of  Urologic  Surgery,  Duke  University 
Medical  Center,  Durham,  North  Carolina.  Sub- 
ject: “Surgical  Causes  of  Hypertension.” 

Allen  H.  Mackenzie,  M.  D.,  Staff  Member  of  the 
Division  of  Medicine  — Department  of  Rheu- 
matic Disease  — Cleveland  Clinic  Foundation, 
Cleveland.  Subject:  “Diagnosis  of  Arthritis  and 
Rheumatism  in  Children.” 

Robert  F.  Schilling,  M.  D.,  Washburn  Professor 
of  Medicine,  University  of  Wisconsin  Medical 
School,  Madison.  Subject:  “The  Logical  Ap- 
proach to  Anemia." 

Third  General  Scientific  Session 

The  first  portion  of  the  Saturday  morning  program 
will  be  devoted  to  a discussion  of  the  development 
and  future  plans  for  the  Department  of  Family  Prac- 
tice at  the  WVU  School  of  Medicine. 

The  speaker  will  be  Dr.  John  W.  Traubert,  Chair- 
man of  the  Department. 

Doctor  Wiley  and  the  members  of  the  Program 
Committee  have  set  aside  the  remainder  of  Saturday 
morning’s  program  to  a discussion  on  “What  Are  the 
Barriers  to  an  Improved  Medical  Practice  in  the  State 
of  West  Virginia.” 

He  said  that  the  floor  would  be  open  for  discussion 
of  all  questions  that  physicians  in  the  audience  be- 


July,  1974,  Vol.  70,  No.  7 


167 


lieve  need  to  be  answered.  It  is  anticipated  that  PSRO, 
malpractice  insurance  and  other  timely  topics  will  be 
on  the  agenda.  Doctor  Wiley  has  again  requested 
that  members  of  the  Association  send  along  to  him 
in  advance  of  the  meeting  additional  subjects  they 
would  like  to  have  placed  on  the  agenda. 

Meetings  of  Sections  and  Affiliated  Societies 

An  innovation  at  this  year’s  convention  will  be  break- 
fast meetings  of  section  and  affiliated  societies  of  the 
Association.  Many  of  the  guest  speakers  have  accepted 
invitations  to  present  talks  at  the  breakfast  meetings. 

Doctor  Wiley  indicated  that  the  Committee  re- 
quested that  the  section  meetings  be  held  in  the 
morning  to  enable  physicians  and  members  of  their 
families  to  enjoy  the  recreational  facilities  at  The 
Greenbrier  during  the  afternoon  hours.  There  will  be 
golf  and  tennis  tournaments  and  plans  are  being 
worked  out  for  a skeet  shooting  tournament. 

Only  the  West  Virginia  Chapter  of  the  American 
Academy  of  Pediatrics  has  elected  to  hold  its  meeting 
during  the  afternoon  hours.  The  meeting  will  be  held 
on  Friday  afternoon  and  the  speaker  will  be  Dr.  Virgil 
M.  Howie  of  Huntsville,  Alabama. 

Business  Meetings 

The  Pre-Convention  Meeting  of  the  Council  will  be 
held  on  Wednesday  morning  and  Doctor  Todd  will 
speak  at  the  first  session  of  the  House  of  Delegates 
that  afternoon. 

Dr.  A.  Thomas  McCoy  of  Charleston  will  deliver 
his  Presidential  Address  at  the  final  session  of  the 
House  of  Delegates  on  Saturday  afternoon,  August  24. 

Room  Reservations  Pass  500  Mark 

Reservations  for  the  107th  Annual  Meeting  have 
passed  the  500  mark  as  this  issue  of  The  Journal  went 
to  press.  Physicians  who  plan  to  attend  are  urged  to 
make  reservations  as  soon  as  possible  in  order  to  be 
assured  of  accommodations  at  The  Greenbrier. 

The  complete  scientific  program  and  other  sched- 
uled functions  during  the  Annual  Meeting  will  be 
published  in  the  August  issue  of  The  Journal. 


Dr.  Philip  M.  Sprinkle  Elected 
To  National  Specialty  Board 

Dr.  Philip  M.  Sprinkle  of  Morgantown  has  been 
elected  to  a three-year  term  on  the  Board  of  the 
American  Academy  of  Facial  Plastic  and  Reconstruc- 
tive Surgery,  Inc.  Doctor  Sprinkle  is  Professor  of  Surg- 
ery and  Chairman  of  the  Division  of  Otolaryngology 
at  the  West  Virginia  University  School  of  Medicine. 

A Past  President  of  the  West  Virginia  Academy  of 
Ophthalmology  and  Otolaryngology,  he  was  elected 
during  the  national  Academy’s  Annual  Scientific  Meet- 
ing held  recently  in  Palm  Beach,  Florida.  Dr.  Trent 
W.  Smith  of  Columbus,  Ohio  was  elected  President. 


Dr.  Carl  B.  Hall’s  Candidacy 
Endosed  By  Council 

Dr.  Carl  B.  Hall’s  candidacy  for  President  Elect  of 
the  American  Academy  of  Family  Physicians  was  of- 
ficially endorsed  by  the  Council  of  the  West  Virginia 
State  Medical  Association  during  the  Spring  Meeting 
which  was  held  at  the 
Heart-O-Town  Motor  Inn 
in  Charleston  on  June  9. 

Doctor  Hall,  who  has 
practiced  medicine  in  Char- 
leston since  1946,  is  cur- 
rently serving  as  Chairman 
of  the  Board  of  Directors 
of  the  AAFP.  The  election 
will  be  held  during  the  An- 
nual Meeting  of  the  Acad- 
emy in  Los  Angeles,  Octo- 
ber 14-17. 

Members  of  the  Council 
were  urged  to  enlist  the 
support  of  their  colleagues 
throughout  the  State  in  backing  Doctor  Hall’s  bid 
for  the  high  national  office  in  the  Academy  which 
has  approximately  35,000  members. 

New  AMA  Field  Representative 

Dr.  Worthy  W.  McKinney  of  Beckley,  Chairman  of 
the  Council,  introduced  Mr.  Guy  D.  Beaumont,  Jr., 
who  was  named  recently  as  the  new  AMA  Field  Rep- 
resentative for  the  State  Medical  Association.  He  suc- 
ceeds Mr.  James  S.  Imboden,  who  recently  accepted 
appointment  as  Executive  Secretary  of  the  Academy 
of  Medicine  of  Columbus  and  Franklin  County  in 
Ohio. 

Mr.  Beaumont,  whose  office  is  in  Columbus,  also 
will  serve  as  Field  Representative  for  the  Ohio,  Vir- 
ginia and  Michigan  medical  associations. 

Report  on  Medical  Examiner’s  System 

It  was  reported  that  Governor  Moore’s  office  had 
officially  announced  recently  that  funds  to  implement 
the  Medical  Examiner’s  System  in  West  Virginia  had 
become  available  and  that  the  program  should  be 
placed  in  operation  later  this  year. 

It  was  pointed  out  that  the  State  had  received  a 
$190,000  Federal  grant  from  the  Law  Enforcement 
Assistance  Administration,  and  this  amount  combined 
with  the  $150,000  in  State  funds  should  be  adequate 
to  initiate  the  program. 

Also,  it  was  reported  that  Governor  Moore  was  ex- 
pected to  announce  the  names  of  six  individuals  to 
serve  on  the  Commission  on  Postmortem  Examinations 
which  will  oversee  the  program. 

Meeting  with  Hospital  Administrators 

Dr.  William  E.  Gilmore,  Chairman  of  the  Ad  Hoc 
Liaison  Committee  named  to  meet  with  officers  of 
the  West  Virginia  Hospital  Association,  reported 
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briefly  on  the  initial  meeting  which  was  held  in  Park- 
ersburg on  June  6. 

Also  representing  the  Association  at  the  meeting 
were  Drs.  George  R.  Callender,  Jr.,  of  Charleston, 
and  Richard  G.  Starr  of  Beckley;  and  Mr.  William  H. 
Lively  and  Charles  R.  Lewis  of  the  headquarters  staff. 

Doctor  Gilmore  said  the  primary  purpose  of  the 
Liaison  Committee  was  to  establish  a better  dialogue 
and  rapport  between  practicing  physicians  and  hos- 
pital administrators.  He  said  it  is  hoped  that  the  Com- 
mittee will  meet  several  times  a year  to  discuss  and 
act  upon  matters  of  mutual  concern  to  both  physicians 
and  hospitals  throughout  the  State. 

Doctor  Barber  Named  Honorary  Member 

The  Council  unanimously  elected  Dr.  Daniel  N. 
Barber  of  Charleston  to  honorary  membership  in  the 
State  Medical  Association. 

Doctor  Barber,  who  recently  retired  from  the  prac- 
tice of  medicine,  has  been  active  in  organized  medi- 
cine for  many  years  and  served  as  Treasurer  of  the 
State  Medical  Association  from  1958  to  1965. 

Action  on  AMA  Resolutions 

It  was  reported  that  several  resolutions  would  be 
introduced  during  the  Annual  Meeting  of  the  Ameri- 
can Medical  Association  in  Chicago  which  would  af- 
fect the  membership  of  the  AMA  Council  on  Medical 
Education. 

It  was  reported  that  the  Parkersburg  Academy  of 
Medicine  had  officially  asked  the  Council  to  instruct 
the  two  West  Virginia  Delegates  to  the  AMA  House 
of  Delegates  to  support  the  resolutions  which  woidd 
amend  the  By-Laws  so  that  the  Council  on  Medical 
Education  would  consist  of  11  active  members,  of 
whom  not  fewer  than  one  nor  more  than  five  shall 
be  full-time  members  of  a medical  school  faculty. 

The  Council  voted  to  endorse  the  resolution  of  the 
Parkersburg  Academy  of  Medicine  and  instructed  the 
West  Virginia  Delegates  to  support  the  resolution  at 
the  meeting  in  Chicago. 

New  System  for  Collection  of  Health  Statistics 

It  was  announced  that  the  State  Department  of 
Health  had  been  designated  as  the  lead  state  agency 
in  the  development  of  a Cooperative  Health  Statistics 
System  in  West  Virginia. 

Dr.  N.  H.  Dyer,  State  Director  of  Health,  reported 
that  a coordinating  committee  had  been  appointed  to 
administer  the  System  and  in  addition  to  himself,  the 
other  members  are  Dr.  Harry  A.  Stansbury,  Jr.,  State 
Director  of  Comprehensive  Health  Planning,  Dr. 
Mildred  Mitchell-Bateman,  Director  of  the  Department 
of  Mental  Health,  and  Mr.  Edwin  F.  Flowers,  Direc- 
tor of  the  Department  of  Welfare. 

He  said  that  all  health  data  collected  will  he  avail- 
able to  others  for  planning  purposes  and  that  all 
agencies  in  the  State,  public  and  private,  will  be  in- 
formed as  to  what  health  data  are  being  collected 


and  in  what  form— thereby  eliminating  needless  dupli- 
cation and  non-uniformity. 

New  Workmen’s  Compensation  Commissioner 

Dr.  Kenneth  G.  MacDonald,  Part-Time  Director  of 
Medical  Services  for  the  Workmen’s  Compensation 
Fund,  announced  that  Governor  Moore  had  appointed 
Mr.  B.  Frederick  Becker  as  Commissioner  of  that 
agency  during  the  past  week.  He  said  that  Mr.  Becker 
had  been  employed  for  the  past  five  months  as  As- 
sistant Tax  Commissioner  before  being  named  to  his 
new  position. 

The  Council  recommended  that  the  Chairman  of 
the  Medical  Economics  Committee  make  an  effort 
to  arrange  a meeting  between  Mr.  Becker  and  mem- 
bers of  the  Sub-Committee  on  Workmen’s  Compen- 
sation at  an  early  date. 

Crippled  Children’s  Legislation 

Doctor  Callender  reported  that  the  Legislature  had 
passed  a bill  to  reorganize  the  aid  to  Crippled  Child- 
ren’s program  on  May  24,  the  final  day  of  the  special 
session  of  the  Legislature  called  by  the  Governor. 

He  outlined  the  major  revisions  in  the  law— includ- 
ing the  appointment  of  six  physicians  and  one  podiat- 
rist to  serve  on  an  advisory  board  to  assist  the  Direc- 
tor of  the  Department  of  Welfare  with  respect  to  the 
plans,  policies  and  methods  for  carrying  out  the  ac- 
tivities of  the  Department  in  re  aid  to  Crippled 
Children. 

(Subsequently,  the  bill  was  vetoed  by  Gov.  Arch 
A.  Moore,  Jr.  In  his  veto  message,  the  Governor  said 
the  hill  would  have  forced  the  State  to  forfeit  $15.3 
million  in  Federal  money  and  there  were  technical  and 
legal  questions  raised  as  to  whether  all  insurance  com- 
panies would  be  relieved  of  all  their  obligations  to 
handicapped  children). 

Resolutions  for  Annual  Meeting 

The  Executive  Secretary  reported  receipt  of  reso- 
lutions from  several  county  medical  societies  for  in- 
troduction during  the  Annual  Meeting  at  The  Green- 
brier. He  said  that  only  rough  drafts  of  tire  resolu- 
tions had  been  received  and  that  final  versions  of  the 
resolutions  would  be  prepared  in  time  for  presenta- 
tion at  the  first  session  of  the  House  of  Delegates  in 
August. 

West  Virginia  Medical  Institute 

Dr.  Harry  S.  Weeks,  Jr.,  President  of  the  West 
Virginia  Medical  Institute,  Inc.,  and  the  Executive 
Director,  Mr.  Charles  R.  Lewis,  presented  a brief  re- 
port on  the  recent  activities  of  the  Institute.  A meet- 
ing of  the  Board  of  Trustees  of  the  Institute  was  held 
following  the  Council  meeting  and  a report  of  the 
proceedings  of  that  meeting  may  be  found  elswhere 
in  this  issue  of  The  Journal. 

The  meeting  was  attended  by  Dr.  Worthy  W.  Mc- 
Kinney of  Beckley,  Chairman;  Dr.  A.  Thomas  McCoy 
of  Charleston,  President;  Dr.  William  E.  Gilmore  of 
Parkersburg,  President  Elect;  Dr.  Jack  Leckie  of  Hun- 
tington, Vice  President;  Dr.  Kenneth  G.  MacDonald 
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of  Charleston,  Treasurer;  Dr.  Harry  S.  Weeks,  Jr.,  of 
Wheeling,  Councilor  at  Large;  Dr.  George  R.  Callen- 
der, Jr.,  of  Charleston,  Junior  Councilor;  Drs.  Robert 
R.  Weiler  of  Wheeling;  Charles  E.  Andrews  of  Morgan- 
town; Robert  D.  Hess  of  Bridgeport;  Louis  W.  Groves, 
Jr.,  of  Richwood;  Harold  N.  Kagan  of  Huntington; 
J.  L.  Mangus  of  Charleston;  and  John  J.  Mahood  of 
Bluefield;  Mr.  William  H.  Lively  of  Charleston, 
Executive  Secretary;  Mr.  Custer  B.  Holliday  of  Char- 
leston, Executive  Assistant;  and  Mr.  Charles  R.  Lewis 
of  Charleston,  Special  Projects  Director. 

Also  attending  the  meeting  were  Dr.  Frank  J. 
Holroyd  of  Princeton,  AMA  Delegate;  Dr.  N.  H.  Dyer, 
Director  of  the  State  Health  Department;  Dr.  Mildred 
Mitchell-Bateman,  Director  of  the  State  Mental  Health 
Department;  and  Mr.  Cuy  D.  Beaumont,  Jr.,  of  Colum- 
bus, Ohio,  AMA  Field  Representative. 


Medical  Institute  Negotiates 
PSRO  Planning  Contract 

The  West  Virginia  Medical  Institute,  Inc.,  has  ne- 
gotiated a $48,000  federal  contract  to  complete  plan- 
ning toward  possible  designation  as  the  Professional 
Standards  Review  Organization  (PSRO)  in  the  state. 

Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  the  Insti- 
tute’s President,  brought  the  State  Medical  Associa- 
tion’s Council  up  to  date  on  his  organization’s  activi- 
ties at  a June  9 meeting  in  Charleston. 

He  told  Council  that  the  Institute’s  voluntary'  mem- 
bership had  grown  to  808  doctors  of  medicine  and 
osteopathy  licensed  and  practicing  in  the  state,  or 
about  45  per  cent  of  the  total  such  physician  popula- 
tion. 

The  Institute’s  own  officers  and  trustees  then  met 
following  the  Council  session  and: 

—Reviewed  in  further  detail  the  planning  contract 
with  the  U.  S.  Department  of  Health,  Education  and 
Welfare,  and  the  scope  of  work  to  be  completed  under 
its  prov  isions  in  the  ensuing  four  to  six  months. 

—Voted  to  hold  in  abeyance  a decision  as  to  exactly 
when  the  Institute  might  seek  a subsequent  contract 
for  designation  as  West  Virginia’s  conditional  PSRO 
for  a two-year  period,  pending  receipt  from  federal 
authorities  of  additional  PSRO  guideline  material  and 
a definite  schedule  for  acceptance  of  further  contract 
proposals. 

—Approved  final  negotiations  with  the  Blue  Cross 
Hospital  Service,  Inc.,  and  Blue  Shield  of  Southern 
West  Virginia,  Inc.,  on  a contract  for  certain  profes- 
sional services  to  be  provided  by  the  Institute. 

—Approved  West  Virginia  Workmen’s  Compensa- 
tion Fund  coverage,  as  required  by  a 1974  legislative 
enactment,  for  Institute  staff  personnel;  and  also  vol- 
untary coverage  for  staff  members  under  the  state’s 
unemployment  compensation  program. 

—Approved  development,  with  funds  available  to 
the  Institute  through  the  West  Virginia  Medical  Pro- 
gram and  West  Virginia  University,  of  a program  to 


help  interested  hospitals  upgrade  medical  records 
systems. 

—Reviewed  Institute  activity  in  continuing  medical 
education,  including  an  in-progress  final  evaluation  of 
the  experimental  Medical  Association-RMP  Voluntary 
Office  Self-Audit  Service  (VOSAS)  education  project 
to  be  presented  to  the  Medical  Association’s  Committee 
on  Medical  Education  and  Hospitals  on  July  14. 

—Also  received  an  update  on  Institute  consultation 
and  staff  training,  as  requested  by  the  hospital’s  rep- 
resentatives, in  development  of  a medical  audit  pro- 
gram at  St.  Mary’s  Hospital  in  Huntington— and  also 
preliminary  testing  at  St.  Mary’s  of  basic  components 
of  a proposed  PSRO  pilot  mechanism. 

The  contract  proposal  to  the  Institute  from  the 
Southern  West  Virginia  Blue  Plans  calls  for  (1)  ap- 
proval by  West  Virginia  physicians,  as  an  Institute 
function,  of  criteria,  including  length  of  stay  the 
Blues  are  using  in  a professional  review  program  cov- 
ering private-pay  admissions  they  cover  in  44  hospitals 
and  nursing  homes;  and  (2)  physician  review,  through 
the  Institute,  of  those  cases  which  fail  two  levels  of 
staff  screening  within  the  Blues’  own  operations. 


Doctor  A.  S.  Daniel  Elected 
President  Of  ACS  Chapter 

Dr.  Angelo  S.  Daniel  of  Wheeling  was  elected 
President  of  the  West  Virginia  Chapter  of  American 
College  of  Surgeons  at  its  Annual  Meeting  held  recently 
at  The  Greenbrier. 

Other  officers  elected  for  1974-75  included  Drs. 
William  E.  Gilmore,  Parkersburg,  Governor;  William 
E.  Lawton,  Jr.,  Charleston,  First  Vice  President;  Alfred 
D.  Ghaphery,  Wheeling,  Second  Vice  President,  Alvin 
L.  Watne,  Morgantown,  Secretary-Treasurer,  and  F. 
Lloyd  Blair,  Parkersburg,  member  of  the  Council. 


New  officers  of  the  West  Virginia  Chapter  of  Ameri- 
can College  of  Surgeons  are,  from  left.  Dr.  William  E. 
Gilmore,  Parkersburg,  Governor;  Alfred  D.  Ghaphery, 
Wheeling.  Second  Vice  President;  James  P.  Thomas, 
Bluefield.  Immediate  Past  President;  Angelo  S.  Daniel, 
Wheeling,  President,  and  Alvin  L.  Watne.  Morgantown, 
Secretary-Treasurer.  Not  shown  are  Drs.  William  E.  Law- 
ton.  Jr..  Charleston,  elected  First  Vice-President,  and 
F.  Lloyd  Blair,  Parkersburg,  member  of  the  Council. 
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Doctor  McCoy  Delivers  Address 
At  Public  Health  Meeting 

Dr.  A.  Thomas  McCoy,  President  of  the  West  Vir- 
ginia State  Medical  Association,  speaking  before  the 
West  Virginia  Public  Health  Association  at  its  50th 
Anniversary  Meeting  at  Oglebay  Park  in  Wheeling, 
said  one  of  the  prime  needs  in  medical  care  today  is 
catastrophic  insurance  coverage  for  the  middle  class 
American. 

Doctor  McCoy,  who  said  he  was  speaking  only  for 
himself  and  not  the  Association,  said,  “hospital  care 
is  expensive  and  becoming  more  expensive  every  day. 
A serious  illness  can  wipe  out  a family  overnight  with 
its  expenses  for  treatment  and  care.  Only  the  very 
rich  or  very  poor  can  survive  under  the  present  sys- 
tem, and  the  middle  American  must  be  protected.” 

He  also  said  that  a definition  for  medical  catastrophy 
was  needed  as  well  as  a formula  for  handling  it.  He 
said,  “without  these  things  the  cost  of  paperwork 
alone  will  cause  the  collapse  of  the  system.” 

In  his  speech  before  about  300  persons  in  public 
health  from  around  the  State,  Doctor  McCoy  also 
called  for  a state  uniform  land  use  act. 

He  said,  “we  still  have  precious,  wonderful  land  in 
this  State,  and  we  need  this  act  to  protect  that  land 
and  those  people  who  occupy  it.” 

He  pointed  out  that  the  land  is  being  exploited,  and 
people  who  are  living  downstream  from  land  and 
water  that  is  being  polluted  are  being  exploited  by 
the  action  of  some  who  have  no  concern  for  land  and 
other  people. 

Doctor  McCoy  also  asked  for  more  paramedic  ed- 
ucation and  said,  “there  will  never  be  a physician  in 


every  mountain  community.  It  is  an  impossibility  to 
dream  of  one  on  every  comer,  but  people  can  be 
trained  to  care  for  many  things.  I would  like  to  see 
some  health  education  in  the  schools  where  students 
could  be  taught  how  to  take  blood  pressures  and  learn 
some  small  but  important  things  like  making  a bed 
with  a patient  in  it.  Just  knowing  things  like  this  could 
shorten  hospital  stays.” 

During  the  annual  meeting  the  public  health  people 
in  attendance  heard  Sen.  Jennings  Randolph  predict 
there  would  be  some  sort  of  national  health  insurance 
approved  within  two  years,  and  T.  L.  Senn,  Ph.D., 
Chairman  of  the  Department  of  Horticulture  at  Clem- 
son  University  discuss  the  ways  horticulture  was  being 
used  to  assist  the  retarded,  the  handicapped,  the  blind, 
the  alcoholic  and  the  drug  addict,  and  the  prison  in- 
mate in  South  Carolina. 

The  group  elected  Jane  L.  Johnson,  a secretary  with 
the  Southern  West  Virginia  Regional  Health  Council, 
as  President  for  the  coming  year.  Dr.  N.  Allen  Dyer, 
of  the  Council,  was  the  retiring  President. 

Other  officers  elected  include  Mary  Ann  Flaherty, 
R.  N.,  as  President  Elect;  Richard  Clelland,  Vice  Presi- 
dent; and  Earl  Kurre,  Treasurer.  Greta  Pridemore 
serves  as  Executive  Secretary. 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning 
any  change  in  address.  Notices  should  be 
mailed  to  Box  1031,  Charleston,  West  Vir- 
ginia 25324. 


Guests  of  honor  of  the  Woman’s  Auxiliary  to  the  Monongalia  County  Medical  Society  this  past  spring  were  wives 
ot  interns  and  residents  of  West  Virginia  University  Hospital.  The  guests,  all  members  of  the  House  Staff  Wives  Club 
are,  from  left,  Mrs.  F.  Anthony  Greco,  Mrs.  Roger  Untalan,  Mrs.  Mark  Roller,  Mrs.  R.  Brooks  Gainer  and  Mrs.  Gary 
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AMA  President  Is  Guest  of  Family 
Physicians  At  Weirton  Hospital 

Dr.  Russell  B.  Roth,  President  of  the  American 
Medical  Association,  was  guest  speaker  at  the  annual 
Family  Physicians  Recognition  Dinner  held  in  May 
by  the  Department  of  Family  Practice  at  Weirton 
General  Hospital. 

Dr.  Thomas  J.  Beynon,  Chairman  of  the  hospital’s 
Department  of  Family  Practice,  presided  as  toast- 
master and  general  chairman.  He  was  assisted  by  Dr. 
Ray  S.  Greco,  President  of  the  hospital’s  medical  and 
dental  staffs,  and  Dr.  Richard  E.  Flood,  a West  Vir- 
ginia State  Medical  Association  Delegate  to  the  AMA. 

Two  awards  were  presented  by  Dr.  Eli  J.  Weller 
and  Dr.  Myer  Bogarad,  senior  members  of  the  family 
physicians  group  at  Weirton  General.  Doctor  Bogarad 
presented  a plaque  to  Dr.  Clark  K.  Sleeth,  Professor 
of  Medicine  at  West  Virginia  University  and  former 
Dean  of  the  School  of  Medicine.  Doctor  Bogarad 
cited  Doctor  Sleeth’s  record  in  helping  establish  the 
four-year  medical  school  at  WVU  and  his  prelim- 
inary work  in  establishing  the  Department  of  Family 
Practice  at  WVU  last  year. 

Doctor  Weller  presented  Mrs.  Paul  Morgan,  Presi- 
dent of  the  Hancock-Brooke  Mental  Health  Society, 
a plaque  for  that  organization’s  “outstanding  contri- 
butions to  mental  health.” 

An  honorary  Associate  Degree  in  Science  was  con- 
ferred on  Doctor  Roth  by  Dr.  Daniel  Crowder,  Presi- 
dent of  the  West  Virginia  Northern  Community  Col- 
lege. 


Monongalia  Auxiliary  Is  Striving 
To  Keep  Medical  Grads  In  State 

The  Woman’s  Auxiliary  to  the  Monongalia  Medical 
Society  is  making  an  effort  to  induce  graduates  from 
the  West  Virginia  University  School  of  Medicine  to 
remain  in  the  State  after  graduation  to  practice  med- 
icine (See  picture  on  Page  171). 

In  the  fall,  the  Caduceanns,  wives  of  students  at 
the  medical  school,  and  their  husbands,  join  the  mem- 
bers of  the  Auxiliary  and  their  husbands  for  a covered 
dish  dinner. 

In  the  spring,  the  Auxiliary  entertains  the  wives  of 
interns  and  residents  at  an  evening  dessert  meeting. 
William  L.  Wylie,  Assistant  Professor  of  Forestry  at 
WVU,  presented  a slide-lecture  on  “A  Tour  of  West 
Virginia”  tin's  past  spring. 

“At  these  two  meetings  our  aim  is  to  become  ac- 
quainted with  our  guests,  to  provide  an  interesting 
evening  for  them,  and  in  every  way  possible  to  help 
promote  the  idea  that  West  Virginia  is  a good  State 
in  which  to  have  their  husbands  set  up  practice. 
Throughout  the  year,  we  continue  to  keep  in  touch 
with  the  members  of  these  two  groups,”  said  Mrs. 
W.  Merle  Warman,  Press  and  Publicity  Chairman  for 
the  Auxiliary. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1974 

July  10— Breast  Feeding  Sem.,  Chicago. 

July  14-20— Radiation  Research  Soc.,  Seattle. 

July  25-27— Am.  Electroencephalographic  Soc.,  Seattle. 
July  28-Aug.  1— Natl.  Med.  Assn.,  N.  Orleans. 

July  28-Aug.  2— Int.  Assn.  Child  Psychiatry  & Allied 
Professions,  Phila. 

Aug.  2-4— International  Doctors  in  AA,  O’Hare 
Airport  (Inn). 

Aug.  12-15— Am.  Hosp.  Assn.,  Chicago. 

Aug.  21-24— 107th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Sept.  4-7— Am.  Assn.  Ob.-Gyn.,  Hot  Springs,  Va. 

Sept.  5-7— Tri-State  Otolaryngology 
Meeting,  Sea  Island,  Ga. 

Sept.  9-11— AMA  Congress  Occupat.  Health,  Chicago. 
Sept.  16-19— Ky.  Med.  Assn.,  Louisville. 

Sept.  18-20— Int.  Symp.  Epidemiology  of  Hypertension, 
Chicago. 

Sept.  18-21— Am.  Thyroid  Assn.,  St.  Louis. 

Sept.  20-21— Symp.  on  Neonatology,  El  Paso. 

Sept.  24-26— Kentucky  Medical,  Louisville. 

Sept.  24-27— Am.  Roentgen  Ray  Soc.,  San  Francisco 
Sept.  27-28— Am.  Heart  Assn.,  W.  Va.  Affiliate,  Annual 
Meeting  & Scientific,  Wheeling. 

Sept.  27-Oct.  2— Intemat.  Coll,  of  Surgeons,  Portland. 

Oct.  5-8— Am.  Assn,  of  Ophthalmology,  Dallas. 

Oct.  6-10— Am.  Acad.  Oph.  & Otol.,  Dallas. 

Oct.  14-17— AAFP,  L.  A. 

Oct.  16-18— Am.  Cancer  Society,  New  York. 

Oct.  17-19— Am.  Assn,  for  Surgery  of  Trauma, 

Hot  Springs,  Va. 

Oct.  19-24— Am.  Acad.  Pediatrics,  San  Fran. 

Oct.  20-22— Am.  Coll.  Preventive  Med.,  N.  Orleans. 
Oct.  21-25— ACS  Clinical,  Miami  Beach. 

Oct.  21-26— Am.  Coll.  Gastroent.,  Bal  Harbour,  Fla. 
Oct.  23-26— Pa.  Medical  Soc.  Scientific,  Harrisburg. 
Oct.  24-27— Am.  Acad.  Child  Psychiatry,  San  Fran. 
Oct.  29-30—  Am.  Assn.  Study  of  Liver  Diseases,  Chicago. 

Nov.  1-3— Med.  Soc.  of  D.  C.,  White  Sul.  Springs. 
Nov.  3-6— Med.  Soc.  Va.,  Williamsburg. 

Nov.  6-9— Am.  Soc.  Cytology,  N.  Y.  City. 

Nov.  14-16— W.  Va.  Chap.,  ACS,  Morgantown. 

Nov.  17-20— Southern  Med  Assn.,  Atlanta. 

Nov.  30-Dec.  4— AMA  Clinical,  Portland. 

1975 

Jan.  24-26— 8th  Annual  Mid-Winter  Clinical  Conf., 
Charleston. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $ 1 ,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


WVU  Medical  Center 
-News  - 


TWENTY-ONE  students  and  three  faculty  members 
received  special  recognition  recently  at  the  West 
Virginia  University  School  of  Medicine’s  annual  Awards 
Convocation. 

The  event  honored  student  and  faculty  achievement 
through  announcement  and  presentation  of  specific 
awards  which  have  been  established  at  the  school  by 
various  donors. 

Lange  Book  Awards  for  high  scholastic  achievement, 
given  to  two  members  of  each  class,  went  to  M.  Bruce 
Vukoson  of  Morgantown  and  David  H.  Johe  of  South 
Charleston,  first-year  students;  Thomas  A.  Csencsitz 
of  Morgantown  and  Gregory  Mitchell  of  Charleston, 
second-year  students;  Charles  J.  Mirabile  of  Princeton 
and  Joe  N.  Jarrett,  Jr.  of  Oak  Hill,  third-  year;  and 
Ronald  C.  Hill  of  Parkersburg  and  Larry  B.  Wilshire 
of  Chelyan,  seniors.  For  their  scholarship,  Hill  and 
Wilshire  also  received  the  Merck  Manual  Awards  given 
to  two  members  of  the  graduating  class. 

For  outstanding  scholastic  achievement  the  Roche 
Award,  a scroll  and  engraved  watch,  was  presented 
to  the  member  of  the  second-year  class  with  the  high- 
est academic  average,  William  D.  Strauch  of  Wheeling. 

Scholarship  also  brought  Mosby  Book  Awards  to 
five  members  of  the  second-year  class:  Marcia  A. 
Bohn  of  Princeton,  John  N.  Casto  of  Great  Cacapon, 
Malcolm  B.  Louden,  Jr.  of  Parkersburg,  Margaret  L. 


The  West  Virginia  University  School  of  Medicine’s  re- 
cent annual  Awards  Convocation  included  the  E.  J.  Van- 
Liere  Award,  an  engraved  gold  medal  and  check  for  $100, 
for  Student  Research  Convocation  presentation  judged 
most  excellent  by  a faculty-student  committee.  The  award 
went  to  Howard  L.  Shackelford  (right),  a second-year 
student  from  Wheeling.  At  left  is  third  place  winner 
Margaret  I..  Simpson,  a second-year  student  from  Beck- 
ley.  Miss  Simpson  also  was  one  of  five  members  of  the 
second-year  class  to  receive  the  Mosby  Book  Award. 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Simpson  of  Beckley  and  Andrew  Summers  of  Glenville. 
Miss  Simpson  also  won  third  place  for  her  presentation 
at  the  Student  Research  Convocation. 

The  Upjohn  Award,  an  engraved  plaque  and  a 
check  for  $150,  was  received  by  Richard  D.  Lindsay  of 
Martinsburg,  President  of  the  senior  class.  Based  on 
applied  personal  qualities  of  character  and  leadership, 
the  award  is  decided  by  class  vote. 

Recipient  of  the  Lindsay  Memorial  Award,  for  out- 
standing performance  in  medical  physiology'  by  a first- 
year  student,  was  David  J.  Larkin  of  Princeton.  Donor 
of  the  ophthalmoscope-otoscope  set  in  memory'  of  his 
parents  is  Hugh  Lindsay,  Ph.D.,  who  is  a WVU  pro- 
fessor of  physiology  and  biophysics,  currently'  on  leave 
of  absence,  and  a member  of  the  School  of  Medicine 
Class  of  1974. 

The  E.  J.  VanLiere  Award,  an  engraved  medal  and 
check  for  $100,  was  received  by  Howard  L.  Shackel- 
ford of  Wheeling,  a second-year  student.  His  presenta- 
tion at  the  Student  Research  Convocation  was  judged 
by  a faculty  committee  to  be  most  excellent. 

The  Edward  G.  Stuart  Memorial  Award,  honoring 
the  late  vice-president  for  WVU  Medical  Center,  went 
to  Joan  P.  Donley  of  Wellsburg.  The  award  — an 
inscribed  desk  clock,  a check,  and  the  recipient’s  name 
engraved  on  a permanent  wall  plaque  — is  decided  by 
a committee  of  School  of  Medicine  department  heads 
and  is  given  to  the  fourth-year  student  who  "best  ex- 
emplifies the  qualities  of  empathy  and  understanding 
and  strengthens  competency  with  compassion.”  The 
American  Medical  Women’s  Association  Citation  was 
also  received  by  Mrs.  Donley  and  two  other  fourth- 
year  students,  Polley'  H.  Cunningham  of  Beckley  and 
Claudia  A.  Goodwin  of  Morgantown. 

For  “demonstrated  unusual  teaching  ability  and  a 
sincere  interest  in  the  progress  of  the  entire  class,” 
the  second-year  class  presented  the  MacLachlan  Award, 
provided  by  the  School  of  Medicine  Alumni  Associa- 
tion, to  basic  sciences  faculty'  members  Dr.  Irvin  S. 
Snyder,  Professor  and  Chairman  of  Microbiology,  and 
Dr.  Stephen  W.  Carmichael,  Assistant  Professor  of 
Anatomy.  They  received  engraved  desk  plaques. 

Named  outstanding  clinician  for  1974  was  Dr.  Al- 
bert S.  Klainer,  Professor  of  Medicine  and  Chairman  of 
Infectious  Diseases.  He  was  chosen  by  vote  of  the 
senior  class  and  received  an  engraved  silver  plate. 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF 


William  D.  Keck,  M.  D. 

Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 

James  P.  King, 


Delano  W.  Bolter,  M.  D. 
Edward  E.  Cale,  M.  D. 
Terkild  Vinding,  M.  D. 

D.  (Emeritus) 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Carl  McGraw,  Ph.  D. 
Allen  S.  Rowe,  Ph.  D. 


George  K.  White,  Administrator 
Richard  A.  Kennedy  Jr., 

Asst.  Administrator 


WELCH  ALLYN,  INC. 

Skaneateles  Falls,  N.  Y 13153 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

• Twice  the  light  intensity  of  conventional 
instruments 

• Twice  the  life  between  lamp  replacements 

• Superior  color  fidelity — closer  to  natural 
sunlight 

• Higher  percentage  of  initial  output  throughout 
lamp  life 

• Distinctive  black  chrome  rechargeable 
battery  handles 


WELCH 

V- 

ALLYN 

Ask  for  a demonstration. 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 


511  BROOKS  STREET 


344-3554 


CHARLESTON,  WEST  VIRGINIA 


The  Month 


in  Washington 


WITH  the  exception  of  a possible  last-minute  ca- 
tastrophic bill  to  the  liking  of  both  the  Senate 
and  the  House,  the  prospects  for  a national  health 
insurance  (NHI)  bill  this  year  appear  to  be  fading. 
Preoccupied  with  the  possible  impeachment,  plus  other 
matters,  the  pace  of  House  and  Senate  hearings  on 
NHI  has  definitely  slowed,  despite  a strong  desire  on 
the  part  of  both  Republicans  and  Democrats  to  take 
a widely  popular  health  measure  with  them  to  die 
polls  this  November. 

Its  late  April  testimony  on  NHI  before  die  House 
Ways  and  Means  Committee  behind  it,  the  American 
Medical  Association  again  advanced  its  Medicredit  pro- 
posal for  NHI  before  the  Senate  Finance  Committee 
at  the  end  of  May. 

Senate  Finance  Committee  Chairman  Russell  Long, 
(D-La.),  and  other  committee  members  heard  AMA 
President  Russell  Roth,  M.  D.,  President  Elect  Malcolm 
Todd,  M.  D.,  and  Ernest  Livingstone,  M.  D.,  Chair- 
man of  the  AMA  Legislative  Council,  support  the  Medi- 
credit measure 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


and  he  pays  me  directly,  I have  earned  $10  and  he 
has  spent  $10.  If,  instead,  money  is  to  be  collected 
from  the  patient  as  a tax  to  be  transmitted  to  Wash- 
ington, processed,  transferred  to  another  agency,  pro- 
cessed, passed  on  to  an  intermediary,  processed,  and 
paid  out  as  a benefit,  and  then  reviewed  for  approp- 
riateness, I will  need  to  leave  it  to  others  to  estimate 
how  much  more  must  be  collected  from  the  patient 
to  yield  the  $10  necessary  to  cover  the  service  ren- 
dered. Each  complicating  step  in  the  process  contrib- 
utes to  a shrinkage  in  service  purchased  by  the  medi- 
cal dollar. 

“We  believe  that  the  public  will  look  with  dismay 
on  a financing  mechanism  which  increases  the  So- 
cial Security  tax  by  four  per  cent,  as  with  the  Ken- 
nedy-Mills  proposal. 


“As  the  nation’s  largest  association  of  actively  prac- 
ticing physicians,  the  ones  who  will  be  called  upon 
to  provide  the  professional  services  which  are  contem- 
plated under  any  program  which  may  be  authorized 
by  Congress,  we  feel  that  our  viewpoints  are  extra- 
ordinarily important,”  Doctor  Roth  told  the  committee. 

“If  we  are  to  meet  the  principal  needs  not  only  of 
the  aged  and  the  poor  but  of  the  vast  middle  income 
group,  it  would  seem  we  must  endeavor  to  provide 
basic  coverage  for  medical  services  and,  if  possible, 
add  to  this  protection  against  ruinous  catastrophic  ma- 
jor medical  expense  (Senators  Long  and  Abraham  Ribi- 
coff,  (D-Conn.)  are  sponsors  of  a catastrophic-only 
type  NHI  proposal). 

“We  appreciate  the  economies  of  providing  only 
catastrophic  coverage,  but  feel  that  it  will  meet  too 
few  of  the  needs  and  will  prove  very  difficult  to  ad- 
minister. We  appreciate  the  appeal  of  first  dollar  cov- 
erage but  recognize  the  inordinate  expense  involved. 


“We  have  enthusiasm  for  the  financing  mechanism 
in  the  Medicredit  bill  which  uses  tax  credits  to  mini- 
mize the  number  of  dollars  making  a round  trip  to 
Washington  as  tax  to  return  as  a shrunken  benefit,  and 
which  places  the  obligation  to  contribute  their  share 
on  those  who  have  the  ability  to  pay  all  or  part  of  their 
premium  cost.  It  uses  an  existing  governmental  collec- 
tion agency,  minimizes  new  demands  for  an  increase 
in  bureaucracy,  and  reduces  administrative  costs. 

“Finally,  there  is  the  matter  of  administering  the 
program.  There  is  precious  little  evidence  that  any 
particular  economy  or  efficiency  results  from  govern- 
ment health  programs,  but  a growing  body  that  the 
opposite  may  be  true. 

“In  the  case  of  National  Health  Insurance,  we  feel 
assured  that  if  any  part  of  the  funding  derives  from 
Social  Security  taxes  there  would  be  a compulsion  for 
Social  Security  control  of  the  program. 


“The  catastrophic  coverage  should  be  adjusted  to 
ability  to  pay,  since  it  is  obvious  that  an  amount 
which  could  be  easy  for  the  well-to-do  family  to  pay 
could  be  disastrous  for  the  much  larger  group  of  mid- 
dle and  low-income  individuals.  If  the  insurance  is 
really  to  protect,  it  must  be  operative  at  the  level  of 
need. 

“If  I provide  $10  worth  of  service  for  my  patient 


“We  are  confident  that  the  administration  of  the  pro- 
gram will  best  be  accomplished  by  existing  private  en- 
tities in  the  field.  Federal  involvement,  while  inescap- 
able when  dealing  with  federal  tax  dollars,  should  be 
kept  minimal. 

“We  again  believe  that  our  Medicredit  program  ful- 
fills these  objectives  in  respect  to  administration  more 
aptly  than  does  any  other  proposal  to  date.” 
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BLUEFIELD  SANITARIUM  CLINIC 


525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CHAIR.  M.  D. 
EDWARD  J.  FLYNN,  M.  D. 

R.  A.  RANA,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  HILLIER,  M.  D. 

E.  L.  GAGE,  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

E.  W.  McCAULEY,  M.  D. 
CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS.  M.  D. 
M.  S.  HAJJAR.  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT.  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR.,  M.  D. 

JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING,  M.  D. 
BRENNAN  PURKALL,  JR.,  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 
JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 
Phone:  l-(304)-343-4371 


OPHTHALMOLOGY 

Edwin  M.  Shepherd,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Milton  J.  Lilly,  Jr.  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Robert  E.  O'Connor,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Moseley  H.  Winkler,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Retinal  Surgery 

Fluorescein  Angiography 

Argon  Laser  Photocoagulation 

Contact  Lenses 

Strontium  90  Beta  Irradiation 


OTOLOGY 

William  C Morgan,  Jr.,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

OTOLARYNGOLOGY 

Romeo  Y.  Lim,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

Micro-surgery 
Maxillo-facial  Surgery 
Reconstructive  Surgery 
Head  & Neck  Surgery 
Cryosurgery 
Endoscopy 
Oncology 

OPHTHALMOLOGY  and 
OTOLARYNGOLOGY 

John  B.  Haley,  M.D. 

John  A.  B.  Holt,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 


Ancillary  Services 

Orthoptics 

Visual  Fields — Flow  Studies 

Laboratory 

X-ray 

Audiometry 

Audiology 

Nancy  McClung,  M.S. 

Anesthesia 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 
Muriel  Dodds,  CRNA 
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County  Societies 


MINGO 

The  Mingo  County  Medical  Society  met  on  May  8 
with  a “Ladies  Night”  Dinner  at  the  Tug  Valley  Coun- 
try Club  in  Williamson.  Honored  guests  for  the  meet- 
ing were  Dr.  and  Mrs.  A.  Thomas  McCoy  of  Charles- 
ton. Doctor  McCoy  is  President  of  the  West  Virginia 
State  Medical  Association. 

Accompanying  Dr.  and  Mrs.  McCoy  to  Williamson 
was  Charles  R.  Lewis  of  Charleston,  Executive  Direc- 
tor of  the  West  Virginia  Medical  Institute,  Inc. 

Doctor  McCoy  spoke  on  the  Professional  Standards 
Review  Organization  from  the  standpoint  of  a phy- 
sician while  Mr.  Lewis  discussed  PSRO  as  outlined  by 
the  U.  S.  Department  of  Health,  Education  and  Wel- 
fare.—William  H.  Carter,  M.  D.,  Secretary. 

e e e o 

MONONGALIA 

The  Monongalia  County  Medical  Society  met  on 
May  7 at  the  Old  Mill  Club  in  Morgantown. 

The  scientific  program  was  given  by  Dr.  David  Z. 
Morgan,  Professor  of  Medicine  and  Associate  Dean  of 
the  West  Virginia  University  School  of  Medicine.  Doc- 
tor Morgan  spoke  on  the  coronary  care  program  at 
the  WVU  Medical  Center.  Following  his  talk  there  was 
a lively  period  of  discussion  and  questions. 

A request  for  endorsement  from  the  Region  VI  Plan- 
ning and  Development  Council  for  a grant  application 
to  the  U.  S.  Department  of  Health,  Education  and  Wel- 
fare was  read.  The  application  was  for  funds  to  study 
the  feasibility  of  and  to  plan  for  the  development  of 
a Regional  Emergency  Medical  Services  System.  The 
grant  application  was  endorsed  by  the  Society. 

The  Society  gave  a vote  of  thanks  to  Dr.  Robert  J. 
Nottingham,  who  was  to  resign  (effective  July  1)  as  the 
Society’s  representative  to  the  North  Central  Health 
Planning  Association. 

The  Society  also  acknowledged  the  efforts  of  Dr.  El- 
don B.  Tucker  in  behalf  of  the  Aging  and  the  T.R.I.P. 
programs.— H.  Summers  Harrison,  M.  D.,  Secretary. 

0 0 0 0 
MERCER 

The  Mercer  County  Medical  Society  met  on  May  20 
at  the  University  Club  in  Bluefield. 

The  Director  of  Nursing  and  the  Educational  Direc- 
tor at  Bluefield  State  College  were  guest  speakers. 
They  stated  that  the  College  is  interested  in  promoting 
health  career  programs  in  addition  to  the  degree  pro- 
gram in  nursing  and  asked  support  from  the  local 
medical  community  in  the  practical  training  aspect  of 
these  programs.  Career  programs  which  have  been 
proposed  include  Dental  Hygiene,  Medical  Assistants, 
Laboratory  Assistants  and  X-ray  Technicians. 


The  Society  approved  the  Hypertension  Screening 
Program  of  the  Heart  Association.— John  J.  Mahood, 
M.  D.,  Secretary. 

o » o o 

FAYETTE 

The  Fayette  County  Medical  Society  met  on  May  8 
at  Oak  Hill  Hospital  in  Oak  Hill.  Dr.  Herbert  H. 
Pomerance,  Director  of  Pediatrics  at  Charleston  Area 
Medical  Center,  was  the  guest  speaker.  He  gave  a 
very  informative  discussion  on  office  pediatrics. 

It  was  announced  that  Dr.  A.  Thomas  McCoy  of 
Charleston,  President  of  the  West  Virginia  State  Med- 
ical Association,  would  be  the  guest  speaker  at  our  June 
meeting.— Carl  R.  Adkins,  M.  D.,  Secretary. 

o e o a 

CABELL 

Dr.  Robert  L.  Bradley,  Professor  of  Surgery  at  the 
University  of  Kentucky  Hospital,  was  the  guest  speaker 
at  the  meeting  of  the  Cabell  County  Medical  Society 
on  May  9 in  Huntington.  Doctor  Bradley’s  interesting 
presentation  was  related  to  the  treatment  and  cause 
of  malignant  disease. 

Volunteers  were  requested  and  received  to  give 
physical  examinations  for  an  indigent  children’s  sum- 
mer camp  sponsored  by  Marshall  University.— Charles 
H.  McKown,  M.  D.,  Secretary. 


Book  Reviews 


HANDBOOK  OF  SURGERY-By  John  L.  Wilson,  M.  D. 

Professor  of  Surgery,  Stanford  University  School  of 

Medicine,  Palo  Alto,  California.  Fifth  Edition. 

This  book  is  designed  for  rapid  reference  and  pre- 
sents information  in  a very  concise  manner  as  an  aid 
to  the  resolution  of  surgical  problems.  It  has  succeeded 
in  this  objective  in  a very  creditable  manner.  The 
salient  points  can  be  quickly  located  and  scanned. 

There  is  presented  detailed  findings  of  tests  to  de- 
termine biochemical  states,  their  variation  from  the  nor- 
mal, and  the  findings  in  cellular  metabolism  and  phy- 
siology are  also  covered. 

This  book  will  be  a valuable  addition  as  a reference 
to  anyone  dealing  with  every-day  surgical  problems.  I 
recommend  it  very  highly.— Andrew  J.  Weaver,  M.  D. 

CURRENT  MEDICAL  DIAGNOSIS  & TREATMENT 

—By  Several  authors.  Lange  Medical  Publications, 

Drawer  “L”,  Los  Altos,  California.  Price:  $12.00 

This  is  an  annual  edition  of  a well-received  text,  help- 
ful for  relaxed  reading,  reference  and  instruction. 

There  are  multiple  authors,  all  masters  in  the  section 
of  medicine  on  which  they  are  writing.  It  is  well  printed 

(Continued  on  page  xv) 
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BOOK  REVIEWS— ( Continued) 

and  quite  readable.  There  are  substantial  additions  and 
changes  over  preceding  volumes. 

The  price  is  right  — $12.00,  which  is  a bargain  in 
this  day  of  inflated  medical  book  costs. 

HANDBOOK  OF  POISONINC-By  Robert  H.  Dreis- 
back.  Lange  Medical  Publication,  Los  Altos,  Cali- 
fornia. 8th  Edition.  517  Pages.  Price:  $6.50 
There  are  517  packed  pages  of  information  in  this 
pocketbook.  The  book  covers  all  manner  of  poisons  — 
agricultural  to  medicinal.  Five-hundred  recent  references 
have  been  analyzed  in  this  eighth  edition. 

The  book  is  valued  throughout  the  world  and  trans- 
lated into  many  foreign  languages.  There  is  an  interest- 
ing section  on  the  legal  and  medical  responsibility  in 
poisoning,  and  there  is  a 68-page  index  of  all  sub- 
stances and  inhalants  that  may  give  rise  to  toxic  com- 
plaints. 

It  is  a useful  little  book  to  have  around. 


Stale  Physicians  Elected  to  ACP 
Offices  At  Annual  Session 

Edmund  B.  Flink,  M.D.,  of  Morgantown  was  one  of 
eight  physicians  elected  to  the  American  College  of 
Physicians  Board  of  Regents  at  the  ACP  Annual  Ses- 
sion this  past  spring  in  New  York  City. 

Jack  H.  Baur,  M.D.,  of  Huntington  was  elected  to 
serve  as  an  ACP  Governor  while  John  E.  Jones,  M.D.,  of 
Morgantown  was  voted  into  office  as  a Governor-Elect. 


©PHYSICIANS 
PLANNING 
SERVICE 

WEST  VIRGINIA  SERVICE 
REPRESENTATIVES: 

William  W.  Jones 
R.  T.  Cunningham 
Charles  E.  Derbyshire 
Ron  L.  Lambert 
Larry  R.  McClung 
David  L.  Singleton 

510  PRICHARD  BUILDING 
HUNTINGTON,  W.  VA. 

Telephone:  529-7366 


• Physician -Nurse 
• Biomedical  Engineer 
• Administrator 
•Medical  Technician 


Each  gets  what  he  wants — 
in  a new  Burdick  EK/5A 


THE  PHYSICIAN 

demands  diagnostic 
accuracy  and  defini- 
tion, no  time-consum- 
ing retakes;  mistake- 
free  lead  coding — and 
that’s  what  the  solid- 
state  EK/5A  delivers. 

THE  BIOMED 
ENGINEER 

looks  for  multiple  use 
in  the  hospital; 
patient-isolated  cir- 
cuitry; solid-state  sim- 
plicity; computer  com- 
patibility; sound  ECG 
design. 


THE  NURSE  OR 
MEDICAL  TECH 

wants  features  like 
the  EK/5A  automatic 
lead  marking  activated 
by  a fast-switching 
lead  selector,  and 
easy  portability. 

THE  ADMINISTRATOR 
AND  PURCHASING 
AGENT 

like  (1)  the  savings 
that  result  from  de- 
pendable perform- 
ance; (2)  medical  staff 
satisfaction. 


lURDICK 


Write  us  today  for  a demonstration  in  your  office. 

General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 
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Annual  Audit,  1973 

The  annual  audit  of  receipts  and  disbursements  of 
the  West  Virginia  State  Medical  Association  for  the 
calendar  year  1973  has  been  completed  by  the  firm  of 
Ernst  & Ernst,  Certified  Public  Accountants  of  Charles- 
ton. The  complete  audit,  with  letter  of  transmittal, 
follows: 

ERNST  & ERNST 
Charleston  National  Plaza 
P.  O.  Box  2906 

Charleston,  West  Virginia  25330 

To  The  Council 

West  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

We  have  examined  the  statements  of  assets,  liabilities, 
and  fund  balances  arising  from  cash  transactions  of  the 
several  funds  of  the  West  Virginia  State  Medical  Asso- 
ciation as  of  December  31,  1973,  and  the  related  state- 
ments of  revenues  collected  and  expenses  paid  and 
changes  in  fund  balances  for  the  year  then  ended.  Our 
examination  was  made  in  accordance  with  generally  ac- 
cepted auditing  standards,  and  accordingly  included 
such  tests  of  the  accounting  records  and  such  other  audit- 
ing procedures  as  we  considered  necessary  in  the  cir- 
cumstances. 

In  our  opinion,  the  aforementioned  financial  statements 
present  fairly  the  assets,  liabilities,  and  fund  balances 
arising  from  cash  transactions  of  the  several  funds  of 
the  West  Virginia  State  Medical  Association  at  Decem- 
ber 31,  1973,  and  the  revenues  collected  and  expenses 
paid  and  changes  in  fund  balances  during  the  year  then 
ended  on  a basis  consistent  with  that  of  the  preceding 
year. 

ERNST  & ERNST 

Charleston,  West  Virginia 
March  15,  1974 

STATEMENTS  OF  ASSETS,  LIABILITIES,  AND 
FUND  BALANCES  ARISING  FROM 
CASH  TRANSACTIONS 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
December  31,  1973 


ASSETS 

GENERAL  FUND 

Cash $ 640 

Certificates  of  deposits 62,500 

Other  assets 36 

$ 63,176 

MEDICAL  SCHOLARSHIP  FUND 

Cash  $ 30,200 

Certificates  and  time  deposits  7,000 

Due  from  general  fund  7,875 

$ 45,075 


LIABILITIES  AND  FUND  BALANCES 

GENERAL  FUND 


Notes  payable  to  bank  $ 15,000 

Due  to  medical  scholarship  fund 7,875 

Fund  balance  40,301 

$ 63,176 


MEDICAL  SCHOLARSHIP  FUND 
Fund  balance  $ 45,075 


See  note  to  financial  statements. 


STATEMENT  OF  REVENUES  COLLECTED  AND 
EXPENSES  PAID  - GENERAL  FUND 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Year  ended  December  31,  1973 

Revenues  collected : 


Dues $257,599 

Advertising 21,620 

Consulting  fees 6,000 

Exhibit  space 4,625 

Other  revenues 6,726 


296,570 

Expenses  paid: 

Salaries  and  wages 63,674 

Employee  benefits 4,074 

Taxes  — payroll  and  other 2,983 

Dues  remitted  to  AMA 132,015 

Office  rent 6,942 

Office  supplies  and  expense  9,366 

Telephone  4,411 

Travel  16,987 

Postage  3,225 

Publishing  and  printing  29,612 

Convention  speakers  and  supplies  16,612 

Other  expenses  9.233 


299,134 


EXPENSES  PAID  IN  EXCESS  OF 
REVENUES  COLLECTED $ (2,564) 


See  note  to  financial  statements. 


STATEMENTS  OF  CHANGES  IN  FUND  BALANCES 
ARISING  FROM  CASH  TRANSACTIONS 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Year  ended  December  31,  1973 

Medical 

General  Scholarship 


Fund  Fund 

Balance,  December  31,  1972  $42,865  $43,238 

Excess  of  expenses  paid  over 

revenues  collected (2,564)  — 

Dues  — 8,016 

Repayment  of  scholarship — 800 

Interest  collected — 1,486 

Other  - - 35 

Payment  of  scholarship  installments  — (8,500) 


Balance,  December  31,  1973  „ $40,301  $45,075 


See  note  to  financial  statements. 


NOTE  TO  FINANCIAL  STATEMENTS 
(CASH  BASIS) 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Year  ended  December  31,  1973 

NOTE  A — BASIS  OF  PRESENTATION  OF  FINANCIAL 
STATEMENTS 

The  financial  statements  are  presented  using  the  cash 
basis  of  accounting.  Office  equipment  and  other  capital 
expenditures  are  charged  to  expense  at  the  time  of  pur- 
chase. Interest  on  certificates  of  deposits  is  paid  to  the 
Association  at  dates  of  maturity  and  is  included  in  in- 
come upon  receipt.  Certificates  of  deposits  outstanding 
at  December  31,  1973,  were  purchased  in  1969  and  1972, 
and  mature  in  1974.  Therefore,  interest  on  these  certifi- 
cates of  deposits  will  be  collected  and  recorded  in  1974. 


XVI 


The  West  Virginia  Medical  Journal 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 
Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 
Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A.  Athari,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 
Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M.  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 

T.  E.  Chvasta,  M.  D. 


Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 

David  Hill,  M.  D. 

David  H.  Smith,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 
James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 

Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 


ARLINGTON  PERSONAL  CARE  HOME 

23rd  Street  and  Kennedy  Avenue 
(Just  off  Fairview  Ave.) 

Parkersburg,  West  Virginia  26101 

RESIDENTS  ENJOY  RETIREMENT 
WITH  DIGNITY 


Arlington  is  West  Virginia’s  newest  and  most  modern 
Personal  Care  Home  designed  to  create  a home-like 
atmosphere  for  residents  in  retirement  and  persons 
who  need  sheltered  care  as  their  physical  needs  re- 
quires. Attractively  decorated  Private  and  Semi-Pri- 
vate rooms  with  a private  bath  in  each  room.  Gradu- 
ated rates  based  on  type  of  room  desired  $300  - $550. 


Telephone 

(304)  485-5503 


MRS.  AUDREY  DIEHL 

State  Licensed  Administrator 
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W.  Shakespeare 


Life  would  be  pretty  dull  if  people 
couldn’t  dream.  Take  that  boat  you’re 
always  dreaming  about.  Just  think- 
ing about  it  makes  you  feel  pretty 
good.  But  you  won’t  just  have  to 
dream  if  you  buy  U.S.  Savings  Bonds. 
Because  Bonds  can  make  your  dream 
boat  a reality. 

Now  Bonds  mature  in  less  than  six 
years.  Which  means  maybe  it  won’t 
take  forever  for  your  ship  to  come  in. 

Just  knowing  you’ve  got  the  safety 
and  security  of  U.S.  Savings  Bonds 
working  for  you  can  make  dreaming 
for  anything  a lot  more  fun.  Because, 
with  Bonds,  the  good  times  and  the 
good  things  can  really  happen. 


So,  don’t  give  up  dreaming.  Just 
keep  buying  U.S.  Savings  Bonds— 
they’re  the  stuff  dreams  are  made  of. 


Now  E Bonds  pay  5H%  interest  when  held  to 
maturity  of  5 years,  10  months  (4%  the  first 
year).  Bonds  are  replaced  if  lost,  stolen,  or 
destroyed.  When  needed  they  can  be  cashed 
at  your  bank.  Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax  may 
be  deferred  until  redemption. 


Take  stock  in  America. 

Now  Bonds  mature  in  less  than  six  years. 


What’s  in  it  for  you? 

U.S.  Savings  Bonds  are  one  way  to  take  stock 
in  America.  And  they’re  really  a great  way-because 
they  do  so  much  for  you.  U.  S.  Savings  Bonds  are 
full  of  advantages  for  the  individual  saver. 


You  don’t  have  to  wait  forever 
for  your  money. 

Any  sizeable  savings  take  a while  to 
accumulate.  But  Bonds  now  mature 
faster  than  ever.  (5  years, 

10  months,  to  be  exact. ) So 
while  they’re  still  ideal 
for  long-term  plans, 

U.S.  Savings  Bonds 
can  now  work  for  your 
short-term  goals. 


Our  interest  rate  is  nothing 
to  scoff  at. 

E Bonds  yield  a healthy  interest  of 
5.5%  when  held  to  maturity  of  5 
years,  10  months  (4%  the  first  year  ). 
And  remember,  there’s  a 10-year 
extension  privilege  beyond  maturity 
for  continued  earning. 


You  have  some  options 
with  taxes. 

First  of  all,  U.S.  Savings  Bond 
interest  is  exempt  from  all  state  and 
local  income  taxes. With  federal 
income  tax,  you  may  choose 
to  defer  reporting  your 
interest  until  the  Bonds 
are  redeemed  or  reach 
final  maturity  (which- 
ever comes  first). 

And  if  you’re  building 
funds  for  education 


or  retirement,  you  have  special 
tax-saving  opportunities  that  are 
worth  looking  into. 

If  you  need  a shove  to  get  you 
saving,  we  can  do  that  too. 

All  you  have  to  do  is  sign  up  for  the 
Payroll  Savings  Plan  at  work.  Then 
an  amount  you  specify  is  set  aside 
from  your  paycheck  each  month  and 
used  to  buy  Bonds.  While  you  use 
your  take-home  pay  for  immediate 
needs,  you’re  also  building  a nice 
nest  egg.  Automatically. 

They’re  safe  from  bad  luck,  bad 
memory  and  bad  guys. 

Bonds  are  replaced 
if  destroyed,  lost  or 
stolen.  With  no  red- 
tape  hassles.  And  at 
no  cost  to  you. 

They  come  in  all  sizes, 
but  they  fit  everyone. 

Bonds  don’t  come  with  hearts  or 
lace,  but  they  offer  a lot  of  hope,  love 
and  encouragement.  For  someone 
special,  Bonds  are  a Gift  Certificate 
of  the  Imagination. 

U.S.  Savings  Bonds. 

What  it  comes  down  to  is 
taking  stock  in  yourself. 


Make  Your  Plans  Now! 

“The  Eighth  Mid-Winter 
Clinical  Conference” 


The  Conference  Will  Offer  a Wonderful 
Opportunity  For  Physicians  to  Keep  Up- 
To-Date  in  the  Field  of  Continuing 
Medical  Education. 


Sponsored  by  the  West  Virginia  State 
Medical  Association  and  other  medical 
and  volunteer  organizations,  the  1975 
Conference  will  be  held  in  Charleston. 


The  Daniel  Boone  Hotel  January  24-26 
Watch  for  Further  Details 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 

Rashid  Ahmed,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Karl  J.  Myers,  Jr.  M.  D. 

Anesthesiology: 

G.  E.  Hartle,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


General  and  Thoracic  Surgery 

Stephen  T.  J.  Lee,  M.  D. 

James  A.  Gardner,  M D. 


Orthopedics 

Clifford  A.  Stevenson,  M.  D. 
S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 

Obstetrics-Gynecology 

A.  Ray  Jacobson,  M.  D. 


Internal  Medicine 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D. 
Jose  L.  Oyco,  M.  D. 

Eugene  Warvariv,  M.  D. 
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CLASSIFIED 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


EXCEPTIONAL  OPPORTUNITY— For  an  in- 
ternist to  become  established  in  a progressive  com- 
munity of  50,000  by  associating  with  an  established, 
successful  physician.  Guaranteed  annual  income, 
fringe  benefits,  and  option  to  form  own  practice 
after  one  year.  Potential  unlimited.  Contact  Mr. 
Michael  F.  Black,  5476  Big  Tyler  Road,  Charles- 
ton, West  Virginia  (304)  776-2046. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 
equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — Physician  desires  relief  work  for  one 
to  four  weeks.  Experienced  in  coal  fields  and  pri- 
vate practice.  Phone:  (304)  758-4918  or  write  Box 
27,  Middlebourne,  W.  Va.  26149. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact L.  Perry  Hyde,  M.  D.,  Director,  Emergency  and 
Ambulatory  Care,  Beckley  Appalachian  Regional 
Hospital,  Beckley,  W.  Va.  25801.  Phone:  (304) 

255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modem 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modem  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 
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Before  prescribing,  please  consult 
jmplete  product  information,  a summary 
! which  follows: 

Indications:  Relief  of  anxiety  and 
nsion  occurring  alone  or  accompanying 
arious  disease  states. 

Contraindications:  Patients  with  known 
ypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
Dssible  combined  effects  with  alcohol  and 
(her  CNS  depressants.  As  with  all 
NS-acting  drugs,  caution  patients 
gainst  hazardous  occupations  requiring 
omplete  mental  alertness  (e.g.,  oper- 
ting  machinery,  driving) . Though  physi- 
a\  and  psychological  dependence  have 
arely  been  reported  on  recommended 
j oses,  use  caution  in  administering  to 
ddiction-prone  individuals  or  those  who 
light  increase  dosage;  withdrawal  symp- 
sms  (including  convulsions),  following 
iscontinuation  of  the  drug  and  similar 
o those  seen  with  barbiturates,  have  been 
eported.  Use  of  any  drug  in  pregnancy, 
actation,  or  in  women  of  childbearing 
ge  requires  that  its  potential  benefits 
ie  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
lilitated,  and  in  children  over  six,  limit  to 
mallest  effective  dosage  (initially  10 
ng  or  less  per  day)  to  preclude  ataxia  or 
iversedation,  increasing  gradually  as 
leeded  and  tolerated.  Not  recommended 
n children  under  six.  Though  generally 
lot  recommended,  if  combination  therapy 
Ivith  other  psychotropics  seems  indicated, 
:arefully  consider  individual  pharmaco- 
ogic  effects,  particularly  in  use  of  poten- 
iating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau- 
ions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac- 
:ions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
mpending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium8’  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable, 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inq, 

Nutley.  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

I ll^KII  irvi®  up  to  100  mg  daily  in 
LIUriUlTl  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physicia < 
patient  rapport  and,  on  occasion, 
making  it  easierforthe  patientto  j 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium  10-ma  capsules 

(chlordiazepoxide  HCI) 
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Compare! 


Simple,  accurate  test  for  glycosuria 

TES-TAPE 


URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  I 
and/ or  severity  of  grand  mal : i: 
require  increased  dosage  of  s i 
convulsant  medication;  abrupv 
may  be  associated  with  tempor 
crease  in  frequency  and/or  se m 
seizures.  Advise  against  simulr 
gestion  of  alcohol  and  other  C > 
sants.  Withdrawal  symptoms  ' r 
those  with  barbiturates  and  al  if 
occurred  following  abrupt  discn 
(convulsions,  tremor,  abdomiil 
cle  cramps,  vomiting  and  swe  r 
addiction-prone  individuals  urs 


ding  to  her  major 
: , she  is  a psychoneu- 
nt  with  severe 
ut  according  to  the 
n she  gives  of  her 
art  of  the  problem 
Hike  depression. 

;ause  her  problem, 
arimarily  one  of  ex- 
xiety,  is  often  accom- 
depressive  symptom- 
'alium  (diazepam) 
ie  relief  for  both— as 
ive  anxiety  is  re- 
i depressive  symp- 
ciated  with  it  are  also 
; wed. 

:are  other  advan- 
cing Valium  for  the 
lent  of  psychoneu- 
ety  with  secondary 
e symptoms:  the 
irapeutic  effect  of 
pronounced  and 
is  means  that  im- 
ltis  usually  apparent 
ient  within  a few 
er  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW,  el  al:  Dis  Nerv 
Syst  30: 675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosornatics 
77:438-441,  Sept-Oct  1970. 


2-mg,5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


e because  of  their  predisposi- 
ituation  and  dependence.  In 

J,  lactation  or  women  of  child- 
e,  weigh  potential  benefit 
i ssible  hazard. 

!>s:  If  combined  with  other  psy- 
or  anticonvulsants,  consider 
iharmacology  of  agents  em- 
ugs  such  as  phenothiazines, 
barbiturates,  MAO  inhibitors 
1 antidepressants  may  potentiate 
Usual  precautions  indicated  in 
' averely  depressed,  or  with  latent 
1 i,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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“I  may  be  prejudiced,  but  1 1 
very  much  in  favor  of  the  detail  n 
I meet.  Most  of  them  are  knowlei  < 
able  about  the  drugs  they  promo 
and  can  be  a great  help  in  acqua  I 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Overthi 
years  I have  gotten  to  know  most  f 
the  men  who  visit  me  regularly  a i 
they  in  turn  have  become  aware 
my  particular  interests  and  the  r 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  min 
as  possible  to  the  areas  of  interejl 
to  me.  Since  I usually  see  the  sar  • 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest,:  | 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  deali  g 
with  health  problems  in  this  courn 
there  is  a potential  for  detail  mer 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa 
tives  and  salesmen  of  the  pharm; 
ceutical  industry  is  the  type  of  co 
tact  that  people  in  a medical  cenlr 
research  people,  and  academic 
people  have  and  that’s  in  all  likelier 
on  a somewhat  different  level  froi 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I perso  • 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina 
tors  of  useful  information.  They 
could  consistently  serve  a real  ed 
cational  function  in  theirability  tc 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use 
ful  — as  well  as  some  excellent  fiM> 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  th 


Cut 


5 e a Source  of  Information? 

Yes,  with  certain  reservations, 
average  sales  representative 
a great  fund  of  information 
ut  the  drug  products  he  is  re- 
nsible  for.  He  is  usually  able  to 
wer  most  questions  fully  and 
:lligently.  He  can  also  supply 
rints  of  articles  that  contain  a 
at  deal  of  information.  Here, 
in  i , I exercise  some  caution.  I usu- 
accept  most  of  the  statements 
as 3, 1 opinions  that  I find  in  the 
rtK  )ers  and  studies  which  come 
lose 11  the  larger  teaching  facilities. 
i,;  oes  without  saying  that  a physi- 
>reu  n should  also  rely  on  other 
trees  for  his  information  on 
armacology. 
lining  of  Sales  Representatives 
Ideally,  a candidate  for  the 
sition  as  a sales  representative 
3 pharmaceutical  company 
o )uld  be  a graduate  pharmacist 
it, | o has  a questioning  mind.  I don’t 
nk  this  is  possible  in  every  case, 

■ d so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


) pacity  they  are  indeed  useful; 

/ rticularly  in  the  fact  that  they 
!f  sseminate  broadly  based  educa- 
>nal  material  and  serve  not  just 
“pushers”  of  their  drugs. 

e Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
: I companies  are  not  producing  all 
;is  material  as  a labor  of  love  — 
ey  are  in  the  business  of  selling 
oducts  for  profit.  In  this  regard 
e ambitious  and  improperly  moti- 
ved sales  representative  can 
;ert  a negative  influence  on  the 
acticing  physician,  both  by  pre- 
siding a one-sided  picture  of  his 
■oduct,  and  by  encouraging  the 
actitioner  to  depend  too  heavily 
i drugs  for  his  total  therapy.  In 
lese  ways,  the  salesman  has  often 
istorted  objective  reality  and 
ndermined  his  potential  role  as  an 
ducator. 

he  Industry  Responsibility 

Since  the  detail  man  must  be 
n information  resource  as  well  as 
; representative  of  his  particular 
'harmaceutical  company,  he 
hould  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


What  does  man  have  in  common  with  Samson? 


Neither  man  nor  the  gorilla  can  synthesize  vitamin  C. 
Interestingly,  the  slow  loris,  a primate  much  further 
down  the  evolutionary  scale,  can  convert  L-l,4-gu- 
lonolactone  to  ascorbic  acid  in  its  liver  and  presum- 
ably does  not  require  an  exogenous  source  of  ascorbic 
acid. 

Because  man  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins,  these  nu- 
trients must  be  replenished  continuously  in  order  to 


maintain  normal  tissue  levels. 

Generally,  this  is  accomplished  in  his  daily  diet.; 
But  under  conditions  of  illness,  stress,  in  convales-, 
cence  or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Surbex-T  restores  the  water-soluble  vita- 
mins  with  each  tablet  providing  500  mg.  of  i':1880fT  I 
vitamin  C plus  high  potency  B-complex.  !■■■■# 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


403481 


With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action— involving  the  doctor, 
the  patient,  the  American 
Cancer  Society — a partner- 
ship for  life. 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg  erythromycin  per  5-ml  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 


400054 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Over  the  past  decade,  “slow  virus  infections” 
has  become  a household  word  of  neuro- 
scientists and  virologists.  No  less  than  30  human 
diseases  have  been  implicated  with  possible  slow 
virus  infection  etiologies,  including  neoplasms, 
autoimmune  diseases,  geriatric  diseases  and  con- 
genital diseases.  Yet  in  only  five  has  this  been 
convincingly  proven  to  be  the  case,  and  all  of 
them  are  central  nervous  system  (CNS)  diseases. 
There  must  be  some  reason  or  reasons  yet  un- 
known to  us  for  the  CNS  being  the  site  of  prefer- 
ence for  slow  virus  infections.  At  the  present 
time,  it  seems  reasonable  to  speculate  that  many 
of  the  progressive  CNS  diseases  e.g.  multiple 
sclerosis,  amyotrophic  lateral  sclerosis,  Parkin- 
son’s disease  etc.,  (Table  1),  may  be  caused  by 
slow  virus  infections.  Infectious  etiology  of  the 
first  five  diseases  on  the  list  has  been  firmly 
established  during  the  past  decade. 

This  remarkable  fast  pace  of  the  progress  in 
the  understanding  of  these  protean  brain  diseases 
might  not  have  been  possible  without  the  con- 
cept which  was  derived  from  the  elegant  studies 
on  spontaneous  animal  diseases.  The  studies  of 
“rida,”  “maedi,”  and  “visna,”  entirely  exotic 
diseases  in  Icelandic  sheep,  led  Doctor  Sigurds- 
son  to  postulate  a new  concept  of  “slow  virus 
infection”  in  1954.  He  considered  the  slow  virus 
infection  to  be  characterized  by  ( 1 ) an  initial 
long  period  of  ' incubation  of  many  months  or 
years  without  overt  signs  of  clinical  disease, 
( 2 ) a progressive  protracted  course  after  clinical 
signs  have  appeared  ending  in  serious  disease 
or  death,  and  (3)  limitations  of  the  infections 
to  a singly  host  species  and  localization  of  lesions 
within  a single  organ  or  tissue  system.  The 
third  criterion  has  had  to  be  revised  in  the  light 


♦Delivered  during  the  106th  Annual  Meeting  of  the  West 
Virginia  State  Medical  Association,  August  22-25,  1973, 
at  The  Greenbrier,  White  Sulphur  Springs. 


of  recent  progress  of  our  knowledge  on  slow 
virus  infections  as  will  be  discussed  below. 

It  was  pointed  out  that  a strange  paralytic 
fatal  disease  of  Icelandic  sheep,  “visna,”  causing 
inflammatory  demyelination  and  destruction  of 
the  white  matter  in  the  brain,  mimics  closely  the 
acute  phase  of  human  multiple  sclerosis.  The 
disease  can  be  transmitted  to  normal  sheep,  but 
it  appears  one  or  two  years  after  the  inocula- 
tion, in  spite  of  persistent  asymptomatic  menin- 
gitis evidenced  by  spinal  fluid  pleocytosis.  An- 
other unusual  feature  noted  is  the  absence  of 


TABLE  1 

Degenerative  Brain  Diseases  Implicated 
With  Slow  Virus  Infection 

A.  Kuru. 

B.  Creutzf eld t- Jacob  Disease. 

C.  Subacute  Sclerosing  Panencephalitis  (SSPE). 

D.  Progressive  Multifocal  Leukoencephalopathy 
(PML). 

E.  Subacute  Focal  Adenovirus  Encephalitis 
(SFAE). 

F.  Multiple  Sclerosis  (MS) 

G.  Amyotrophic  Lateral  Sclerosis  (ALS). 

H.  ALS-Parkinsonism  - Dementia  of  Guam. 

I.  Parkinson’s  Disease. 

J.  Alzheimer’s  Disease. 

K.  Pick’s  Disease. 

L.  Schilder’s  Disease. 

M.  Leucodystrophies. 
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detectable  circulating  neutralizing  antibodies  in 
the  infected  sheep. 

A peculiar  sheep  disease,  “rida,”  extensively 
studied  by  Sigurdsson  is  now  considered  identi- 
cal to  scrapie,  the  slow  virus  disease  of  greatest 
antiquity.  This  chronic  progressive  fatal  disease 
of  sheep  and  goats,  was  known  in  England  for 
over  200  years  and  was  long  considered  as  a 
hereditary  disease  by  sheep  farmers.  Scrapie  was 
first  transmitted  to  healthy  sheep  in  1936,  by 
inoculation  of  brain  suspension  from  scrapie 
sheep  with  a long  incubation  period  of  one  to 
five  years.  Since  then,  the  disease  has  been  in- 
duced in  seven  other  animal  species. 

Remarkable  genetic  predispositions  to  the  dis- 
ease have  been  shown  among  different  breeds 
of  sheep.  In  addition  to  rubbing  and  scratching 
the  skin,  from  which  the  name  was  derived,  the 
disease  is  characterized  by  the  insidious  onset 
of  tremor,  gait  and  truncal  ataxia,  impairment 
of  vision  and  debility.  The  pathological  changes 
are  limited  to  the  CNS,  even  though  infective 
agents  can  be  recovered  also  from  the  spleen, 
thymus  and  salivary  glands.  Histopathologic 
changes,  which  are  confined  in  the  gray  matter, 
consist  of  vacuolization  and  degeneration  of 
neurons,  astrocytic  hypertrophy  and  status  spon- 
giosus  (Figure  la).  It  was  these  characteristic 
pathologic  features  that  unveiled  the  mystery  of 
a puzzling  human  disease,  kuru,  and  linked  the 
latter  to  the  slow  virus  infections.  In  1959,  Had- 
low  pointed  out  the  close  similarities  of  the  neu- 
ropathologic  pictures  of  scrapie  and  kuru. 

In  1966,  Carlton  Gajdusek  and  Clarence  Gibbs 
at  the  National  Institutes  of  Health,  transmitted 
kuru  to  chimpanzees  18-30  months  after  intra- 
cerebral inoculation  of  brain  suspension  prepared 


from  the  brains  of  human  kuru  victims.  Later, 
they  succeeded  in  serial  transmission  of  kuru 
from  chimpanzee  to  chimpanzee  and  also  to 
several  other  species  of  primates.  Pathological 
findings  of  experimental  kuru  in  chimpanzees 
are  very  similar,  if  not  identical,  to  those  of 
human  kuru.  Since  kuru  was  thought  of  as  an 
isolated,  exotic  hereditary  disease  occurring  only 
in  the  highland  interior  of  New  Guinea,  the  im- 
pact of  these  exciting  experimental  results 
seemed  not  overwhelming  at  the  moment. 

However,  when  another  unique  brain  disease 
causing  presenile  dementia,  Creutzfeldt-Jakob 
( C-J ) disease,  was  successfully  transmitted  to 
chimpanzees,  after  an  incubation  period  of  13 
months,  in  1968,  the  contention  of  other  degen- 
erative brain  diseases  being  caused  by  slow  virus 
infection  was  greatly  enhanced.  Many  common 
curious  facets  observed  in  both  kuru  and  C-J 
diseases  as  well  as  scrapie  and  transmissable 
mink  encephalopathy  (TME),  prompted  Gajdu- 
sek and  Gibbs  to  separate  these  four  diseases 
and  designated  them  as  “subacute  spongiform 
encephalopathies.”  Separation  of  this  group 
from  the  rest  of  slow  virus  infection  was  well 
supported  at  the  Slow  Virus  Workshop  held  in 
Budapest  in  1972.  Opinion  has  been  expressed 
that  kuru  and  C-J  disease  may  be  the  same  dis- 
ease, but  have  evolved  under  different  environ- 
mental and  genetic  circumstances. 

The  link  between  these  two  diseases  appeared 
strengthened  when  “kuru -plaques”,  a pathologic 
change  (Figure  lb),  which  was  thought  to  be 
unique  to  kuru  brains,  was  found  in  a case  of 
C-J  disease  from  West  Virginia.  The  patient,  a 
64-year-old  retired  miner,  developed  progressive 
truncal  and  gait  ataxia,  personality  change  and 
dementia  and  died  10  months  after  the  onset.  In 


Figure  la.  Characteristic  status  spongiosus,  astrocytic  proliferation  and  hypertrophy  in  the  brain  of  a patient  with 
Creutzfeldt-Jakob  disease  (x  500  Holzer  stain).  Figure  lb.  “Kuru  plaques,”  fibrillary  bodies  with  radially  arranged 
fibrilles,  in  the  cerebellum  of  a patient  with  Creutzfeldt-Jakob  disease  (x  2000  Bodian  stain). 
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Figure  2a.  Intranuclear  filaments,  20  to  30  nm.  in  diameter,  with  tubular  profile  in  cross  sections,  characteristic  of 
nucleocuspids  from  measles  virus,  in  a patient  with  SSPE  (x  52,000).  Figure  2b.  Intranuclear  viral  particles  (40  nm.  in 
diameter)  and  filamentous  particles  (20  nm.  in  transverse  diameter)  in  a nucleus  of  oligodendroglia  from  a patient  with 
PML  (x  52,000).  Figure  2c.  Intranuclear  viral  particles,  75  nm.  in  diameter,  forming  crystal  array  in  a neuronal  neu- 
cleus  from  a patient  with  SFAE  (x  52,000). 


addition  to  typical  histopathological  changes  of 
status  spongiosus,  neuronal  vacuolization  and 
degenerative  and  astrocytic  hypertrophy,  numer- 
ous “kuru-plaques”  in  the  cerebellum  have  been 
demonstrated.  On  electron  microscopy,  the  kuru- 
plaque  consists  of  radically  arranged  microtubu- 
lar filaments  measuring  120-150A0  in  diameter. 
By  virtue  of  a careful  history  taken  by  my  col- 
league, Dr.  James  D.  Martin,  the  information 
was  obtained  from  the  patient’s  family  that  the 
patient  had  eaten  “hog  brains”  seasonally  as  a 
young  man. 

At  the  report  of  the  fascinating  history  of 
habitual  ingestion  of  hog  brains,  together  with 
unmistakable  kuru-plaques  in  the  brain  of  our 
patient,  the  investigators  at  the  National  Insti- 
tutes of  Health  started  to  investigate  the  inci- 
dence of  consumption  of  hog  brains  in  all  the 
patients  with  C-J  disease  and  found  that  50  per 
cent  had  eaten  hog  brains.  It  is  well  established 
that  the  transmission  of  kuru  is  by  the  canni- 
balistic ingestion  of  human  brain  and  the  inci- 
dence of  kuru  has  markedly  diminished  among 
the  Fore  tribe  since  1963  when  cannibalism  was 
eliminated. 

In  1971,  Doctor  Morley  of  Australia  reported 
that  incidence  of  eating  sheep’s  brains  more  than 
twice  a year  was  significantly  higher  in  20  mul- 
tiple sclerosis  patients  (11  out  of  20)  compared 
with  40  control  patients  ( 12  out  of  40).  Although 
the  finding  was  later  refuted,  it  is  not  entirely 
improbable  that  there  may  exist  dormant  trans- 
missible agents  in  many  animal  brains,  including 
ours,  which  may  eventually  become  the  causa- 


tive factor  of  degenerative  brain  diseases.  Trans- 
missions by  ingestion  of  the  brain,  even  cooked, 
is  feasible  since  we  are  dealing  with  an  infec- 
tious agent  which  is  resistant  to  heat,  protein 
coagulants  and  perhaps  the  many  spices  and 
alcoholic  beverages  which  would  be  taken  to- 
gether with  this  popular  delicacy. 

The  infectious  agents  of  the  subacute  spongi- 
form encephalopathies  were  consistently  found 
in  association  with  membrane  preparations.  Yet, 
viral  particles  have  never  been  convincingly 
demonstrated  in  the  brain  or  cultured  tissue 
with  the  electron  microscope.  On  electron 
microscopy,  however,  the  membranes  frequently 
showed  abnormal  thickening  or  swelling  with 
signs  of  proliferation.  The  infectious  agents  of 
subacute  spongiform  encephalopathies  possess 
unusual  properties  unknown  to  the  conventional 
viruses.  They  are  resistant  to  heat,  formalin  and 
ultraviolet  light.  These  extraordinary  properties, 
which  are  clearly  incompatible  with  those  of 
conventional  viruses,  have  led  researchers  to 
propose  many  tantalizing  hypotheses  that  the 
agent  may,  in  fact,  be:  (1)  “protovirus,”  which 
is  incorporated  into  the  genome  of  the  host 
cells,  (2)  “icron,”  which  is  composed  largely 
of  serum  protein  components,  (3)  “membrane,” 
itself,  which  integrates  and  envelopes  a small, 
simple  nucleic-acid  fragments,  (4)  “linker,”  the 
linkage  substance  which  binds  tightly  the  DNA- 
containing  macromolecules  to  cellular  mem- 
branes, thereby  becoming  a complete  infectious 
complex,  and  (5)  “viroids,”  infectious  low- 
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molecular-weight  RNA,  capable  of  causing  plant 
diseases. 

Irrespective  of  all  these  theoretical  consid- 
erations, we  are  clearly  dealing  with  a new 
group  of  infectious  agents  which  somewhat  re- 
semble virus  in  their  infectivity  but  not  in  their 
physiochemical  properties.  To  date,  there  is  no 
evidence  that  antibody  is  made  to  these  sub- 
acute spongiform  encephalopathies.  This  might 
serve  as  another  important  criterion  to  separate 
them  from  the  rest  of  the  slow  virus  infections. 

Let  us  now  turn  our  attention  to  a group  of 
degenerative  brain  diseases  caused  by  slow  in- 
fection of  bona-fide  viruses  which  may  be  “sup- 
pressed” or  “masked.”  Subacute  sclerosing  pan- 
encephalitis (SSPE),  progressive  multifocal  leu- 
coencephalopathv  (PML)  and  subacute  focal 
adenovirus  encephalitis  (SFAE),  are  relatively 
new  members  of  brain  diseases  due  to  slow  virus 
infections  with  immunopathic  overtones. 

SSPE  was  first  described  by  Dawson  in  1933  in 
two  children  from  Tennessee  with  subacute  en- 
cephalitis. Dawson  suspected  a viral  etiology, 
but  was  unable  to  confirm  it.  Since  then,  approxi- 
mately 300  cases  have  been  collected  in  the 
literature  under  various  terms,  e.g.  Dawson’s  en- 
cephalitis, van  Bogaert’s  disease,  subacute  scle- 
rosing leucoencephalitis,  nodular  panencephali- 
tis, subacute  inclusion  body  encephalitis,  en- 
cephalitis of  Pette-Doring,  etc.  On  electron- 
microscopy,  Bouteille  et  al.  demonstrated  myxo- 
virus-like  particles  in  affected  brain  material 
in  1965  (Figure  2a).  Measles  virus  as  the  etio- 
logic  agent  was  suggested  and  supported  by 
othei's.  High  titers  of  anti-measles  antibodies 
were  found  in  both  the  serum  and  CSF.  In  1969, 
measles  virus  was  isolated  from  a brain  biopsy 
specimen  by  Baubis  and  Payne  and  confirmed 
by  others. 

PML  was  first  described  in  1958  by  Astrom 
et  al.  as  a unique  demyelinative  disease  asso- 
ciated with  malignant  diseases  of  the  reticuloen- 
dothelial  system,  such  as  leukemia  and  lym- 
phoma. Since  then,  about  100  cases  have  been 
documented.  In  1964,  ZuRhein  and  Chou  dem- 
onstrated with  the  electron  microscope,  papova- 
virus-like  particles  in  the  iixclusion  bodies  of 
oligodendroglia  and  similar  viral  pai'ticles  have 
been  described  in  30  additional  PML  cases 
(Figure  2b).  In  1971,  a new  papovavirus  was 
cultivated  in  cultured  human  fetal  glial  cells  and 
was  called  the  J-C  virus.  This  virus  appears  to 
be  potentially  oncogenic;  when  the  newborn 
hamsters  were  intracerebrally  inoculated  with 
J-C  virus,  83  per  cent  of  the  animals  developed 
brain  tumoi's  within  six  months. 

SFAE  was  first  described  by  us  in  1971,  in  a 


patient  from  West  Virginia  with  a lymphoma  for 
five  years  during  which  time  the  patient  had  re- 
ceived extensive  immunosuppressive  treatment. 
Crystalline  aggregates  of  adenovirus  particles 
were  seen  in  the  inclusions  of  neuronal  nuclei 
(Figure  2c).  During  the  following  year,  type-32, 
a new  member  of  adenovirus  was  isolated  from 
human  embryonic  kidney  cells  and  HeLa  cells. 

There  appears  to  be  a stereotyped  pattern  in 
elucidating  the  etiologic  agent  in  each  disease. 
In  each  instance,  after  the  clinicopathologic  en- 
tity was  established  and  specific  intranuclear  in- 
clusions described,  electron  microscopy  led  the 
way  and  gave  virologists  the  clue  as  to  what 
type  of  virus  to  cultivate  and  investigate.  The 
complete  definition  of  the  entire  entity  requires 
the  careful  teamwork  by  clinicians,  pathologists, 
electronmicroscopists  and  virologists. 

The  elinicopathological  features  of  these  three 
diseases  are  reviewed  below.  SSPE,  is  a progres- 
sive disease  of  childhood  usually  presenting  with 
inappropriate  behavior,  intellectual  deterioration, 
and  periodic  myoclonic  jerks.  The  clinical  course 
usually  terminates  after  several  months,  although 
longer  survivals,  up  to  nine  years  and  an  excep- 
tional case  of  recoveiy,  have  been  reported.  High 
titers  of  antimeasles  antibodies  can  be  demon- 
strated in  both  serum  and  CSF  during  the  course 
of  the  disease.  Histopathologically,  aside  from 
nonspecific  features  of  viral  encephalitis,  there 
are  foci  of  gliosis  and  demyelination.  The  most 
crucial  finding  is  that  of  the  eosinophilic  in- 
tranuclear inclusions  of  Cowdry  type  A,  and 
intracytoplasmic  inclusions  in  both  neurons  and 
neuroglia. 

On  electron  microscopy,  the  inclusion  is  com- 
posed of  interwoven  filaments,  20  to  30  nm.  in 
diameter,  with  defiixite  tubular  profile  in  cross 
section,  and  with  transverse  periodicity  of  10  nm. 
in  longitudinal  section.  The  tubular  structures 
are  similar  to  the  nucleocapsids  of  measles  virus. 
Even  with  these  impressive  findings,  it  took  three 
years  to  isolate  measles  virus  from  the  brains  of 
patients  with  SSPE.  The  difficulty  in  isolation  of 
the  virus,  was  thought  to  be  due  to  the  measles 
virus  being  “incomplete”  or  “suppressed”. 

According  to  the  recent  epidemiologic  study, 
more  than  50  per  cent  of  SSPE  patients  had  had 
measles  before  the  age  of  two  years  and  that 
the  average  duration  from  the  measles  infection 
to  the  onset  of  SSPE  was  estimated  to  be  six 
years.  This  implies  that  the  measles  virus  has 
never  been  eliminated  but  suppressed  in  the 
patients’  brain  cells  during  those  years.  The 
failure  in  elimination  was  considered  to  be  due 
to  the  defect  in  the  cell-mediated  (or  thymus- 
dependent)  immunity.  Since  SSPE  patients  have 
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higher  titers  of  antimeasles  antibodies  in  both 
serum  and  CSF,  than  average  individuals,  the 
humoral  (or  gut-dependent)  immunity  should 
be  normal. 

The  clinical  course  of  PML,  a progressive 
brain  disease  of  late  adulthood,  usually  asso- 
ciated with  malignancies  of  reticuloendothelial 
system  terminates  fatally  between  two  to  six 
months.  We  have  recently  reported  the  second 
case  of  PML  from  which  the  J-C  virus,  a new 
human  papovavirus,  was  isolated. 

This  patient,  a 50-year-old  male,  had  sur- 
vived for  12  years  after  he  was  diagnosed  as 
having  Hodgkin’s  disease.  He  had  been  exten- 
sively treated  with  corticosteroids,  cytotoxic 
agents  and  radiation.  Two  months  before  death, 
he  developed  progressive  weakness  and  sensory 
loss  of  his  left  arm  and  visual  defects.  Termi- 
nally, the  patient  had  left  hemiparesis,  left  ho- 
monymous hemianopsia,  and  developed  grand 
mal  seizures  and  loss  of  consciousness  three 
days  before  death.  Multifocal  and  massive  de- 
myelinative  foci  were  found  in  the  right  parieto- 
occipital white  matter  at  the  time  of  autopsy 
and  brain  specimens  from  these  lesions  were 
taken  and  frozen  immediately  for  virologic 
studies.  A few  disseminated  foci  were  seen  in 
the  left  hemisphere  and  also  in  the  gray  matter. 

On  light  microscopy,  three  characteristic  fea- 
tures were:  (1)  multifocal  confluent  foci  of 
demyelination,  (2)  bizarre  giant  astrocytes  with 
a malignant  appearance,  and  (3)  intensely 
basophilic  intranuclear  inclusions  of  oligoden- 
droglia.  The  intranuclear  inclusion,  as  seen  with 
the  electronmicroscope,  were  composed  of  papo- 
vavirus particles  measuring  40  nm.  in  diameter 
mixed  with  filamentous  forms  of  22  nm.  in  av- 
erage diameter.  Less  frequently,  the  inclusion 
was  composed,  in  part,  of  crystalline  arrays  of 
viral  particles.  The  brain  homogenate  from  the 
frozen  brain  specimens,  was  inoculated  to  the 
cultured  human  fetal  glial  cells,  which  normally 
demonstrate  2 different  cell  populations,  i.e.  the 
densely-stained  and  small  spongioblasts,  and  the 
lightly  stained  and  large  astrocytes. 

After  three  passages,  characteristic  cytopathic 
effect,  similar  to  that  observed  on  the  first  J-C 
virus  isolation,  were  noted.  The  cytopathic  ef- 
fect is  characterized  by  compact  eosinophilic 
intranuclear  inclusions  in  spongioblasts  and  gi- 
gantic bizarre  astrocytes,  with  either  vesicular 
multilobulated  or  dense  basophilic  nuclei,  re- 
sembling those  seen  in  the  brain  sections.  Elec- 
tron microscopy  on  the  infected  human  fetal 
glial  cells,  revealed  the  viral  particles  in  cubic, 
filamentous  and  crystal  forms,  similar  to  those 
observed  in  the  patient’s  brain.  Negatively 


stained  viral  particles,  prepared  from  both  the 
brain  specimens  and  from  the  infected  PIIFG 
cells  were  compared.  They  both  measured  42 
nm.  in  diameter  and  had  the  same  number  of 
capsomere,  72,  counted  according  to  King  and 
Finch  method.  Indirect  immunofluorescence 
was  positive  in  cell  nuclei  with  J-C  antiserum, 
but  negative  with  SV«-antiserum.  Large  nuclei 
of  gigantic  astrocytes  often  showed  positive 
fluorescent  antibody  staining.  Hemagglutina- 
tion-inhibition tests,  with  rabbit  anti-J-C-serum 
and  the  calf  anti-serum  against  SV«  virus,  indi- 
cated that  the  isolate  was  identical  to  J-C  virus. 

Recent  serological  assay  for  serum  antibodies 
against  J-C  virus  indicates  that  about  70  per 
cent  of  277  “normal”  adults  tested  had  anti- 
bodies to  J-C  virus,  and  most  had  apparently 
had  J-C  vims  infections  occurring  during  child- 
hood. The  results  would  imply  that  the  latent 
infection  with  J-C  virus  may  persist  in  the  ma- 
jority of  adults  and  PML  may  ensue  when  the 
latent  infection  is  activated  as  a result  of  ac- 
quired immunologic  deficits  such  as  in  reticul- 
oendothelial malignancies  or  therapeutic  im- 
munosuppression. 

A similar  patholgenic  mechanism  may  be  ap- 
plicable to  SFAE,  a new  subacute  encephalitis 
only  recently  described  at  West  Virginia  Uni- 
versity. The  patient,  a 42-year-old  white  male, 
was  diagnosed  as  having  lymphoma  five  years 
before  death  and  received  various  chemother- 
apies, steroids  and  radiation  therapies.  Distur- 
bance of  consciousness,  and  convulsions  with 
head  and  eye  deviation  to  the  right  developed 
approximately  four  weeks  prior  to  death. 
Marked  hypogammaglobulinemia  was  present 
and  CSF  study  showed  a marked  increase  in 
protein. 

At  autopsy,  a well  localized  area  of  cystic 
malacia  with  brown  discoloration  was  noted 
over  the  left  occipital  lobe  extending  into  the 
fusiform  gyrus  of  the  left  temporal  lobe.  The 
surfaces  of  the  involved  area  were  covered  with 
finely  granular  white  patches  of  calcification. 
The  cortical  ribbons  of  the  involved  areas  were 
markedly  thinned  and  show  yellowish  discolor- 
ation accompanied  with  numerous  petechial 
hemorrhages.  No  macroscopic  abnormalities 
were  noted  in  the  rest  of  the  brain.  Microscopic- 
ally, finely  granular  calcium  deposits  were  pres- 
ent in  the  subpial  and  molecular  layers  of  the 
affected  cortex.  In  addition  to  the  non-specific 
changes  of  viral  encephalitis,  there  was  dense 
infiltration  of  astroglia  and  microglia. 

The  most  striking  findings  were  numerous 
densely  basophilic  gigantic  nuclear  inclusions 
of  the  cortical  cells.  The  basophilic  amorphous 
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material  appeared  to  have  completely  replaced 
the  nuclear  chromatin.  No  halo  or  nuclear  mem- 
brane could  be  seen.  The  cytoplasm  was  eosino- 
philic and  rounded;  no  Nissl  substance  or  cellu- 
lar processes  was  noticeable.  Indirect  immuno- 
fluorescence, with  polyvalent  antiadenovirus 
serum  demonstrated  brilliantly  stained  nuclear 
inclusions. 

On  electron  microscopy,  the  nuclear  inclu- 
sions were  composed  of  markedly  electron  dense, 
finely  granular  material  in  which  crystalline  ar- 
rays and  individual  viral  particles  were  em- 
bedded. The  outline  of  the  nuclear  inclusions 
were  not  easily  defined  since  the  nuclear  mem- 
branes were  partially  disrupted  or  often  totally 
absent.  Most  of  the  nuclei  involved  were  identi- 
fied as  neuronal  and  less  frequently  as  the  mi- 
croglial or  oligodendroglial. 

The  viral  crystalline  arrays  were  composed 
of  alternately  arranged  dense  and  light  parti- 
cles which  tended  to  show  hexagonal  profiles. 
The  virions  measured  72  nm.  in  average  di- 
ameter with  central  cores  of  varied  electron 
density  measuring  48  nm.  in  diameter.  Negative 
staining,  with  PTA  of  the  virions  obtained  from 
the  brain  homogenate  demonstrated  the  num- 
ber of  capsomeres  to  be  252,  indicative  of  adeno- 
virus. An  adenovirus,  closely  related  to  type-32 
with  low-level  cross  neutralization  with  type-27 
and  type-9,  was  isolated  from  the  frozen  brain 
tissue  in  human  embryonic  kidney  (HEK)  cells 
in  which  basophilic  similar  nuclear  inclusions 


were  observed.  Electron-microscopy  of  these 
HEK  cells  reveal  identical  viral  crystals  and 
particles  within  the  same  components  of  the 
nuclear  inclusions  seen  in  the  brain. 

Since  adenoviruses  are  known  to  be  normal  in- 
habitants of  human  tonsils,  adenoids  or  respira- 
tory tracts,  SFAE  may  conceivably  result  when 
a latent  adenovirus  becomes  activated  by  severe 
immunosuppression  or  the  hypoimmune  status 
of  the  patient. 

In  reviewing  the  immunological  state  in  each 
of  these  three  slow  virus  infections,  it  becomes 
quite  clear  that  a failure  in  cellmediated  im- 
munity plays  an  important  role  in  the  pathogen- 
esis. The  role  of  humoral  antibody  and  inter- 
feron in  slow  virus  infection  is  uncertain.  Both 
neutralizing  antibody  and  circulating  interferon 
would  reduce  the  initial  viremia  and  protect 
cells  in  target  organ  from  subsequent  viremia, 
thereby  playing  an  important  role  in  defending 
against  acute  viral  infections.  Once  the  virus 
has  entered  inside  the  neurons,  the  infections 
may  persist  in  the  presence  of  neutralizing  anti- 
body. Conversely,  as  in  the  “persistent  tolerant 
infections,”  e.g.  lymphocytic  choriomeningitis 
( LCM ) virus  infections  in  mice,  no  neutraliz- 
ing antibody  can  be  detected.  Thus,  immuno- 
logical approach  becomes  essential  in  the  un- 
derstanding of  slow  virus  diseases. 

In  this  regard,  Hotchin  is  justified  to  revise 
the  general  properties  of  slow  viruses  as  follows: 
( 1 ) they  actively  multiply  in  the  host  for  long 


TABLE  2 

Measles  Virus  Infection  of  Brain 
(Hypothetical) 


“Primary” 

“Secondary” 

“Tertiary” 

Disease  Entity 

Post-Measles 

Encephalitis 

Subacute 
Sclerosing 
Panencepha- 
litis (SSPE) 

Multiple 
Sclerosis  (MS) 

Clinical  Cause 

Acute 

Subacute 

Chronic  with 
Remissions 

Incubation 

periods 

2 wks-1  month 

6 years 

20  years 

Age  Incidence 

1st  Decade 

1st  to  2nd 
Decade 

3rd  to  4th 
Decade 

Pathology 

Perivascular 
demyelination 
& inflammation 
Inclusion  ( ± ) 

Perivascular 
inflammation. 
Astrocytic 
hypertrophy. 
Cowdry  A(±) 

Demy  el  ination 
& gliosis  in 
“plaques”. 
Inflammation  (±) 
Inclusion  ( — ) 
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periods  of  time  without  apparent  disease,  (2) 
they  are  not  recognized  as  “foreign”  by  the  host, 

(3)  an  immune  reaction  to  such  tolerant  agents 
either  is  very  late  or  does  not  occur  at  all,  and 

(4)  the  final  disease  produced  may  be  an  au- 
toimmune response  caused  by  termination  of 
the  tolerance,  although  the  final  disease  may 
be  a gradual  process  of  “erosion”  of  the  affected 
cells  by  virus. 

Hence,  different  types  of  slow  virus  infec- 
tions, relative  to  the  host’s  immunological  state, 
become  possible.  A group  of  so-called  autoim- 
mune diseases  may  fit  comfortably  to  one  of 
the  categories  of  slow  virus  infections.  Multiple 
sclerosis  (MS)  which  has  been  considered  as 
an  autoimmune  disease,  may  in  turn  be  a slow 
virus  disease.  Several  epidemiologic  studies  on 
MS  have  hinted  the  possibility  of  a viral  etio- 
logy and  suggested  an  incubation  period  of 
about  15  to  20  years  between  the  time  of  ex- 
posure to  the  virus  and  the  onset  of  the  symp- 
toms. Serologic  studies  indicated,  although 
equivocally,  the  MS  patients  have  more  measles 
antibody  in  their  serum  than  controls.  In  1965, 
Palsson  et  al.  reported  that  several  of  the  sheep 
which  were  inoculated  with  the  brain  homo- 
genate from  the  MS  patients,  developed  a dis- 
ease similar  to  scrapie.  The  finding  was  not 
confirmed  by  other  investigators.  Myxovirus- 
like  particles  have  been  described  with  elec- 
tron-microscopy in  the  brains  of  MS  patients 
by  three  groups  of  researchers  and  measles  vi- 
rus is  a member  of  myxovirus  group. 

It  may  not  be  too  presumptuous  to  suggest 
that,  as  in  syphilis,  post-measles  encephalitis, 


SSPE  and  MS  might  be  designated  as  the  pri- 
mary, secondary  and  tertiary  measles  virus  in- 
fection respectively  (Table  2).  It  has  been 
known  that  the  primary  syphilis  occurs  10  days 
to  two  months  after  infection,  the  secondary 
syphilis  up  to  five  months  later,  and  the  tertiary 
syphilis  up  to  30  years  later.  We  know  virtually 
nothing  about  the  mechanism  responsible  for 
development  of  the  secondary  or  tertiary  syph- 
ilis although  hyperimnrunity  or  autoimmune 
mechanism  has  been  entertained.  Primary  and 
secondary  syphilis  may  infrequently  go  unrec- 
ognized only  to  be  followed  by  the  tertiary  syph- 
ilis. The  analogy  can  be  drawn  for  MS;  the 
primary  measles  infection  may  be  forgotten  or 
unrecognized,  as  is  also  the  case  in  SSPE. 

The  early  studies  on  syphilis  and  bacterial 
infections,  initially  satisfying  only  the  curiosity 
of  scientists,  assumed  great  importance  when 
therapeutic  measures  became  available  to  pre- 
vent, treat  and  cure  these  diseases.  Similarly, 
the  studies  and  concepts  dealing  with  degenera- 
tive brain  diseases,  discussed  in  this  paper,  are, 
for  the  present,  only  of  academic  interest.  How- 
ever, antiviral  agents  of  limited  effectiveness 
are  already  beginning  to  emerge.  It  is  hoped 
that  broader  spectrum  antiviral  agents  and/or 
agents  to  restore  defective  immunity  will  be 
discovered  in  the  not  too  distant  future.  The 
present  discussion  will  then  assume  a much 
greater  practical  significance.  In  the  interim, 
we  will  need  to  continue  our  quest  to  further 
unravel  the  enigma  of  this  challenging  and  puz- 
zling group  of  disease  which  have  the  most 
tragic  consequences  for  the  patient  and  his 
family. 


A Better  Method  Than  Vasectomy? 

DUTCH  scientists  have  developed  a surgical  procedure  which  may  point  the  way  to  by- 
passing the  potential  difficulties  of  vasectomy  on  a long-term  basis,  according  to  the 
National  Society  for  Medical  Research.  Doctor  M.  V.  Van  Andel  of  Erasmus  University  in 
Rotterdam  told  scientists  attending  a fertility  control  conference  in  Genoa,  Italy  that  he 
and  his  colleagues  attach  the  vas  deferens  to  the  bladder  so  that  the  sperm  empty  into  that 
organ.  Doctor  Van  Andel  says  this  procedure  is  reversible  in  rats  and  it  avoids  the  forma- 
tion of  sperm  antibodies.  These  two  advantages  are  not  enjoyed  with  the  present  method 
of  blocking  the  spermatozoa  in  the  vasa  deferentia. 

The  procedure,  referred  to  as  vasocystostomy,  also  seems  to  do  away  with  such  effects 
as  cyst  formation  and  vasodilatation,  an  increase  in  the  size  of  the  tubes.  More  animal  re- 
search is  needed  before  the  Dutch  group’s  findings  can  be  applied  to  humans,  but  the  in- 
vestigators feel  this  line  of  study  is  very  promising. 
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Let's  Make  High  School  Football  Safer 

K.  Douglas  Boners,  Jr.,  M.  D. 


IfucH  has  been  done  during  the  past  two 
-*-*-*-  decades  to  reduce  both  the  incidence  and 
the  severity  of  football  trauma.  Rule  changes 
aimed  at  enhancing  player  safety,  mandatory 
wearing  of  mouth-pieces,  and  the  development 
of  more  sophisticated  equipment  are  but  a few 
examples.  Still  we  continue  to  see  a rather  large 
number  of  injuries  each  year  among  high  school 
football  players.  When  the  individual  injuries 
are  investigated  many  are  found  to  be  caused, 
at  least  in  part,  by  factors  which  should  be  for 
the  most  part  controllable.  It  follows,  therefore, 
that  if  these  factors  are  maximally  controlled 
the  incidence  and  severity  of  high  school  foot- 
ball injuries  can  be  further  reduced. 

Factors  Contributing  to  Injury  Which  are 
Controllable 

Inadequate  Equipment.  Most  schools  today 
have  adequate  football  gear;  however,  we  still 
see  injuries  which  seem  to  have  resulted  from 
old  worn  out  equipment  or  from  previously 
damaged  equipment  which  was  never  repaired 
but  continues  to  be  used.  There  is  absolutely 
no  justification  for  allowing  a player  to  partici- 
pate in  competitive  high  school  athletics  with- 
out adequate  protective  gear.  If  such  equip- 
ment is  lacking,  participation  should  not  be 
allowed. 

Improper  Fitting  Equipment.  Poorly  fitting 
helmets  and  shoulder  pads  are  the  big  offen- 
ders, predisposing  players  to  facial,  cervical 
spine,  shoulder  girdle,  and  upper  extremity 
trauma.  The  intended  purpose  of  protective 
equipment  is  frequently  lost  unless  it  fits  prop- 
erly. 

Poor  Playing  Surface.  Some  of  the  fields  on 
which  high  school  football  is  played  in  this  state 
are  appalling.  This  is  especially  true  during  the 
latter  half  of  the  football  season  when  most  of 
the  turf  has  been  worn  away.  Holes,  ruts,  ridges 
and  other  surface  irregularities  are  obvious 
hazards.  A number  of  fields  are  poorly  crowned 
resulting  in  poor  drainage. 

Shoe  Selection.  Dr.  Joseph  Torg  of  Temple 
University  has  done  a most  excellent  study  of 
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the  relative  safety  of  multiple  shoe-surface  com- 
binations. His  studies  reveal  that  the  shoe  most 
commonly  used  by  our  state  high  school  foot- 
ball players  on  grass  is  the  least  safe  as  regards 
knee  injuries.  The  shoe  which  his  studies  found 
to  be  most  safe  is  not  used. 

Poor  Conditioning.  This  is  felt  to  be  a signifi- 
cant factor  contributing  to  certain  injuries  pri- 
marily during  the  early  part  of  the  season.  Also, 
players  who  begin  heavy  practice  sessions  on 
hot  summer  days,  when  the  season  begins,  are 
much  more  prone  to  heat  illness  unless  they  are 
pre-conditioned. 

Inadequate  Rehabilitation.  A large  number  of 
injuries  are  actually  reinjuries,  that  is,  super- 
imposed on  a previously  injured  extremity.  This 
is  extremely  common  as  regards  the  knee.  Fol- 
lowing an  initial  episode  of  trauma,  the  extremity 
was  not  maximally  rehabilitated  prior  to  resum- 
ing competition.  This  often  exposes  an  unstable 
joint  controlled  by  atrophic  muscles  to  stress 
which  unquestionably  invites  reinjury  and  often 
results  in  compounding  the  original  injury. 

Absence  of  Medical  Care.  All  players  prior  to 
competing  in  high  school  football  must  have 
a pre-season  physical  examination.  A number 
of  high  school  teams  have  no  organized  medical 
care  beyond  this  stage.  It  is  common  to  obtain 
a history  from  a high  school  athlete  that  he  was 
injured  in  a game,  came  out  of  the  game  for 
several  plays,  was  not  evaluated  medically,  and 
returned  to  competition  only  to  be  reinjured.  It 
is  also  common  for  a player  to  have  been  injured 
severely  enough  to  be  unable  to  continue  play- 
ing, experience  significant  disability  for  several 
weeks  during  which  his  symptoms  slowly  sub- 
side, return  to  athletic  activity  and  competition 
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only  to  be  reinjured,  never  having  been  medi- 
cally evaluated  during  this  time.  The  great  ma- 
jority of  injured  high  school  football  players 
are  referred  to  our  office  by  their  coaches,  not 
by  physicians. 

Methods  of  Improvement 

Adequate  Equipment.  This  is  an  absolute 
necessity  for  obvious  reasons.  Each  individual 
player  must  have  a good  helmet  with  face  guard, 
mouth-piece,  shoulder  pads,  hip  pads,  thigh 
pads  and  shoes.  Previously  damaged  equipment 
should  either  be  adequately  repaired  or  dis- 
carded. Worn  out  equipment  must  be  discarded 
and  replaced. 

Properly  Fitted  Equipment.  It  is  most  impor- 
tant that  all  gear  fit  properly  with  emphasis  on 
the  helmet,  shoulder  pads  and  shoes.  Equipment 
fitting  should  be  supervised  carefully  by  some- 
one trained  in  the  nuances  of  equipment  fitting. 

Better  Playing  Surface.  The  time  of  year  for 
assuring  a good  football  playing  field  is  in  the 
spring.  The  surface  should  be  made  as  uniform 
and  even  as  possible  with  proper  crowning  to 
provide  good  drainage.  Reseeding  and  resodding 
of  the  surface  should  be  carried  out  where 
necessary. 

Every  effort  must  be  made  to  restrict  use  of 
the  playing  field.  Ideally,  the  field  should  be 
used  only  for  occasional  scrimmages,  a light 
work  out  the  day  before  a game,  and  for  sched- 
uled games.  Such  activities  as  daily  practice 
sessions,  physical  education  classes  and  band 
practice  should  be  carried  out  on  another  area. 

Use  of  the  Safest  Shoe.  According  to  the  study 
carried  out  by  Doctor  Torg,  the  molded  sole 
soccer-type  shoe  with  15  cleats,  % inches  long 
with  1/2  hich  tip  diameter,  is  the  safest  on  any 
surface  under  all  conditions. 

Pre-Season  Conditioning  Program,  This  should 
be  begun  at  least  four  weeks  prior  to  the  begin- 
ning of  practice.  Practice  sessions  should  be  de- 
voted to  teaching  the  skills  of  football  and  for 
the  players  to  learn  to  execute  as  a team.  Prac- 
tice sessions  should  not  be  designed  to  “get 
players  into  shape”;  keep  them  in  shape,  yes,  but 
not  “get  them  in  shape.”  Players  are  less  likely 
to  get  hurt  while  in  the  best  physical  condition 
and  also  are  less  likely  to  get  hurt  if  they  know 
what  they  are  doing. 

Players  should  spend  at  least  one  hour  a day 
in  a pre-season  conditioning  program.  This  can 
be  divided  into  20  minutes  of  proper  weight 
lifting,  20  minutes  in  doing  agility  drills,  and  20 
minutes  running  wind  sprints. 

Maximum  Rehabilitation  Before  Resuming 


Activity.  This  is  mandatory  before  exposing 
a previously  injured  extremity  to  stress.  A joint 
must  have  a pain  free  functional  range  of  mo- 
tion, no  effusion  and  good  stability.  All  involved 
muscle  groups  must  rate  excellent  before  com- 
petition is  resumed.  Schools  need  to  provide  only 
whirlpool  and  progressive  resistance  weight 
facilities.  More  sophisticated  physical  therapy 
modalities  are  unnecessary. 

Medical  Care.  No  high  school  in  the  State  of 
West  Virginia  should  be  allowed  to  participate 
in  a competitive  athletic  program  without  the 
services  of  a team  physician.  The  physician 
should  take  all  necessary  steps  to  insure  maxi- 
mum player  safety,  including  the  following: 

1.  Each  athlete  upon  entering  high  school 
should  undergo  and  pass  a thorough  physical 
examination  to  include  a CBC,  urinalysis,  chest 
x-ray,  and  a sickle  cell  test  for  blacks  before 
being  allowed  to  participate  athletically. 

2.  Maximal  rehabilitation  of  all  post-injury 
and  postoperative  athletes  must  be  carried  out 
prior  to  resuming  athletic  activity. 

3.  Significantly  injured  players  must  be 
evaluated  medically  and  proper  definitive  treat- 
ment begun  as  soon  as  possible. 

4.  The  physician  himself  or  a qualified  des- 
ignated replacement  should  be  present  for  all 
home  games. 

5.  The  physician  himself  or  a qualified  des- 
ignated replacement  should  be  available  daily 
during  the  season. 

6.  The  physician  should  make  sure  that 
adequate  protective  equipment  is  worn  and  that 
it  fits  properly. 

Discussion 

The  incidence  and  the  severity  of  high  school 
football  injuries  in  the  State  of  West  Virginia  can 
be  reduced  further.  The  solutions  are  certainly 
within  our  reach  and  will  obviously  require 
several  avenues  of  approach. 

Our  high  school  athletic  teams  must  have 
adequate  medical  coverage.  High  school  coaches 
should  not  be  saddled  with  any  medical  respon- 
sibility other  than  prohibiting  a player  just  in- 
jured from  resuming  activity  until  seen  by  a 
physician.  Certainly  coaches  should  not  make 
decisions  as  to  whether  a player  can  continue 
playing  following  injury.  They  should  not  have 
the  responsibility  of  taping,  supervising  equip- 
ment fitting  or  supervising  rehabilitation.  These 
functions  belong  to  the  medical  profession  and 
we  must  assume  them. 

We  are  now  in  an  era  where  consolidation  of 
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high  schools  is  becoming  more  common.  In  addi- 
tion to  having  a team  physician,  these  schools 
should  hire  a Certified  Athletic  Trainer.  The 
trainer  and  physician  together  should  be  respon- 
sible for  implementing  an  adequate  medical  pro- 
gram for  the  athletes. 

The  trainer,  under  the  supervision  of  the  phy- 
sician where  necessary,  would  be  responsible 
for  all  taping,  equipment  fitting,  rehabilitation, 
treatment  of  minor  injuries,  and  for  supervising 
a pre-season  conditioning  program.  He  would 
be  present  at  all  practice  sessions  and  all  games, 
home  and  away. 

The  proper  administrative  authorities  must 
provide  sufficient  funds  to  insure  good  equip- 
ment and  a well-kept  acceptable  playing  surface 
and  practice  area. 

Conclusions 

1.  Both  the  incidence  and  the  severity  of 


high  school  football  injuries  can  be  further  re- 
duced in  the  State  of  West  Virginia. 

2.  By  default,  high  school  coaches  assume 
medical  responsibility  for  their  athletes  which 
should  be  assumed  by  a physician. 

3.  No  high  school  in  the  State  of  West  Vir- 
ginia should  be  allowed  to  participate  in  com- 
petitive football  without  the  services  of  a team 
physician. 

4.  It  is  strongly  recommended  that  Certi- 
fied Athletic  Trainers  be  hired  in  our  state  high 
schools. 

5.  The  molded  sole  soccer  style  football  shoe 
containing  15  cleats,  each  % inches  long  with 
1/2  inch  cleat  tip  diameter  should  be  worn  by 
all  high  school  football  players. 
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Black  Lung  (C.  W.  P.) 


Murray  B.  Hunter,  M.  D.,  Fairmont;  and  Ray  A.  Harron , M.  D.,  Bridgeport 


Murray  B.  Hunter,  M.  D.,  Internist: 

This  61-year-old  male  presented  himself  in 
July  1963  complaining  of  dyspnea  on  mild  ex- 
ertion (walking  on  the  level  ground)  and 
shoulder  pain.  As  part  of  his  work-up,  x-rays 
were  taken  of  the  shoulder  showing  calciferous 
deposits  but  no  arthritis.  Extensive  work-up  over 
the  years  has  never  revealed  any  evidence  of 
rheumatoid  arthritis  or  tuberculosis.  A chest 
film  was  also  taken  at  this  time. 

Ray  A.  Harron,  M.  D.,  Radiologist: 

PA  chest  film  (Figure  1)  shows  a noncalcified 
density  approximately  3 cm.  in  diameter  in  the 
right  upper  lobe  and  a similar  lesion  1 cm.  in 
diameter  in  the  left  upper  lobe.  There  are  nu- 
merous smaller  densities  throughout  both  lung 
fields.  It  is  felt  that  this  represents  simple  and 
complicated  pneumoconiosis  and  the  film  is  clas- 
sified 3/3qA. 


Figure  1 


Doctor  Hunter: 

Occupational  history  revealed  that  the  patient 
was  a coal  miner  since  1926  working  mostly  at 
the  face  and  mostly  on  cutting  and  mining 
machines.  He  smoked  less  than  one-half  pack  of 
cigarettes  per  day  but  recently  had  stopped  be- 
cause of  the  dyspnea.  He  was  advised  to  stop 
mining,  which  he  did,  and  he  subsequently  re- 
ceived a silicosis  award  from  the  state,  and  years 
later  a black  lung  award  from  the  federal  gov- 
ernment. 

The  patient’s  complaints  did  not  vary  much 
over  the  years;  he  was  followed  at  6 to  12  month 
intervals  and  x-ray  films  were  usually  taken  on 
these  visits. 

Doctor  Harron: 

Representative  films  are  reproduced  here.  In 
the  January  1965  film  (Figure  2)  the  large  con- 
glomerate nodule  in  the  right  upper  lobe  and  the 
smaller  one  in  the  left  upper  lobe  have  in- 


Figure  2 
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Figure  3 


creased  in  size  and  the  film  could  now  be  clas- 
sified 3/3qB.  By  June  1968  (Figure  3)  there 
are  multiple  large  nodules,  the  largest  one  in 
the  right  upper  lobe  is  moving  into  the  hilar 
area.  The  film  could  now  be  classified  3/3qC. 
This  is  truly  progressive  massive  fibrosis. 

Doctor  Hunter: 

In  1969  the  patient  coughed  up  about  a pint 
of  black-ink-like  sputum. 

Doctor  Harron: 

The  chest  x-ray  (Figure  4)  now  demonstrates 
cavitation  in  the  conglomerate  nodules  in  the 
right  mid-lung  and  in  the  left  upper  lobe.  These 
are  felt  to  be  cavitating  areas  of  fibrosis  not 


C£> 


Figure  4 

tuberculosis,  abscess  or  tumor.  In  fact,  five  years 
later  the  film  has  not  changed  much. 

Doctor  Hunter: 

This  case  represents  an  11-year  follow  up  of 
coal  workers  pneumoconiosis.  Despite  the  fact 
that  the  patient  was  totally  removed  from  his 
coal  dust  environment,  despite  the  fact  that  he 
stopped  smoking,  despite  the  fact  that  repeated 
workups  for  tuberculosis  or  rheumatoid  arthritis 
were  negative,  the  pneumoconiosis  progressed 
from  a complicated  A,  through  B,  C and  on 
to  cavitation.  It  further  demonstrates  the  only 
pathognomonic  symptom  of  Coal  Workers 
Pneumoconiosis  ( C.W.P. ) -ink-black  sputum. 
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FLINT  LABORATORIES 

DIVISION  OF  TRAyENOL  LABOR  ATORI  E^l'l  NC 

Deerfield.  Illinoisp500l5 


Supplied:  Tablets: 
0.15  mg..  02  mg., 
color-coded  in  bottles 


0.1  mg., 
and 


Injection:  500 
and  10  mg  of 
vial,  with  5 ml.  vial  of 
U.S.P.as  a diluent. 


Who  suffers  more 

when  mother's  child  suffers  from  colic,  diarrhea  or  similar  malady? 


I-Soyalac  and  regular  Soyalac  is  palatable, 
readily  digestible  and  assimilated.  It  simulates 
human  milk  in  appearance,  taste  and  texture. 

It  is  complete  with  vitamins  and  minerals.  It 
is  suitable  for  infants  and  children 
who  are  sensitive  to  or  cannot 
tolerate  cow’s  milk. 

For  nearly  a quarter  of  a 
century,  Soyalac  has  proven 
its  value— in  promoting  growth 
and  development— as  proven  by 
extensive  clinical  data. 

Available  in  four  forms:  • I-Soyalac  Concen- 
trated • Soyalac  Concentrated  • Soyalac  Ready- 
to-Serve  • Soyalac  Powder. 


send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 
Name 


Address 


State. 


Soyalac  and  new 
I Soyalac  can  be  an 
effective  answer. 


I-Soyalac  from  isolated 
protein  without  corn. 


Or  a simple  note  on  your  prescription  form  will  do. 
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In  congestive  heart  failure... 

secondary  aldosteronisa 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure  * 


ns  a primary  factor 


To  "switch  off"  the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone 

.spironolactone  25-mg.  tablets 

the  only  specific 
aldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

Three  ways  to  use  Aldactone  in 
congestive  heart  failure 

1.  As  the  only  diuretic 

Often  sufficient  alone. 

Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule. 

Avoids  potassium  loss. 

2.  As  the  basic  daily  diuretic  with  an  ''add-on'' 
alternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

Aldactone  plus  "A.D.D."  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  "add-on"  diuretic.2 

Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

3.  As  a daily  diuretic  in  combination  with 
a daily  dose  of  a thiazide 

Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


indications  -Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema  Some 
patients  with  malignant  effusions  may  benefit  from  Aldoctone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic. 

Contraindications — Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia 

Warnings  -Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given.  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  tnat  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists  Mild  acidosis  may  occur  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration  -For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adjust  subsequent  dosage  according 
to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg.  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response,  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred.  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize’1  the  gastrointestinal  tract 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg  of  Aldactone  per  pound 
of  body  weight. 

References:  I.  Coodley,  E,  Consultant  12:106-107,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W.,  and  Lauler,  D.  P.;  Am.  J.  Med.  53:673-684  (Nov.)  1972. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department 

Box  5110,  Chicago,  Illinois  60680 


SEARLE 


Bums 


HERE 


When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in6months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely 
but  it  still 


COMPOUND 


c CODEINE 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  \ 
#4,  codeine  phosphate*  (64.8  mg.)  gr. 


WHEELING  CLINIC 

1924  Golden  Jubilee  1974 

Scientific  Seminar 
in 

Medicine  and  Surgery 

October  18th  and  19th,  1974 
at  Beautiful 

Oglebay  Park,  Wheeling,  W.  Va. 


APPROVED  FOR  12  HOURS  CREDIT 
AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 


THE  PROGRAM  will  offer  a wide-ranging  clinical  and  educational  experience  for  the  physi- 
cian. On  FRIDAY  MORNING  there  will  be  a round-table  conference  concerning  psychiatric 
problems  in  the  aging  and  recognition  and  management  of  spasticity.  FRIDAY  AFTERNOON 
such  subjects  as  hypertensive  therapy,  treatment  of  peptic  ulcer,  pacemakers  and  birth  con- 
trol pills  will  be  discussed.  Sectional  conferences  will  open  SATURDAY  MORNING’S  ses- 
sion, with  lectures  on  rectal  cancers  and  major  burn  therapy,  followed  SATURDAY  AFTER- 
NOON by  a round-table  conference  with  reference  to  antibiotics  in  the  critically  ill  patient 
and  venereal  disease. 


THE  FACULTY  WILL  INCLUDE: 


Richard  Herman,  M.  D.,  Temple  University 
Michael  F.  Michelis,  M.  D.,  University  of  Pittsburgh 
Robert  W.  Kellermeyer,  M.  D.  University  Hospitals 
of  Cleveland 

Charles  E.  Andrews,  M.  D.  West  Virginia  University 
Medical  Center 


William  J.  Holloway,  M.  D.,  Wilmington  Medical 
Center,  Wilmington,  Delaware 
Hans  A.  Neumann,  M.  D.  New  Haven,  Connecticut 
Rupert  B.  Turnbull,  M.  D.  Cleveland  Clinic 
Harvey  Slater,  M.  D.,  West  Penn  Burn  Center, 
Pittsburgh,  Penna. 


THE  REGISTRATION  FEE  of  $25.00  for  the  entire  con 
admission  to  luncheon  on  Friday  and  Saturday  and 
and  their  wives  on  Friday  and  Saturday. 

LADIES  PROGRAM: 

The  Auxiliary  of  the  Wheeling  Clinic  has  ar- 
ranged for  tours  (of  the  historic  Oglebay  Mansion 
House,  Museum  and  Art  Gallery;  and,  of  a Hand- 
craft Glass  Plant)  for  those  who  are  interested. 
Also,  golf  or  tennis,  plus  plenty  of  “free”  time. 

Mail  to:  Golden  Jubilee  Committee, 

Please  register  me  for  the  Golden  Jubilee  Seminar  of 
tration  fee  of  $25.00  is  enclosed.  I understand  the 


snee  will  be  charged  all  registrants  and  will  include 
ing  entertainment  and  dinner  for  the  registrants 


OVERNIGHT  ACCOMMODATIONS 

Registrants  are  responsible  for  their  own  lodg- 
ing at  their  choice  of  hotel  or  motels.  A block 
of  rooms  is  available  (on  a first-come  first-served 
basis)  at  Wilson  Lodge  in  Oglebay  Park  and  you 
may  contact  Mr.  Russ  Bond  at  242-3000. 

Wheeling  Clinic,  Wheeling,  W.  Va.  26003 

the  Wheeling  Clinic,  October  18th  and  19th.  My  regis- 
registration  is  limited  to  One  Hundred  Physicians. 


Name: 

(Please  Print) 


Specialty: 


Address: 


City: 


State:. 


My  wife  will  attend  Phone: Zip  Code:. 

won’t 


meMacje 


/ 


row  . . 


THE  ART  OF  ADVOCACY 


tt  is  my  strong  personal  feeling  that  we  as  an  Association  should 
either  endorse  or  condemn  projects  or  plans  for  the  delivery  of 
health  care.  On  important  public  issues  we  should  have  a position 
that  we  can  promote  or  defend.  Our  position  should  be  based  upon 
how  we  have  founded  our  professional  lives— our  patients’  welfare. 

On  highly  inflammatory  issues,  study,  objective  viewing  of  the  total 
picture,  and  debate  followed  by  a vote  should  determine  our  position. 
As  an  Association  we  could  then  crusade  for  our  cause. 

In  many  instances  we  have  failed  to  address  important  issues.  How- 
ever, many  of  our  members  in  their  personal  and  professional  lives 
have  practiced  the  art  of  advocacy  and  I think  to  their  patients’  ad- 
vantage. 

The  following  doesn’t  pretend  to  be  the  complete  list  but  merely  a 
few  outstanding  examples: 

Dr.  Albert  C.  Esposito,  whose  zeal  in  promoting  a medical  school 
at  Marshall,  must  be  admired.  He  also  led  his  party’s  ticket  for  the 
House  of  Delegates  in  the  recent  primary  in  Cabell  County.  Dr  John 
T.  Chambers,  who  more  than  anyone  else,  is  responsible  for  the  crea- 
tion of  CAMC  and  the  WVU  Medical  School  affiliation  in  Charleston. 
Dr.  David  E.  Wallace  of  Madison,  who  at  great  personal  sacrifice, 
served  almost  four  years  in  the  State  Senate;  and  Drs.  Milton  J.  Lilly 
and  Roy  A.  Edwards,  who  each  served  two  years  in  the  House  of  Dele- 
gates. Dr.  Harry  S.  Weeks,  Jr.,  who  helped  to  almost  unseat  the  AM  A 
hierarchy  at  the  recent  meeting  in  Chicago;  Dr.  Carl  Hoffman,  who 
refused  to  yield  to  the  AMA  brass  while  serving  as  President  and  Past 
President  of  the  AMA;  Dr.  Carl  B.  Hall,  who  is  running  for  the  presi- 
dency of  the  AAFP;  and  yes,  the  late  Dr.  I.  E.  Buff  who.  more  than 
anyone,  is  responsible  for  our  State  and  national  black  lung  laws;  and 
Dr.  Hawey  A.  Wells,  Jr.,  who  is  running  for  the  House  of  Delegates 
and  who  earlier  waged  a spirited  campaign  for  Congress. 

I don’t  necessarily  agree  with  the  positions  of  these  men  but  at  least 
they  have  a position— you  know  where  they  stand. 

It  really  is  possible  to  disagree  without  being  disagreeable.  We  as 
an  Association  should  take  note. 

See  you  at  The  Greenbrier! 


A.  Thomas  McCoy,  M.  D.,  President 
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In  just  a couple  of  weeks  Dr.  A.  Thomas 
McCoy  will  use  the  gavel  to  officially  call  to 
order  the  107th  Annual  Meeting  of  the  West 
Virginia  State  Medical  Associa- 
THE  107th  tion  at  The  Greenbrier  in  White 
Sulphur  Springs.  It  hardly  seems 
possible  the  months  have  passed  so  quickly 
since  everybody  said  so-long— see  you  next 
year— at  the  conclusion  of  the  106th. 

We  believe  the  answer  lies  in  the  fact  that 
many  members  of  the  Association  have  gone 
through  a busy  and  oftentimes  hectic  year 
filled  with  numerous  meetings  in  an  attempt 
to  cope  with  the  many  perplexing  problems 
thrust  upon  us  by  the  Federal  Government  as 
well  as  various  third-party  agencies.  A feather 
should  be  placed  in  the  cap  of  every  member 
who  voluntarily  has  devoted  countless  hours 
in  helping  to  preserve  the  freedom  of  physicians 
to  practice  medicine  in  the  best  interest  of  their 
patients. 

Although  we  realize  the  business  agenda  at 
The  Greenbrier  probably  will  be  heavier  than 
usual  this  year,  let’s  turn  our  attention  to  the 
wonderful  hours  of  rest  and  relaxation  which 
have  been  set  aside  for  us  during  the  conven- 
tion. 

Prior  to  taking  office  last  August,  Doctor 
McCoy  selected  Dr.  f.  Hugh  Wiley  to  serve  as 
Chairman  of  the  Program  Committee  for  this 
year’s  meeting.  From  the  outset,  Doctor  Wiley 
and  the  other  members  of  the  Committee  de- 


cided that  the  format  of  the  meeting  should 
be  changed  to  enable  physicians,  their  fam- 
ilies and  guests  to  avail  themselves  of  the  fin- 
est in  postgraduate  medical  education— as  well 
as  ample  time  to  take  advantage  of  the  many 
recreational  facilities  at  The  Greenbrier. 


A.  Thomas  McCoy,  M.  D.,  President 
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A glance  at  the  program  published  elsewhere 
in  this  issue  of  The  Journal  indicates  that  physi- 
cians will  have  an  opportunity  to  rise  early, 
attend  the  breakfast  section  meetings  of  their 
choice  and  the  general  scientific  sessions  which 
w ill  come  to  an  end  at  noon  each  day.  With 
few  exceptions,  the  afternoon  and  evening  hours 
have  been  left  open.  This  procedure  is  innova- 
tive but  we  have  an  idea  it  will  be  most  ac- 
ceptable and  perhaps  set  a precedent  for  future 
meetings. 

The  Program  Committee  has  succeeded  in 
lining  up  some  of  the  most  prominent  physi- 
cians and  surgeons  in  the  country  as  speakers 
to  pass  along  up-to-date  information  to  help 
the  physician  in  his  daily  practice.  The  dif- 
ference? Instead  of  sitting  in  a meeting  room 
during  the  afternoon  hours  there  is  a good 
chance  they  will  have  an  opportunity  to  chat 
with  these  same  speakers  while  looking  for  a 
lost  golf  ball  on  the  golf  course. 

It  will  be  a pleasure  to  have  with  us  two 
distinguished  honor  guests  who  will  speak  at 
sessions  open  to  physicians,  members  of  the 
Auxiliary  and  other  guests. 

Dr.  Malcolm  C.  Todd  of  Long  Beach,  Cali- 
fornia, President  of  the  American  Medical  As- 
sociation, will  speak  at  the  first  session  of  the 
House  of  Delegates  on  Wednesday  afternoon, 
August  21.  Doctor  Todd  has  been  involved  in 
the  affairs  of  organized  medicine  for  many 
years  and  has  served  as  chairman  of  several 
key  AMA  committees  prior  to  being  elevated 
to  the  presidency.  We  are  confident  he  will 
not  allow  anything  to  stand  in  his  way  to  make 
sure  the  rights  of  practicing  physicians  are  pro- 
tected during  his  term  of  office. 

Also,  we  look  forward  to  the  appearance  of 
the  Hon.  llobert  C.  Byrd,  United  States  Sena- 
tor from  West  Virginia  and  Majority  Whip  of 
that  august  body.  The  Program  Committee 
couldn’t  have  selected  a more  respected  gen- 
tleman to  deliver  the  “Thomas  L.  Harris  Ad- 
dress’’ at  the  opening  scientific  session  on 
Thursday  morning,  August  22.  We  feel  sure 
the  late  Doctor  Harris  would  have  been  de- 
lighted with  the  decision  to  invite  Senator 
Byrd. 

His  record  in  behalf  of  the  citizens  of  West 
Virginia  and  the  country  is  well  known  and  re- 
sults of  his  last  victory  in  the  1970  senatorial 
election— 78  per  cent  of  the  vote  cast— tells 
the  story  of  his  popularity.  He  is  truly  a states- 
man carrying  a heavy  burden  for  the  entire 
country— but,  never  one  to  delay  responding  to 


a phone  call  or  letter  from  a constituent  in  his 
home  State  of  West  Virginia. 

We  would  be  remiss  not  to  mention  the  hard 
work  put  forth  by  Doctor  McCoy  during  his 
term  of  office.  He  has  attempted  to  make  good 
a pledge  to  “unite”  the  Federation  of  organized 
medicine  in  West  Virginia  as  this  was  his  main 
theme  when  he  took  office.  A difficult  task,  to 
be  sure. 

Although  he  is  reluctant  to  take  credit  for 
any  exceptional  accomplishments  we  believe  he 
has  succeeded  in  many  respects.  He  has  his 
own  ideas— but  don’t  we  all!  He  carried  his  mes- 
sage to  official  meetings  of  almost  every  com- 
ponent society  and  has  never  minced  words 
about  what  he  believes  is  best  for  his  colleagues 
and  their  patients.  We’re  fortunate  he  will  suc- 
ceed to  the  position  of  Chairman  of  the  Council 
during  the  coming  year. 

Dr.  William  E.  Gilmore  of  Parkersburg  will 
be  installed  as  President  of  the  Association  at 
the  final  session  of  the  House  of  Delegates  on 
Saturday  afternoon,  August  24.  Like  his  prede- 
cessors, Doctor  Gilmore  has  a background  of 
many  years  of  hard  work  for  the  profession  in 
West  Virginia.  His  past  service  on  the  Council 
as  well  as  a member  and  chairman  of  several 
important  committees  makes  him  highly  quali- 
fied in  what  undoubtedly  will  be  a crucial  year 
to  the  practicing  physicians  of  West  Virginia. 

We  should  all  give  a vote  of  thanks  to  the 
retiring  Chairman  of  the  Council,  Dr.  Worthy 
W.  McKinney.  He  has  managed  in  his  quiet 
and  persuasive  manner  to  keep  matters  of  deep 
concern  in  line  with  the  best  interests  of  the 
profession. 

Let’s  not  forget  the  important  work  of  the 
members  of  the  Woman’s  Auxiliary  and  their 
constant  effort  to  assist  their  physician  hus- 
bands—not  to  mention  their  participation  in 
various  projects  to  help  citizens  in  communities 
throughout  the  State.  Auxiliary  members  sel- 
dom receive  credit  they  deserve  for  the  many 
responsibilities  they  have  assumed  in  past  years. 

Mrs.  J.  Dennis  Kugel,  the  President,  and  her 
most  efficient  Board  of  Directors  have  worked 
diligently  during  the  past  year  to  stress  the  im- 
portance of  involving  additional  wives  of  physi- 
cians in  various  activities  of  the  Auxiliary. 

Mrs.  Kugel,  as  well  as  the  other  past  presi- 
dents who  preceded  her  in  office,  certainly  de- 
serve much  credit  for  their  tremendous  work 
since  the  Auxiliary  was  organized  50  years  ago. 
As  usual,  the  Auxiliary  will  be  in  charge  of  the 
entertainment  program  at  The  Greenbrier  and 
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the  50th  Anniversary  Ball  in  the  beautiful  new 
Colonial  Hall  is  a function  which  everybody 
should  plan  to  attend. 

For  the  first  time  since  the  Convention  Unit 
was  completed  in  1955  there  will  be  no  com- 
mercial exhibits  on  display.  It  was  with  much 
reluctance  that  the  Council  decided  to  discon- 
tinue the  sale  of  exhibit  space  but  finally  found 
it  necessary  to  do  so  due  to  the  fact  that  the 
cost  of  labor,  materials  and  other  related  ex- 
penses skyrocketed  to  the  point  where  the  As- 
sociation lost  money  in  keeping  the  Exhibit 
Center  open. 

We  are  happy  and  proud  to  report,  however, 
that  many  of  our  loyal  exhibitors  have  con- 
tributed grants  to  the  Association  to  help  sup- 
port the  scientific  program  this  year.  Repre- 
sentatives of  these  firms  have  been  invited  to 
attend  and  they  have  been  extended  a cordial 
invitation  to  visit  with  old  friends  and  attend 
the  social  functions. 

There  will  be  a number  of  scientific  exhibits 
prepared  by  State  and  volunteer  agencies  and 
they  will  be  housed  in  a section  of  the  new 
Colonial  Hall  which  is  adjacent  to  Chesapeake 
Hall  where  all  general  business  and  scientific 
sessions  have  been  scheduled. 

From  all  indications,  it  seems  certain  that  this 
year’s  annual  meeting  will  go  down  as  one  of 
the  best  in  the  long  history  of  the  Association 
and  we  hope  you  plan  to  attend. 

We’ll  see  you  at  The  Greenbrier! 


It  is  believed  by  many  that  physicians  have 
a high  suicide  rate.  Figures  have  been  pub- 
lished which  indicate  that  physician  suicide 

rates  were  three  times 
SUICIDE  RATE  that  of  white  - collar 

AMONG  PHYSICIANS  workers;  however, 

more  moderate  fig- 
ures have  also  appeared.  One  study  indicated 
that  the  suicide  rate  was  only  1.5  times  as 
great.  Some  of  these  studies  have  been  ques- 
tioned; for  example,  it  has  been  pointed  out 
that  the  suicide  of  a physician  often  receives 
much  more  publicity  than  that  of  the  average 
layman. 

Recently  an  excellent  article  by  Steppacher 
and  Mausner1  appeared  which  concerned  sui- 
cide rates  in  male  and  female  physicians.  The 
data  were  obtained  through  the  obituary  list- 
ings in  the  Journal  of  the  American  Medical 
Association.  The  period  studied  was  from  March 
1965  to  August  1970,  a span  of  five  and  one- 


half  years.  During  this  interval  530  deaths  by 
suicide  were  identified,  489  men  and  41  women. 
When  these  data  were  carefully  analyzed,  the 
suicide  rate  in  male  physicians  was  found  to 
be  approximately  1.15  that  of  the  overall 
population,  whereas  the  rate  for  female  physi- 
cians was  fully  three  times  of  that  expected 
on  the  basis  of  population  values. 

Several  interesting  factors  were  brought  out 
in  the  study  of  Steppacher  and  Mausner.  One 
concerned  the  most  frequent  age  at  which  male 
and  female  physicians  committed  suicide.  Fig- 
ures distinctly  showed  that  there  was  an  excess 
of  suicides  among  male  physicians  in  the  middle 
years  of  life,  that  is,  between  the  ages  of  45 
and  64.  Elderly  male  physicians  had  a rela- 
tively low  suicide  rate.  The  authors  suggest 
possible  reasons  for  the  excess  of  suicides 
among  middle-aged  physicians,  such  as  mental 
depression  induced  by  a sense  of  failure  to 
achieve  early  goals,  of  unused  opportunities, 
and  constricting  potential  for  the  future.  It 
seems  that  another  factor  might  be  suggested, 
namely  that  some  of  them  knew  they  were 
suffering  from  an  incurable  illness  and  did  not 
wish  to  face  months  of  suffering  and  invalid- 
ism. Be  all  that  as  it  may,  it  is  indeed  unfor- 
tunate that  so  many  relatively  young  physicians 
commit  suicide,  some  of  them  at  the  height  of 
their  powers  and  capable  of  rendering  valuable 
services  to  their  community. 

The  data  also  clearly  indicated  that  female 
physicians  committed  suicide  relatively  early 
in  life,  that  is,  before  the  age  of  44  years.  This 
is  a great  pity  for  there  are  many  opportunities 
in  various  fields  of  medicine  for  women.  It  is 
indeed  unfortunate  that  these  women  who  had 
gained  a splendid  education  and  who  were  well 
equipped  to  render  a high  grade  professional 
service,  ended  their  career  at  such  an  early 
period  of  life.  This  entire  matter  should  be 
studied  carefully  and  every  effort  made  to 
prevent  these  outstanding  women  from  taking 
their  own  lives. 

The  prevention  of  suicide,  even  in  those 
cities  which  have  suicide-prevention  centers, 
has  not  been  as  helpful  as  one  would  desir,e. 
Much  more  work  remains  to  be  done.  Suicide 
continues  to  rank  as  a very  important  cause  of 
death.  The  prevention  of  suicide  is  not  alone 
the  responsibility  of  the  psychiatrist,  but  rather 
the  responsibility  of  every  physician.  It  is  the 
task  of  all  physicians  to  attempt  to  prevent 
self-destruction. 


1.  Steppacher,  R.C.  and  Mausner,  J.S.  JAMA.  228: 
323,  1974. 
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GENERAL  NEWS 


Senator  Byrd  And  Dr.  Malcolm  Todd 
Headliners  For  Annual  Meeting 

Sen.  Robert  C.  Byrd  of  West  Virginia  and  Dr. 
Malcolm  C.  Todd  of  Long  Beach,  California  will  be 
featured  speakers  during  the  107th  Annual  Meeting 
of  the  West  Virginia  State  Medical  Association  this 
month. 

Doctor  Todd  was  installed  as  the  American  Med- 
ical Association’s  129di  President  in  June.  He  will  ad- 
dress the  first  session  of  the  Association’s  House  of 
Delegates  at  2:30  P.  M.  on  Wednesday,  August  21- 
opening  day  for  the  Annual  Meeting  at  The  Green- 
brier in  White  Sulphur  Springs. 

Senator  Byrd  will  deliver  the  second  annual  “Thomas 
L.  Harris  Address”  as  the  keynote  speaker  for  9 A.  M. 
opening  exercises  on  Thursday  preceding  the  first  gen- 
eral scientific  session.  This  session  and  all  other  scienti- 
fic sessions  will  be  held  in  Chesapeake  Hall  this  year 
instead  of  Governor’s  Hall  as  in  former  years. 

The  Annual  Meeting  will  continue  through  Sat- 
urday afternoon,  August  24,  when  Dr.  William  E.  Gil- 
more, Parkersburg  surgeon,  will  be  installed  as  As- 
sociation President  during  the  second  and  final  ses- 
sion of  the  House  of  Delegates.  Doctor  Gilmore  will 
succeed  Dr.  A.  Thomas  McCoy  of  Charleston  as 
President. 

Doctor  Todd,  a general  surgeon,  is  a native  of 
Carlyle,  Illinois.  He  received  degrees  from  the  Uni- 
versity of  Illinois  and  Northwestern  University  before 
receiving  his  M.  D.  degree  in  1938  from  Northwestern. 
He  is  considered  one  of  the  nation’s  foremost  au- 
thorities on  health  manpower  needs  and  has  served 
twice  as  Chairman  of  the  AMA’s  Council  on  Health 
Manpower. 

A Diplomate  of  the  American  Board  of  Surgery,  Doc- 
tor Todd  also  is  a Fellow  of  the  American  College  of 
Surgeons,  the  International  College  of  Surgeons,  the 
American  College  of  Gastroenterology  and  the  Royal 
Society  of  Medicine. 

From  1959  until  being  named  President  Elect  of 
the  AMA,  he  was  a member  of  the  California  delega- 
tion to  the  AMA  House  of  Delegates.  He  was  Presi- 
dent of  the  California  Association  in  1968-69. 

Senator  Byrd,  a native  of  Sophia,  in  Raleigh  County, 
was  elected  Majority  Whip  of  the  United  States  Sen- 
ate in  1971  and  was  unanimously  reelected  in  1973. 
He  served  two  terms  as  a member  of  the  West  Vir- 
ginia House  of  Delegates  and  one  term  as  a member 
of  the  State  Senate.  In  1952,  he  was  elected  to  the 


first  of  three  terms  as  a member  of  the  U.  S.  House 
of  Representatives  and  has  served  as  one  of  two  West 
Virginia  members  of  the  United  States  Senate  since 
1958. 

He  was  elected  Secretary  of  the  Senate  Democratic 
Conference  in  1967  and  also  serves  as  a member  of  the 
Appropriations  Committee,  Judiciary  Committee  and 
the  Committee  on  Rides  and  Administration. 

Senator  Byrd  was  graduated  cum  laude  with  a 
J.  D.  degree  from  the  American  University.  He  has 
held  more  legislative  elective  offices  than  any  other 
individual  in  West  Virginia  history. 

Presidential  Address 

Doctor  McCoy,  who  is  a urologist  in  Charleston, 
will  deliver  his  address  as  the  retiring  Association 
President  prior  to  the  installation  of  Doctor  Gilmore 
at  the  final  House  session  on  Saturday  afternoon. 


Pre-Convention  Meetings 


Malcolm  C.  Todd,  M.  D. 
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Convention  Timetable 

The  first  general  scientific  session  will  be- 
gin at  9 A.M.  on  Thursday,  August  22.  The 
Friday  session  will  begin  at  9:30  A.M.,  and 
the  session  on  Saturday,  also  at  9:30  A.M. 

The  first  session  of  the  House  of  Delegates 
will  be  on  Wednesday  afternoon,  August  21, 
beginning  at  2:30  o’clock.  The  second  session 
will  be  on  Saturday  afternoon  beginning  at 
2:30  o’clock. 


Its  Chairman,  Dr.  Worthy  W.  McKinney  of  Beckley, 
will  preside.  The  first  House  session  will  follow  in 
Chesapeake  Hall  at  2:30  P.  M.  Doctor  McCoy  will 
be  presiding  officer. 

From  6:30  to  7:30  P.  M.  on  Wednesday,  a Presi- 
dent’s Reception  for  Honor  Guests  will  be  held  on 
the  Chesapeake  Hall  Terrace. 

General  Scientific  Sessions 

As  noted,  all  three  of  this  year’s  general  scien- 
tific sessions  will  be  held  in  Chesapeake  Hall,  with  the 
first  at  9:45  A.  M.  on  Thursday,  August  22.  The  other 
two  sessions  will  be  at  9:30  A.  M.  on  Friday  and 
Saturday. 

An  innovation  at  this  year’s  convention  will  be 
breakfast  meetings  of  sections  and  affiliated  societies 
of  the  Association.  Many  of  the  guest  speakers  have 
accepted  invitations  to  present  talks  at  the  breakfast 
meetings,  which  were  scheduled  to  enable  physicians 
and  members  of  their  families  to  enjoy  the  recreational 
facilities  of  The  Greenbrier  during  the  afternoon  hours. 

Another  change  this  year  will  be  the  location  of 
the  scientific  exhibits,  which  will  be  the  new  Colonial 
Hall  which  has  been  built  immediately  adjacent  to 
Chesapeake  Hall. 

Formal  Opening  Exercises 

Doctor  McCoy  will  call  the  Annual  Meeting  to 
order  at  the  9 A.  M.  session  on  Thursday,  with  Dr. 
Joseph  T.  Skaggs  of  Charleston  to  give  the  invocation. 
Doctor  McCoy  will  make  welcoming  remarks  and 
Dr.  J.  Hugh  Wiley  of  Morgantown,  the  1974  Program 
Committee  Chairman,  will  be  introduced.  The  first 
general  scientific  session  will  be  held  following  the 
address  by  Senator  Byrd. 

Dr.  Philip  M.  Sprinkle  of  Morgantown,  a member 
of  the  Program  Committee  and  Chairman  of  the  Di- 


Dinner for  Past  Presidents 

A dinner  honoring  Past  Presidents  of  the 
West  Virginia  State  Medical  Association  and 
their  wives  will  be  held  at  The  Greenbrier  on 
Thursday  evening,  August  22,  during  the 
107th  Annual  Meeting. 

Dr.  Worthy  W.  McKinney  of  Beckley,  Im- 
mediate Past  President,  will  preside,  and  in- 
vitations have  been  extended  to  all  the  As- 
sociation’s living  Past  Presidents  and  their 
wives. 


Sen.  Robert  C.  Byrd 


vision  of  Otolaryngology  at  the  West  Virginia  Univer- 
sity School  of  Medicine,  will  serve  as  Moderator  for 
the  “Symposium  on  Newer  Concepts  in  Infectious  Dis- 
eases.” The  speakers  and  their  subjects  will  include: 

Dr.  Albert  S.  Klainer  and  Robert  W.  Veltri,  Ph.  D., 
members  of  the  WVU  faculty,  “Current  Immunization 
Mechanisms;”  Dr.  Louis  Weinstein,  Chief  of  the  Di- 
vision of  Infectious  Diseases  and  Professor  of  Medicine 
at  Tufts  University  School  of  Medicine  in  Boston,  “Ef- 
fects of  Antibiotics  on  Changing  Spectrum  of  Infec- 
tion;” Dr.  Charles  H.  Kirkpatrick,  from  the  National 
Institute  of  Allergy  and  Infectious  Diseases  in  Be- 
thesda,  Maryland,  “Immunotherapy  of  Chronic  Infec- 
tious Diseases;”  and  Dr.  Virgil  M.  Howie  of  Huntsville, 
Alabama,  a pediatrician,  “Acute  Otitis  Media.” 

Thursday  Afternoon  And  Evening 

The  Association’s  Resolutions  Committee,  with  Dr. 
Richard  E.  Flood  of  Weirton  presiding,  will  meet  at 
2 P.  M.  Thursday  in  the  West  Virginia  Room.  At 
7:30  P.  M.,  there  will  be  a dinner  honoring  Past  Pres- 
idents of  the  Association  in  the  Fillmore- Van  Buren 
Rooms.  Dr.  Worthy  W.  McKinney  of  Beckley  will  pre- 
side. 

Friday  Breakfast  Meetings 
The  Friday  morning  breakfast  meetings  will  begin 
at  8 o’clock.  The  meetings,  speakers  (where  scheduled) 
and  their  topics  are  as  follow: 

West  Virginia  Academy  of  Ophthalmology  and  Oto- 
laryngology, Washington  Room,  Virginia  Wing; 

Section  on  Internal  Medicine,  Dr.  Harold  Selinger 
of  Charleston,  presiding;  Panel  to  include  Drs.  Wein- 
stein, Kirkpatrick  and  Robert  F.  Schilling,  Washburn 
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Professor  of  Medicine,  University  of  Wisconsin  Medical 
School,  Madison;  Lee  Room,  Virginia  Wing; 

Section  on  Neurology,  Neurosurgery  and  Psychia- 
try; Speaker,  Albert  J.  Azzaro,  Ph.  D.,  Assistant  Pro- 
fessor of  Neurology  and  Pharmacology,  WVU,  “Brain 
Catecholamines  and  Affective  Brain  Disorders,”  Pierce 
Room; 

Section  on  Orthopedic  Surgery,  Dr.  Robert  W. 
Lowe  of  Huntington,  presiding;  Speaker,  Dr.  Allen  H. 
Mackenzie,  Staff  Member  of  the  Division  of  Medicine, 
Department  of  Rheumatic  Disease,  Cleveland  Clinic 
Foundation,  “Efficacy  Versus  Safety  of  Potent  Rheu- 
matologic  Drugs,”  Buchanan  Room; 

Sections  on  Urology  and  Surgery,  Drs.  Harold 
N.  Kagan  and  Alvin  L.  Watne,  presiding;  Speaker,  Dr. 
James  F.  Glenn,  Professor  and  Chief  of  the  Division 
of  Urologic  Surgery,  Duke  University  Medical  Center, 
“Stress  Incontinence,”  Jackson  Room; 


House  of  Delegates  To  Meet 
Twice  During  Meeting 

The  first  session  of  the  House  of  Delegates 
during  the  Annual  Meeting  at  The  Green- 
brier will  be  convened  at  2:30  P.M.  on 
Wednesday,  August  21.  The  second  and  final 
session  of  the  House  of  Delegates  will  be  held 
at  2:30  P.M.  on  Saturday,  August  24. 


West  Virginia  Radiological  Society,  Dr.  Joseph  M. 
Aceto  of  Wheeling,  presiding,  business  meeting,  Di- 
rector’s Room. 

Second  General  Session 

Dr.  Winfield  C.  John  of  Huntington  will  be  the 
Moderator  at  the  second  general  scientific  session  be- 
g nning  at  9:30  A.M.  on  Friday,  with  speakers  and  their 
topics  to  include: 

Drs.  Glenn,  “Surgical  Causes  of  Hypertension;” 
Mackenzie,  "Diagnosis  of  Arthritis  and  Rheumatism  in 
Children;”  and  Schilling,  “The  Logical  Approach  to 
Anemia.” 

Schedule  For  Friday  Afternoon 

The  Association’s  Cancer  Committee  will  meet  at 
12:15  P.  M.  Friday  in  the  Main  Dining  Room,  with 
Doctor  Watne  presiding. 

The  West  Virginia  Chapter  of  the  American  Acad- 
emy of  Pediatrics  will  meet  at  2 P.  M.  in  the  Fillmore 
Room.  The  guest  speaker,  Doctor  Howie,  will  discuss 
“Recurrent  Acute  and  Serous  Otitis  Media.”  Dr.  Barbara 
Jones  of  Morgantown  will  preside. 

Scheduled  for  4 o’clock  are  meetings  of  the  West 
Virginia  Chapter  of  the  American  Society  of  Internal 
Medicine,  with  Dr.  Leo  H.  T.  Bernstein  presiding,  in 
the  Jackson  Room,  and  the  West  Virginia  District 
Branch  of  the  American  Psychiatric  Association,  with 
Dr.  Thomas  S.  Knapp  presiding,  in  the  Director’s  Room. 
The  Association’s  Committee  on  Nominations  will 
meet  at  5 P.  M.  in  the  Lee  Room,  Virginia  Wing,  with 
Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  presiding. 

Saturday  Morning  Session 

A discussion  of  the  “Department  of  Family  Prac- 
tice at  the  WVU  School  of  Medicine”  will  begin  the 
third  general  scientific  session  at  9:30  A.  M.  Saturday. 
The  speaker  will  be  Dr.  John  W.  Traubert,  Chairman 
of  the  Department.  Dr.  Ray  M.  Kessel  will  be  Modera- 
tor. 

The  remainder  of  the  morning  program  will  be 
devoted  to  a Symposium  on  “What  Are  the  Barriers 
to  an  Improved  Medical  Practice  in  West  Virginia?” 
The  floor  will  be  open  for  discussion  of  all  questions 
physicians  believe  need  to  be  answered  concerning  such 
subjects  as  PSRO,  malpractice  insurance,  etc.  Doctor 
Wiley  will  be  the  Moderator. 

Second  House  Of  Delegates  Session 

Doctor  McCoy  again  will  be  the  presiding  officer 
at  the  second  and  final  House  of  Delegates  Session 
in  Chesapeake  Hall  at  2:30  P.  M.  on  Saturday. 

Along  with  his  Presidential  Address  and  the  in- 
stallation of  Doctor  Gilmore,  the  agenda  will  include 
election  of  other  Association  officers  and  consideration 
of  several  resolutions  and  other  business  items. 

Medical  School  Alumni  Events 

The  West  Virginia  University  School  of  Medicine’s 
Alumni  Association;  the  University  of  Virginia  Medical 
School  Foundation,  and  the  West  Virginia  Chapter, 
Medical  College  of  Virginia  Alumni  Association,  will 
hold  cocktail  parties  on  Thursday  evening,  August  22. 
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The  1974  Program  Committee 

Dr.  J.  Hugh  Wiley  of  Morgantown  is 
Chairman  of  the  Program  Committee  for  the 
107th  Annual  Meeting  of  the  West  Virginia 
State  Medical  Association.  Other  members  of 
the  Committee  are  Drs.  John  T.  Chambers  of 
Charleston,  William  E.  Gilmore  of  Parkers- 
burg, Winfield  C.  John  of  Huntington,  Ray  M. 
Kessel  of  Logan  and  Philip  M.  Sprinkle  of 
Morgantown. 


Doctor  Clark  K.  Sleeth  will  be  in  charge  of  the 
WVU  festivities  in  the  West  Virginia  Room  at  6 P.  M., 
with  Dr.  E.  L.  Crumpacker  of  White  Sulphur  Springs 
in  a similar  role  for  the  University  of  Virginia  affair 
at  the  same  hour.  Dr.  Carl  J.  Roncaglione  of  Charleston 
will  be  in  charge  of  the  Medical  College  of  Virginia 
event  at  6:30  P.  Nl.  in  the  Old  White  Club. 

Friday  Night  Auxiliary  Dance 
The  50th  Anniversary  Ball  will  be  sponsored  by 
the  Woman’s  Auxiliary  to  the  State  Medical  Associa- 
tion at  10  P.  M.  Friday  in  the  new  Colonial  Hall. 
The  Raleigh  County  Auxiliary,  with  Mrs.  R.  James 
Yates  of  Beckley  serving  as  Chairman,  will  host  the 
dance. 

Saturday  Evening  Reception 

New  officers  of  the  State  Medical  Association  will 
be  honored  at  a cocktail  party  and  reception  from 
6:30  to  7:30  P.  M.  Saturday  on  the  Chesapeake  Hall 
Terrace.  All  members  of  the  Association  and  Auxiliary 
and  their  families,  representatives  of  scientific  exhibi- 
tors and  convention  guests  are  cordially  invited. 

Scientific  Exhibits 

Another  departure  from  previous  conventions  will 
be  the  absence  of  industrial  exhibits  this  year.  Phy- 
sicians, members  of  the  Auxiliary  and  their  guests, 
however,  are  urged  to  visit  the  interesting  scientific 
exhibits  which  will  be  housed  in  Colonial  Hall,  as 
noted.  The  exhibits  will  be  open  from  8:30  A.  M.  to 
the  close  of  the  morning  sessions. 

Advance  registration  for  the  Annual  Meeting  at 
The  Greenbrier,  in  keeping  with  the  recent  trend,  has 
been  heavy.  As  this  issue  of  The  Journal  went  to  press, 
more  than  600  persons  had  made  reservations. 


No  Registration  Fee  for  Members 

Members  of  the  West  Virginia  State  Medi- 
cal Association  will  not  be  assessed  a registra- 
tion fee  in  connection  with  the  107th  Annual 
Meeting  at  The  Greenbrier  in  White  Sulphur 
Springs,  August  21-24. 

Interns,  residents  and  medical  students 
also  will  be  registered  without  charge. 

There  will  be  a registration  fee  of  $50  for 
out-of-state  physicians  attending  the  meeting. 


Nominating  Committee  to  Meet 
On  Friday,  Ang.  23 

The  State  Medical  Association’s  Committee 
on  Nominations  will  hold  a 5 P.M.  meeting 
on  Friday,  August  23,  in  the  Lee  Room  of 
The  Greenbrier. 

The  Committee  will  make  nominations  to 
the  House  of  Delegates  for  President  Elect, 
Vice  President  and  Treasurer,  and  for  Dele- 
gate and  Alternate  Delegate  to  the  Ameri- 
can Medical  Association. 

Association  By-Laws  also  provide  that 
nominations  may  be  made  from  the  floor  for 
these  offices,  to  be  filled  by  the  House  in 
balloting  at  its  final  session  on  Saturday,  Au- 
gust 24,  the  final  day  of  the  Association’s 
107th  Annual  Meeting. 

Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  will 
serve  as  Chairman  of  the  Committee  on  Nom- 
inations, with  other  members  to  include:  Drs. 
Robert  G.  Janes,  Fairmont;  Robert  R.  Pitt- 
man, Martinsburg;  L.  H.  Nefflen,  Elkins;  F. 
Lloyd  Blair,  Parkersburg;  Harold  N.  Kagan, 
Huntington;  Richard  G.  Starr,  Beckley;  and 
Thomas  P.  Long,  Man. 

In  addition,  one  of  the  Kanawha  Medical 
Society’s  two  Councilors  will  serve  on  the 
Committee  under  provisions  of  the  By-Laws, 
but  that  representative  had  not  been  an- 
nounced as  this  issue  of  The  Journal  went  to 
press. 


‘Golden  Jubilee’  Seminar  Planned 
By  Tbe  Wheeling  Clinic 

The  Wheeling  Clinic  will  celebrate  its  “Golden 
Jubilee”  in  the  form  of  a Scientific  Seminar  in  Medi- 
cine and  Surgery  at  Oglebay  Park  in  Wheeling,  Octo- 
ber 18-19. 

The  two-day  seminar  will  offer  a wide  ranging 
clinical  and  educational  experience  for  physicians.  A 
number  of  distinguished  physicians  and  surgeons  have 
accepted  invitations  to  participate  as  speakers  at  the 
scientific  sessions  and  round-table  conferences. 

The  Auxiliary  of  the  Wheeling  Clinic  has  arranged 
tours  of  various  features  at  Oglebay  Park  and  other 
interesting  spots  in  the  Wheeling  area.  Ample  time 
has  been  alloted  for  recreational  activities. 

The  meeting  has  been  approved  for  12  hours  credit 
by  the  American  Academy  of  Family  Physicians  and 
the  registration  fee  for  the  the  entire  conference  is 
$25.  Registration  will  be  limited  to  100  physicians. 

Additional  information  concerning  the  seminar  may 
be  found  on  Page  185  in  this  issue  and  additional  de- 
tails will  be  published  in  the  September  and  October 
issues  of  The  Journal. 
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New  Sports  Activities  Scheduled 
During  Annual  Meeting 

Golf  and  tennis  tournaments  for  physicians  and 
their  wives  attending  Annual  Meetings  of  the  State 
Medical  Association  at  The  Greenbrier  have  been 
traditional. 

This  year,  however,  fishermen  will  have  an  oppor- 
tunity' to  vie  for  an  “angler’s  award”  and  riflemen  will 
take  aim  at  several  trophies  in  a skeet  shooting  tourna- 
ment. 

An  outline  of  the  sports  activities  follows: 

Golf:  Dr.  Joseph  A.  Smith  of  Dunbar  is  in  charge 

of  the  Men’s  Medical  Golf  Tournament.  He  announced 
that  there  will  be  a $5.00  registration  fee  and  compet- 
ing physicians  may  play  their  rounds  during  any  morn- 
ing or  afternoon  on  Thursday  through  Saturday,  Au- 
gust 22-24.  Specific  starting  times  and  other  rules  will 
be  in  effect  with  this  year’s  golf  play  and  those  plan- 
ning to  take  part  should  make  sure  they  are  familiar 
with  those  rules. 

Competitors  must  inform  the  starter  when  they  be- 
gin their  official  18  holes  of  play.  All  tournament  play 
must  be  completed  by  4 P.  M.  on  Saturday'  to  permit 
the  awarding  of  prizes  during  an  evening  reception 
honoring  new  officers  of  the  State  Medical  Association. 
Dr.  George  A.  Curry  of  Morgantown  will  be  out  to  de- 
fend the  championship  which  he  won  in  1973  by  a 
margin  of  one  stroke. 

Mrs.  Charles  S.  Harrison  of  Clarksburg  is  Chairman 
of  the  Auxiliary’s  Golf  Tournament  which  is  scheduled 
for  Friday  afternoon,  August  23. 

Tennis:  Dr.  Harold  Selinger  of  Charleston  will 

serve  as  Chairman  of  the  Men’s  Tennis  Tournament 
for  physicians  and  Mrs.  Thomas  J.  Janicki,  also  of 
Charleston,  will  be  Chairman  for  the  Auxiliary  Tourna- 
ment. Completion  in  both  tournaments  will  be  limited 
to  doubles  and  those  interested  in  playing  should  reg- 
ister at  the  Pro  Shop  at  the  tennis  courts. 

Skeet:  Dr.  O.  M.  Harper  of  Clendenin  will  be  in 
charge  of  the  Skeet  Shooting  Tournament.  He  said 
trophies  will  be  awarded  to  winners  in  the  12  gauge 
and  20  gauge  competition.  He  has  advised  interested 
physicians  to  furnish  their  own  rifles  and  there  will  be 
no  registration  fee. 

In  the  official  competition  physicians  will  be  allowed 
to  fire  50  shots  with  each  gun. 

Fishing:  Another  innovation  at  this  year’s  meeting 

will  be  the  annual  “Carl  J.  Roncaglione  Fishing  Tourna- 
ment.” Doctor  Roncaglione  will  be  in  charge  of  the 
tournament  and  he  has  indicated  there  will  be  no 
restrictions  on  the  type  of  fish,  or  the  whereabouts  of 
its  catch  so  long  as  it  is  in  the  immediate  vicinity  of 
The  Greenbrier.  The  competition  is  for  physicians  or 
members  of  physicians’  families  in  attendance  at  the 
meeting.  All  lakes  and  streams  and  trout  ponds  in  the 
immediate  and  adjacent  counties  qualify  as  acceptable 
fishable  bodies  of  water.  There  is  no  limit  on  the  ty'pe 
of  tackle  or  bait  used.  For  obvoius  reasons,  the  man- 
agement at  the  hotel  discourages  fishing  in  the  golf 
course  lakes  except  after  dark. 

Doctor  Roncaglione  said  he  would  be  available  to 


witness  and  record  all  catches  entered  in  the  hope 
of  winning  the  “angler’s  award,”  which  will  be  in 
the  form  of  a trophy.  The  winning  requirement  will  be 
fulfilled  by  a factor  produced  by  multiplication  of  the 
length  in  inches  times  the  girth  in  inches  of  any  and 
all  fish  entered  in  the  contest.  The  highest  factor  will 
be  the  winner.  Contestants  wishing  to  enter  fish  in 
the  contest  have  been  asked  to  contact  Doctor  Ron- 
caglione at  the  hotel  to  establish  their  entry'. 


Four  Continuing  Medical  Education 
Programs  In  State  Accredited 

The  continuing  education  programs  of  two  hospitals 
and  two  specialty  organizations  were  accredited  on  July 
14  by  the  State  Medical  Association’s  Committee  on 
Medical  Education  and  Hospitals,  which  met  in 
Charleston. 

Receiving  full  three-year  accreditation  were  Beckley 
Appalachian  Regional  Hospital,  the  West  Virginia 
Academy  of  Ophthalmology  and  Otolaryngology  and 
West  Virginia  Chapter,  American  College  of  Surgeons. 

The  Veterans  Administration  Center  at  Martinsburg 
received  a two-year  provisional  accreditation  for  a newly 
developing  program. 

The  accreditation  period  was  effective  retroactively  to 
June  17  for  Beckley  Appalachian  Regional  Hospital 
while  July  14  was  the  effective  date  for  the  other  hos- 
pital and  the  two  specialty'  organizations.  The  Beckley 
hospital  was  given  a one-year  provisional  accreditation 
in  June  of  1973. 

The  four  continuing  medical  education  programs  now 
qualify'  for  Category  1 credit  toward  the  Physician’s 
Recognition  Award  of  the  American  Medical  Associa- 
tion, meaning  that  physicians  attending  these  pro- 
grams may  claim  hour-for-hour  credit  toward  the 
Award  in  category'  1 (AMA-approved  programs). 

Accreditation  of  CME  programs  is  based  on  informa- 
tion obtained  from  a pre-survey  questionnaire  and  the 
recommendation  of  a site  survey  team,  all  conducted 
under  the  supervision  of  the  Committee  on  Medical 
Education  and  Hospitals  with  the  assistance  of  the 
State  Medical  Association  staff.  A hospital  or  organiza- 
tion must  request  an  accreditation  survey. 


Latest  News  From  Nationwide 
Concerning  Medicare  Charges 

Since  the  expiration  of  Economic  Stabilization  Pro- 
gram controls,  Nationwide’s  Medicare  operation  in  Co- 
lumbus has  prepared  the  necessary  reasonable  charge 
screens  for  Medicare  services  based  on  billed  charges 
for  services  incurred  in  calendar  year  1973. 

After  inspection  by  the  Regional  Health  Insurance 
Office,  it  is  planned  to  implement  these  new  reasonable 
charge  screens  for  claims  received  on  or  after  July  1, 
1974. 
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Patient-Type  Questions  To  Be  Part 
Of  Heart  Meeting’s  Approach 

“Coronary  Heart  Disease  — Modern  Evaluation  and 
Treatment”  will  be  the  theme  of  the  Scientific  Session 
during  the  1974  Annual  Meeting  of  the  West  Virginia 
Affiliate  of  the  American  Heart  Association  September 
27  and  28. 

The  site  will  be  Wilson  Lodge  at  Oglebay  Park  in 
Wheeling. 

The  Scientific  Session  will  be  from  9 A.M.  to  Noon 
on  Saturday,  September  28. 

Dr.  Michael  F.  Wilson  of  Morgantown,  President  of 
the  State  Affiliate,  said  he  believes  the  Scientific  Ses- 
sion will  be  an  “outstand- 
ing opportunity  for  the 
practicing  physician  to 
participate  in  and  hear 
the  most  up-to-date  and 
expert  opinion  on  coro- 
nary heart  disease.  One  of 
the  more  interesting  fea- 
tures of  the  Saturday 
morning  presentation  is 
that  the  panel  of  doctors 
will  address  their  atten- 
tion to  the  kinds  of  ques- 
tions which  the  patient 
isks  the  physician  in  his 
office,  and  questions 
which  the  physician  wants  answered  from  his  consult- 
ant. 

“We  are  using  the  grand  rounds  approach  with 
presentation  of  the  concept,  clinical  examples  and  a 
discussion  period  for  five  separate  but  interrelated 
topics.” 

The  panel  will  include  Drs.  Creel  S.  Cornwell  of 
Clarksburg,  Murray  B.  Hunter  of  Fairmont,  Harold 
Selinger  of  Charleston  and,  from  the  West  Virginia 
University  School  of  Medicine,  Drs.  Allen  F.  Bowyclr, 
Abnash  C.  Jain,  David  Z.  Morgan  and  Thomas  J.  Tar- 
nay.  Dr.  Nanette  K.  Wenger  of  Atlanta  will  be  a spe- 
cial guest  panelist.  Doctor  Wenger  is  Professor  of  Med- 
icine (Cardiology)  at  Emory  University  School  of  Med- 
icine, and  Director,  Cardiac  Clinics,  Grady  Memorial 
Hospital  in  Atlanta. 

Registration  will  begin  at  10  A.M.  on  Friday,  Sep- 
tember 27,  with  the  General  Assembly  convening  at 
2 P.  M.  The  keynote  address  will  be  delivered  by  Dr. 
Leo  H.  T.  Bernstein  of  Martinsburg,  President-Elect. 

Doctor  Wenger  will  address  the  annual  member- 
ship banquet  Friday  evening. 

Ross  Reid  of  New  York  City,  Chairman  of  the 
Board  of  the  American  Heart  Association,  will  speak 
at  the  Awards  Luncheon  on  Saturday.  This  will  be  fol- 
lowed by  panel  discussion  groups  and  the  second  Gen- 
eral Assembly  in  the  afternoon.  The  program  will  con- 
clude with  a Board  of  Directors  dinner  meeting  Sat- 
urday evening. 


Michael  F.  Wilson,  M.  D. 


House  of  Delegates  To  Take  Action 
On  Constitutional  Amendment 

One  amendment  to  the  Constitution  of  the  West 
Virginia  State  Medical  Association,  offered  at  the  106th 
Annual  Meeting  at  The  Greenbrier  in  White  Sulphur- 
Springs,  August  22-25,  1973,  will  be  acted  upon  finally 
by  the  House  of  Delegates  at  the  107th  Annual  Meet- 
ing at  The  Greenbrier,  August  21-24,  1974. 

The  proposed  amendent  follows: 

Amend  Article  VI,  Section  1,  by  deleting  in  the 
sixth  line  after  the  word  “Treasurer,”  the  words,  “ex 
officio.” 

(Adoption  of  this  amendment  would  make  the 
Treasurer  of  the  Association  a voting  member  of  the 
Council.) 


State  Physicians  Elected  To  ACP 
Offices  At  Annual  Session 

Edmund  B.  Flink,  M.D.,  of  Morgantown  was  one  of 
eight  physicians  elected  to  the  American  College  of 
Physicians  Board  of  Regents  at  the  ACP  Annual  Ses- 
sion this  past  spring  in  New  York  City. 

Jack  H.  Baur,  M.D.,  of  Huntington  was  elected  to 
serve  as  an  ACP  Governor  while  John  E.  Jones,  M.D.,  of 
Morgantown  was  voted  into  office  as  a Governor-Elect. 

Robert  G.  Petersdorf,  M.D.,  Professor  and  Chairman 
of  the  Department  of  Medicine  at  the  University  of 
Washington,  Seattle,  Washington,  was  chosen  Presi- 
dent-Elect of  the  26,500-member  internal  medicine 
specialty  society. 


Looking  Back  10  Years  . . . 


Dr.  J.  P.  McMullen  of  Wellsburg,  left,  Chairman  of 
the  Scholarship  Committee  for  the  State  Medical  Associa- 
tion in  1964,  is  shown  with  Carl  E.  Nichols  of  Glenville 
and  Byron  L.  Van  Pelt  of  Bethany,  the  1964  recipients 
of  four-year  scholarships  to  the  West  Virginia  University 
School  of  Medicine  that  year. 
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State  Medical  Association  Lists 
Names  of  New  Members 

The  following  is  a list  by  component  societies  of  new 
members  of  the  West  Virginia  State  Medical  Association 
elected  since  January  1,  1974: 

Cabell 

Anton,  Charles  J.,  Jr.  Huntington 

Christian,  Homer  Lee  

Hunter,  G.  G.  

Oakes,  Sally  L.  

Ottaviano,  j.  V.  


Ratcliff,  Bruce  A.  

Turner,  William  R.  

Central  W.  Va. 

Wiest,  Jeanie  A.  Buckhannon 

Eastern  Panhandle 

Agnir,  Orlando  I.  Martinsburg 

Bandolon,  Pura  K.  

Boholst,  Albert  M.  Charles  Town 

Fayette 

Mirza,  Abdul  Majid  Montgomery 

Montgomery,  Michael  Oak  Hill 

Greenbrier  Valley 

Alidina,  Amir  A.  Ronceverte 


Coombes,  W.  N.  

Plybon,  Benjamin  L.  

Hancock 

Isla,  Roger  . s Weirton 

Petrola,  Frank  L.  

Harrison 

Bryant,  James  L.  Clarksburg 

Cornwell,  Creel  S.,  Jr.  

Mendoza,  Catalino  B.,  Jr.  

Pletcher,  Robert  O.  

Rabanal,  Aristotle  _ Salem 

Kanawha 

Basu,  Dilip  Kumar  Charleston 

Farmer,  Donald  E.  

Hansbarger,  Echols  A.,  Jr.  

Hayes,  Thomas  M.  

Holland,  Reuben  W.,  Jr.  ... . 

Johnson,  Benjamin  A.  

Lee,  Bong  Sook  K. 

Majestro,  Tony  C.  

McCoy,  Leslie  F.  _ 

Sandhu,  Ujjal  S.  

Tanguilig,  Ernesto  R 

Logan 

Claravall,  Leonardo  Holden 

Dujovne,  Hugo  Man 

Dujovne,  Saul  

Mendoza,  Clemente  

Natera,  Leonte  

Razon,  Benjamin  M.  Holden 

Pacis,  Flora  F.  Man 

Marion 

Crittenden,  William  C.  Fairmont 

Kline,  Deloris  I.  ” 

Mason 

Montero,  Maruanito  R.  Lakin 

McDowell 

Arroyo,  Zeferino  Welch 

Canero,  Martin  P.,  Jr.  

Kuppusami,  Muthusami  

Miranda,  Romulo 


Hobuck,  Daniel  P.  Bluefield,  Va. 

Krishnan,  Radha  _ Bluefield 

Salas,  B.  L.,  Jr.  . Ventura,  Cal. 

Shah,  M.  W.  Princeton 


Mingo 

D ang,  C.  R.  Williamson 

Wu,  Lawrence  Renova,  Pa. 

Monongalia 

Johnson,  Jerome  G.  Morgantown 


Jones,  John  Evan  

Kerr,  Richard  S. 

Khoury,  George  If 

Ramanan,  S.  V.  

Rhudy,  Joe  Wesley  

Stemple,  Larry  Jack  

Stevenson,  Mabel  M 

Withersty,  David  J Star  City 

Wolf,  John  H.,  Jr.  Morgantown 

Ohio 

Entress,  Cheryl  Wheeling 

Hill,  David  P.  

Jacob,  James  A.,  Jr.  

McConnell,  D.  Verne  

McNeer,  Michael  D.  

Szalontay,  Zoltan  

Widlan,  Sheldon  


Parkersburg  Academy 

Avington,  M.  D.  

Aya-Ay,  J.  M.  

Strobl,  W.  W.  


Parkersburg 

Grantsville 

Parkersburg 


Raleigh 

Ames,  David  A 

Andrada,  Adolfo  A.  

Bembalkar,  Shrinkant  L.  

Betinis,  John  I.  

Hollifield,  Guy  F.  

Jacobson,  Arthur  Ray  

Mathews,  James  J.  

Orphanos,  George  

Pia,  Felipe  T.,  Jr.  

Serina,  Eliseo  B.  . 

Subbaraya,  L.  H.  

Summers 

Haggstrom,  G.  A.  

Isterabadi,  A.  H.  

Jimenez,  E.  L.  

Tygart’s  Valley 

Menon,  K.  P.  S.  — - 

Santa,  N.  

Thimmappa,  B.  G 

Woodford,  James  William  


Beckley 


Hinton 


Elkins 

Philippi 


Wyoming 

Floresca,  Jose  Beckley 


Drs.  Battaglino  and  Pulliam  Honored 

Dr.  John  J.  Battaglino,  Jr.,  of  Wheeling,  has  been 
named  Section  Chairman  Elect  of  the  West  Virginia 
Section  of  the  American  College  of  Obstetricians  and 
Gynecologists  and  will  be  installed  at  the  Annual 
Meeting  of  District  IV  of  the  College  in  Baltimore, 
October  13-16. 

Dr.  Robert  P.  Pulliam  of  Beckley  is  the  Section 
Vice  Chairman  Elect  for  West  Virginia  and  also  will  be 
installed  at  the  same  meeting. 
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Auxiliary  Completes  Program 
For  50th  Annual  Meeting 

Mrs.  Howard  J.  Liljestrand  of  Hawaii  will  be  among 
honor  guests  when  the  Woman’s  Auxiliary  to  the  West 
Virginia  State  Medical  Association  holds  its  50th  An- 
nual Meeting  at  The  Greenbrier  in  White  Sulphur 
Springs  August  21-24. 

The  meeting  again  will  be  held  concurrently  with 
the  Annual  Meeting  of  the  State  Medical  Association. 
Mrs.  Liljestrand  was  installed  in  Chicago  in  June  as 
the  new  President  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

A'so  addressing  the  Auxiliary  will  be  Mrs.  W. 
Nash  Thompson  of  Stuart,  Virginia,  President  of  the 
Woman’s  Auxiliary  to  the  Southern  Medical  Associa- 
tion. 

More  than  200  wives  of  physicians  are  expected  to 
attend  the  Auxiliary’s  business  sessions,  over  which 
Mrs.  J.  Dennis  Kugel  of  Charleston,  the  State  Aux- 
iliary’s President,  will  preside. 

Pre-Convention  Meetings 

An  invitation  has  been  extended  to  all  Auxiliary 
members  to  attend  the  first  session  of  the  State  Medi- 
cal Association’s  House  of  Delegates  on  Wednesday, 
August  21,  at  2:30  P.  M.  Dr.  Malcolm  C.  Todd  of 
Long  Beach,  California,  President  of  the  American 
Medical  Association,  will  be  the  principal  speaker. 

Mrs.  Kugel  then  will  preside  at  a 4 P.  M.  pre-con- 
vention Auxiliary  Board  meeting  in  the  Fillmore-Van 
Buren  Booms. 

Opening  Convention  Exercises 

Members  of  the  Auxiliary  also  have  been  invited 
to  attend  formal  opening  ceremonies  of  the  State 
Medical  Association’s  107th  Annual  Meeting  at  9 A.  M. 
on  Thursday,  August  22,  in  Chesapeake  Hall.  Sen.  Rob- 
ert  C.  Byrd  of  West  Virginia  will  deliver  the  second 
annual  “Thomas  L.  Harris  Address.” 

Following  the  opening  exercises,  the  Auxiliary  mem- 
bers will  go  to  the  Fillmore  — Van  Buren  Rooms  for 
the  formal  opening  of  their  convention,  with  Mrs.  Kugel 
in  charge. 

First  General  Session 

The  keynote  address  by  Mrs.  Liljestrand  will  high- 
light the  initial  session  at  9:45  A.  M.  Dr.  A.  Thomas 
McCoy  of  Charleston,  President  of  the  State  Medical 
Association,  will  be  recognized  for  brief  remarks. 

Other  opening-session  items  will  include  the  intro- 
duction of  the  convention  Co-Chairmen,  Mrs.  O.  M. 
Harper  of  Clendenin  and  Mrs.  A.  G.  Capinpin  of 
Charleston;  reports  from  officers  and  committee  chair- 
men, recommendations  from  the  pre-convention  Board 
meeting,  election  of  the  1975  Nominating  Committee, 
and  introduction  of  component  Auxiliary  Presidents  by 
the  Regional  Directors. 


Mrs.  J.  Dennis  Kugel 


Bridge,  Past  Presidents’  Breakfast 

A bridge  tournament  beginning  at  2 P.  M.  will  be 
held  on  Thursday  in  the  Trellis  Lobby.  The  Marion 
County  Auxiliary  will  serve  in  a hostess  role,  with 
Mrs.  Harry  C.  Fleming  of  Fairmont  as  Chairman. 

At  8 A.  M.  on  Friday,  August  23,  the  Past  Presi- 
dents’ Breakfast  will  be  held,  with  Mrs.  Robert  G. 
Janes  of  Fairmont,  Immediate  Past  President  of  the 
State  Auxiliary,  presiding. 

Second  General  Session 

The  Second  General  Session  at  9:45  A.  M.  on  Fri- 
day in  the  Fillmore  — Van  Buren  Rooms  again  will 
have  Mrs.  Kugel  presiding  with  a highlight  to  be  the 
address  by  Mrs.  Thompson. 

Other  activities  will  include  the  presentation  of  the 
AMA-ERF  Awards  to  the  Auxiliary  by  Associate  Dean 
David  Z.  Morgan  of  the  West  Virginia  University 
School  of  Medicine,  and  Mrs.  Robert  R.  Weiler  of 
Wheeling,  State  Chairman.  Mrs.  William  J.  Reardon  of 
McLean,  Virginia,  Eastern  Regional  AMA-ERF  Chair- 
man, also  will  participate. 

Mrs.  Liljestrand  will  install  Mrs.  William  T.  Lawson 
of  Fairmont  as  the  new  Auxiliary  President.  Other  of- 
ficers will  be  elected  after  a report  from  the  Nominat- 
ing Committee,  and  Mrs.  Kugel  will  receive  the  Past 
President’s  Pin  from  Mrs.  Janes. 

Friday  Social  Functions 

The  Harrison  County  Auxiliary,  with  Mrs.  Charles 
S.  Harrison  of  Clarksburg  serving  as  Chairman,  will 
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be  hostess  for  golf  on  Friday  afternoon,  and  the 
Kanawha  County  Auxiliary,  with  Mrs.  Thomas  J. 
Janicki  of  Charleston  as  Chairman,  will  be  hostess  for 
tennis.  The  Raleigh  County  Auxiliary  will  be  in  the 
hostess  role  for  the  50th  Anniversary  Ball  at  10  P.  M. 
in  the  new  Colonial  Hall.  Mrs.  R.  James  Yates  of 
Beckley  will  be  Chairman  for  the  event.  All  phy- 
sicians, their  wives  and  others  registered  for  the  State 
Medical  Association  convention  are  invited. 

Post-Convention  Board  Meeting 

Mrs.  Lawson  will  preside  at  the  post-convention 
conference  and  Board  Meeting  at  10  A.  M.  on  Satur- 
day, August  24,  in  the  Fillmore-Van  Buren  Rooms. 

Saturday  Afternoon  Agenda 

Auxiliary  members  are  invited  to  attend  the  sec- 
ond and  final  session  of  the  State  Medical  Association’s 
House  of  Delegates  on  Saturday  at  2:30  P.  M.,  at 
which  time  Doctor  McCoy  will  deliver  his  Presidential 
Address.  Dr.  William  E.  Gilmore  of  Parkersburg  will 
be  installed  as  the  Association’s  President,  and  other 
Association  officers  will  be  elected. 

Other  Convention  Matters 

Those  Auxiliary  members  who  plan  to  participate  in 
bridge,  golf  and  tennis  are  urged  to  sign  up  in  ad- 
vance at  the  registration  desk. 


Meeting  of  Chest  Physieians 
In  New  Orleans,  Nov.  3-7 

“Meeting  Tomorrow’s  Clinical  Needs  Today”  is  the 
theme  of  the  40th  Annual  Scientific  Assembly  of  the 
American  College  of  Chest  Physicians  to  be  held  at 
the  Marriott  Hotel  in  New  Orleans,  Louisiana,  No- 
vember 3-7,  1974. 

The  meeting  will  feature  nationally  known  physi- 
cians discussing  such  topics  as  “Long-Term  Membrane 
Oxygenation,”  “Newer  Methods  of  Cardiopulmonary 
Support”  and  “Lung  Cancer— Current  Overview.”  Three 
thousand  physicians  and  allied  health  protessionals  are 
expected  to  attend  the  Assembly,  which  will  feature 
five  days  of  workshops,  symposia,  fireside  conferences 
and  the  presentation  of  original  investigations.  Also 
highlighting  the  meeting  are  medical  motion  pictures, 
luncheon  panels,  evening  seminars  and  tutorial  sessions. 

Opening  day,  will  offer  physicians  an  opportunity 
to  participate  in  one  of  several  simultaneous  scientific 
sessions  in  academic  centers  in  New  Orleans.  In  ad- 
dition, a national  seminar  for  nurses  and  allied  health 
professionals  will  be  held  Monday,  discussing  care 
and  management  of  patients  with  critical  care  cardio- 
pulmonary problems. 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning 
any  change  in  address.  Notices  should  be 
mailed  to  Box  1031,  Charleston,  West  Vir- 
ginia 25324. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1974 

Aug.  2-4— International  Doctors  in  AA,  O’Hare 
Airport  (Inn). 

Aug.  12-15— Am.  Hosp.  Assn.,  Chicago. 

Aug.  21-24— 107th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Sept.  4-7— Am.  Assn.  Ob.-Gyn.,  Hot  Springs,  Va. 

Sept.  5-7— Tri-State  Otolaryngology 
Meeting,  Sea  Island,  Ga. 

Sept.  9-11— AMA  Congress  Occupat.  Health,  Chicago. 
Sept.  16-19— Ky.  Med.  Assn.,  Louisville. 

Sept.  18-20— Int.  Symp.  Epidemiology  of  Hypertension, 
Chicago. 

Sept.  18-21— Am.  Thyroid  Assn.,  St.  Louis. 

Sept.  20-21— Symp.  on  Neonatology,  El  Paso. 

Sept.  24-26— Kentucky'  Medical,  Louisville. 

Sept.  24-27— Am.  Roentgen  Ray  Soc.,  San  Francisco 
Sept.  27-28— Am.  Heart  Assn.,  W.  Va.  Affiliate,  Annual 
Meeting  & Scientific,  Wheeling. 

Sept.  27-Oct.  2— Internat.  Coll,  of  Surgeons,  Portland. 

Oct.  5-8— Am.  Assn,  of  Ophthalmology,  Dallas. 

Oct.  6-10— Am.  Acad.  Oph.  & Otol.,  Dallas. 

Oct.  14-17— AAFP,  L.  A. 

Oct.  16-18— Am.  Cancer  Society,  New  York. 

Oct.  17-19— Am.  Assn,  for  Surgery  of  Trauma, 

Hot  Springs,  Va. 

Oct.  19-24— Am.  Acad.  Pediatrics,  San  Fran. 

Oct.  20-22— Am.  Coll.  Preventive  Med.,  N.  Orleans. 
Oct.  21-25— ACS  Clinical,  Miami  Beach. 

Oct.  21-26— Am.  Coll.  Gastroent.,  Bal  Harbour,  Fla. 
Oct.  23-26— Pa.  Medical  Soc.  Scientific,  Harrisburg. 
Oct.  24-27— Am.  Acad.  Child  Psychiatry,  San  Fran. 
Oct.  29-30— Am.  Assn.  Study  of  Liver  Diseases,  Chicago. 

Nov.  1-3— Med.  Soc.  of  D.  C.,  White  Sul.  Springs. 
Nov.  3-6— Med.  Soc.  Va.,  Williamsburg. 

Nov.  6-9— Am.  Soc.  Cytology,  N.  Y.  City. 

Nov.  14-16— W.  Va.  Chap.,  ACS,  Morgantown. 

Nov.  17-20— Southern  Med  Assn.,  Atlanta. 

Nov.  30-Dec.  4— AMA  Clinical,  Portland. 

Dec.  7-10— Am.  Soc.  Hematology',  San.  Fran. 

Dec.  7-12— Am.  Acad.  Dermatology,  Chicago. 

Dec.  9-12— Southern  Surgical  Assn.,  Atlanta. 

1975 

Jan.  24-26— 8th  Annual  Mid-Winter  Clinical  Conf., 
Charleston. 

Jan.  31-Feb.  2— Southern  Radiological  Conf.,  Point 
Clear,  Ala. 

Feb.  10-13— Am.  College  Cardiology',  Houston. 
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CONVENTION  PROGRAM 

107th  ANNUAL  MEETING 

of  the 

West  Virginia  State  Medical  Association 

THE  GREENBRIER,  WHITE  SULPHUR  SPRINGS 
August  21-24,  1974 


WEDNESDAY  MORNING 
August  21 

(Eastern  Daylight  Time) 

9:00-5:00— Registration,  Main  Floor  Lobby. 

10:00— Pre-Convention  Meeting  of  the  Council.  Worthy 
W.  McKinney,  M.  D.,  Presiding  (Lee  Room, 
Virginia  Wing). 

WEDNESDAY  AFTERNOON 

2:30— First  Session  of  the  House  of  Delegates.  A. 

Thomas  McCoy,  M.D.,  Presiding  (Chesapeake 
Hall). 

Invocation— Carl  B.  Hall,  M.D. 

Address:  Malcolm  C.  Todd,  M.  D.,  President, 
American  Medical  Association. 

Presentation  of  AMA-ERF  Check  to  the  West 
Virginia  University  School  of  Medicine. 

Business  Meeting. 

WEDNESDAY  EVENING 

6:30-7:30— President’s  Reception  for  Honor  Guests 
(Chesapeake  Hall  Terrace). 

THURSDAY  MORNING 
August  22 

8:30-5:00— Registration,  Main  Floor  Lobby. 

Opening  Exercises 

(Chesapeake  Hall) 

9:00— Call  to  Order— A.  Thomas  McCoy,  M.D.,  Presi- 
ident,  West  Virginia  State  Medical  Associa- 
tion. 

Invocation— Joseph  T.  Skaggs,  M.D. 

Address  of  Welcome— A.  Thomas  McCoy, 

M.  D. 


Introduction  of  J.  Hugh  Wiley,  M.D.,  1974 
Program  Committee  Chairman. 

“The  Thomas  L.  Harris  Address” 

Hon.  Robert  C.  Byrd,  Majority  Whip  of  the 
United  States  Senate. 

First  General  Session 
“Symposium  on 

Newer  Concepts  in  Infectious  Diseases” 

Moderator:  Philip  M.  Sprinkle,  M.D. 

9:45— Albert  S.  Klainer,  M.D.,  and  Robert  W.  Veltri, 
Ph.D.,  Members  of  the  Faculty,  West  Virginia 
University  School  of  Medicine,  Morgantown. 
Subject:  “Current  Immunization  Mechanisms.” 

10:15— Louis  Weinstein,  M.D.,  Chief,  Division  of  Infec- 
tious Diseases  and  Professor  of  Medicine, 
Tufts  L^niversity  School  of  Medicine,  Boston. 
Subject:  “Effects  of  Antibiotics  on  Chang- 

ing Spectrum  of  Infection.” 

10:45— Coffee  Break. 

11:00— Charles  H.  Kirkpatrick,  M.  D.,  National  Institute 
of  Allergy  and  Infectious  Diseases,  Bethesda, 
Maryland.  Subject:  “Immunotherapy  of 

Chronic  Infectious  Diseases.” 

11:30— Virgil  M.  Howie,  M.D.,  Pediatrician,  Huntsville, 
Alabama.  Subject:  “Acute  Otitis  Media.” 

12:00— Panel  Discussion  and  Question  and  Answer 
Period. 

12:30— Recess  for  Lunch. 

THURSDAY  AFTERNOON 

2:00— Resolutions  Committee— Richard  E.  Flood,  M.D., 
presiding  (West  Virginia  Room). 

THURSDAY  EVENING 

6:00— Cocktail  Party.  West  Virginia  University  Alumni 
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Association.  Clark  K.  Sleeth,  M.D.,  in  charge 
(West  Virginia  Room). 

6:00— Cocktail  Party.  The  University  of  Virginia  Medi- 
cal School  Foundation. 

E.  L.  Crumpacker,  M.D.,  in  charge. 

6:30— Cocktail  Party.  West  Virginia  Chapter,  Medical 
College  of  Virginia  Alumni  Association.  Carl  J. 
Roncaglione,  M.D.,  in  charge  (Old  White 
Club). 

7:30— Dinner  Honoring  Past  Presidents  of  the  West 
Virginia  State  Medical  Association  and  their 
wives.  Worthy  W.  McKinney,  M.D.,  presiding 
(Fillmore-Van  Buren  Rooms). 

FRIDAY  MORNING 
August  23 
Breakfast  Meetings 

8:00— West  Virginia  Academy  of  Ophthalmology  and 
Otolaryngology  (Washington  Room,  Virginia 
Wing). 

8:00— Section  on  Internal  Medicine.  Harold  Selinger, 
M.D.,  presiding  (Lee  Room,  Virginia  Wing). 

Panel  Discussion:  Louis  Weinstein,  M.  D.,  Bos- 
ton; Charles  H.  Kirkpatrick,  M.D.,  Bethesda; 
and  Robert  F.  Schilling,  M.D.,  Madison,  Wis- 
consin. 

8:00— Section  on  Neurology,  Neurosurgery  and  Psy- 
chiatry (Pierce  Room). 

Guest  Speaker:  Albert  J.  Azzaro,  Ph.D.,  As- 
sistant Professor  of  Neurology  and  Pharma- 
cology, West  Virginia  University  School  of 
Medicine,  Morgantown.  Subject:  “Brain 

Catecholamines  and  Affective  Brain  Disor- 
ders.” 

8:00— Section  on  Orthopedic  Surgery.  Robert  W.  Lowe, 
M.D.,  presiding  (Buchanan  Room). 

Guest  Speaker:  Allen  H.  Mackenzie,  M.D., 
Cleveland,  Ohio.  Subject:  “Efficacy  Versus 
Safety  of  Potent  Rheumatologic  Drugs.” 

8:00— Sections  on  Urology  and  Surgery.  Harold  N. 

Kagan,  M.D.;  and  Alvin  L.  Watne,  M.D.,  pre- 
siding (Jackson  Room). 

Guest  Speaker:  James  F.  Glenn,  M.D.,  Dur- 
ham, North  Carolina.  Subject:  “Stress  In- 
continence.” 

8:00— West  Virginia  Radiological  Society.  Joseph  M. 
Aceto,  M.D.,  presiding  (Director’s  Room). 
Business  Meeting. 

8:30-5:00— Registration,  Main  Floor  Lobby. 

Second  General  Session 

Moderator:  Winfield  C.  John,  M.D. 

9:30— James  F.  Glenn,  M.D.,  Professor  and  Chief  of 


the  Division  of  Urologic  Surgery,  Duke  Uni- 
versity Medical  Center,  Durham,  North  Caro- 
lina. Subject:  “Surgical  Causes  of  Hyperten- 
sion.” 

10:15— Allen  H.  Mackenzie,  M.D.,  Staff  Member  of  the 
Division  of  Medicine,  Department  of  Rheu- 
matic Disease,  Cleveland  Clinic  Foundation, 
Cleveland.  Subject:  “Diagnosis  of  Arthritis 
and  Rheumatism  in  Children.” 

11:00— Coffee  Break. 

11:15— Robert  F.  Schilling,  M.D.,  Washburn  Professor 
of  Medicine,  University  of  Wisconsin  Medical 
School,  Madison.  Subject:  “The  Logical  Ap- 
proach to  Anemia.” 

12:00— Recess  for  Lunch. 

12:15— Meeting  of  Cancer  Committee.  Alvin  L.  Watne, 
M.D.,  presiding  (Main  Dining  Room). 

FRIDAY  AFTERNOON 

2:00— West  Virginia  Chapter,  American  Academy  of 
Pediatrics.  Barbara  Jones,  M.D.,  presiding 
(Fillmore  Room). 

Guest  Speaker:  Virgil  M.  Howie,  M.D.,  Hunts- 
ville, Alabama.  Subject:  “Recurrent  Acute 
and  Serous  Otitis  Media.” 

4:00— West  Virginia  Chapter,  American  Society  of  In- 
ternal Medicine.  Leo  H.  T.  Bernstein,  M.D., 
presiding  (Jackson  Room). 

4:00— West  Virginia  District  Branch,  American  Psy- 
chiatric Association.  Thomas  S.  Knapp,  M.D., 
presiding  (Director’s  Room). 

5:00— Committee  on  Nominations.  Harry  S.  Weeks,  Jr., 
M.D.,  presiding  (Lee  Room,  Virginia  Wing). 

FRIDAY  EVENING 

10:00— 50th  Anniversary  Ball  sponsored  by  the  Woman’s 
Auxiliary.  Hostess:  Raleigh  County  Auxiliary 
—Mrs.  R.  James  Yates,  Chairman  (Colonial 
Hall). 

SATURDAY  MORNING 
August  24 

9:00-2:00— Registration,  Main  Floor  Lobby. 

Third  General  Session 

“Department  of  Family  Practice 
At  the  WVU  School  of  Medicine” 

Moderator:  Ray  M.  Kessel,  M.D. 

9:30— Speaker:  John  W.  Traubert,  M.D.,  Chairman  of 
the  Department,  Will  Discuss  the  Develop- 
ment and  Future  Plans  for  the  Department  of 
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Family  Practice  at  the  WVU  School  of  Med- 
icine. 

“What  Are  the  Barriers  to  An 
Improved  Medical  Practice 
In  the  State  of  West  Virginia?” 

Moderator:  J.  Hugh  Wiley,  M.D. 

The  floor  will  be  open  for  discussion  of  all 
questions  physicians  in  the  audience  believe 
need  to  be  answered  in  re  such  subjects  as 
PSRO,  malpractice  insurance,  etc. 

SATURDAY  AFTERNOON 

2:30— Second  and  Final  Session  of  the  House  of  Dele- 
gates. A Thomas  McCoy,  M.  D.,  presiding 
(Chesapeake  Hall). 

Invocation— Joe  N.  Jarrett,  M.D. 


Presidential  Address:  A.  Thomas  McCoy, 

M.D.,  President,  West  Virginia  State  Med- 
ical Association. 

Presentation  of  New  Officers  of  Woman’s 
Auxiliary  to  the  West  Virginia  State  Medi- 
cal Association. 

Presentation  of  Honor  Guests. 

Business  Meeting. 

Election  of  Officers. 

Installation  of  William  E.  Gilmore,  M.  D.,  of 
Parkersburg,  as  President  of  the  West  Vir- 
ginia State  Medical  Association. 

SATURDAY  EVENING 

6:30-7:30— Cocktail  Party  and  Reception  Honoring  Of- 
ficers of  the  West  Virginia  State  Medical  As- 
sociation (Chesapeake  Hall  Terrace). 


August,  1974,  Vol.  70,  No.  8 


201 


CONVENTION  SPEAKERS 


Albert  S.  Klainer,  M.  D. 

Morgantown,  W.  Va. 

Professor  and  Chairman, 

Division  of  Infectious 
Diseases,  West  Virginia 
University  School  of  Medicine 


Robert  W.  Veltri,  Ph.  D. 

Morgantown,  W.  Va. 

Associate  Professor 
of  Microbiology  and 
Otolaryngology,  West  Virginia 
University  School  of  Medicint 


Charles  H.  Kirkpatrick,  M.  D. 

Bethesda,  Md. 

National  Institute  of  Allergy 
and  Infectious  Diseases, 
National  Institutes  of  Health 


Virgil  M.  Howie,  M.  D. 
Huntsville,  Ala. 
Pediatrician 
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James  F.  Glenn,  M.  D. 


Durham,  N.  C. 

Professor  and  Chief, 

Division  of  Urologic  Surgery 
Duke  University  School 
of  Medicine 


Allen  H.  Mackenzie,  M.  D. 


Cleveland,  Ohio 

Staff  Member,  Division  of 
Medicine,  Department  of 
Rheumatic  Disease, 
Cleveland  Clinic  Foundation 


Robert  F.  Schilling,  M.  D. 


Madison,  Wis. 

Washburn  Professor  of 
Medicine,  University  of 
Wisconsin  Medical  School 


John  W.  Traubert,  M.  D. 


Morgantown,  W.  Va. 

Chairman,  Department  of 
Family  Practice,  West  Virginia 
University  School  of  Medicine 


Albert  J.  Azzaro,  Ph.  D. 


Morgantown,  W.  Va. 

Assistant  Professor,  Neurology 
and  Pharmacology, 

West  Virginia  University 
School  of  Medicine 
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A WORD  OF  THANKS 


The  1974  Program  Committee,  and  the  officers  and  members  of  the  West 
Virginia  State  Medical  Association,  wish  to  acknowledge  with  sincere  thanks 
grants  received  from  the  following  Firms  to  help  support  the  Scientific  Program 


for  this  year's  107tli  Annual  Meeting: 

THE  AETNA  CASUALTY  & SURETY  COMPANY 
Hartford,  Connecticut 

MERCK,  SHARP  & DOHME 
West  Point,  Pennsylvania 

ALERT  MEDICAL-SURGICAL  CORPORATION 
Charleston,  West  Virginia 

PHILIPS  ROXANE  LABORATORIES 
Columbus,  Ohio 

BRISTOL  LABORATORIES 
Syracuse,  New  York 

WM.  P.  POYTHRESS  & COMPANY,  INC. 
Richmond,  Virginia 

CIBA  PHARMACEUTICAL  COMPANY 

A.  H.  ROBINS  COMPANY 

Summit,  New  Jersey 

Richmond,  Virginia 

GEIGY  PHARMACEUTICALS 
Ardsley,  New  York 

ROCHE  LABORATORIES 
Nutley,  New  Jersey 

GENERAL  MEDICAL  WEST  VIRGINIA 

SANDOZ  PHARMACEUTICALS 

Huntington,  West  Virginia 

East  Hanover,  New  Jersey 

ELI  LILLY  AND  COMPANY 
Indianapolis,  Indiana 

SMITH  KLINE  AND  FRENCH  LABORATORIES 
Philadelphia,  Pennsylvania 

MEAD  JOHNSON  AND  COMPANY 
Evansville,  Indiana 

E.  R.  SQUIBB  & SONS,  INC. 
Princeton,  New  Jersey 

MEDFACT,  INC. 
Massillon,  Ohio 

WYETH  LABORATORIES 
Philadelphia,  Pennsylvania 

McDONOUGH-CAPERTON-SHEPHERD- 
GOLDSMITH 
Charleston,  West  Virginia 

(The  Firms  listed  above  are  those  which  had  contributed  to  the  Scientific  Program  as  this  issue  of  The 
Journal  went  to  press.  Additional  contributors  will  be  listed  in  the  Official  Program  which  will  be  distributed 
at  The  Greenbrier). 
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1974  PROGRAM  COMMITTEE 


J.  Hugh  Wiley 
Morgantown 
Chairman 


Ray  M.  Kessel 
Logan 


William  E.  Gilmore 
Parkersburg 


Philip  M.  Sprinkle 
Morgantown 


John  T.  Chambers 
Charleston 


(A  picture  of  another  member  of  the  Committee,  Dr. 
Winfield  C.  John  of  Huntington,  was  not  available  at 
press  time.) 
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DELEGATES  AND  ALTERNATES 


BOONE  (2)— Delegates,  Harold  H.  Howell,  Madison; 
and  VV.  V.  Wilkerson,  Whitesville.  Alternate,  A.  E. 
Glover,  Madison. 

BROOKE  (2)— Delegates,  James  E.  Wise,  Follansbee; 
and  W.  T.  Booher,  Wellsburg.  Alternates,  Ralph  Mc- 
Graw,  Follansbee;  and  W.  T.  Booher,  Jr.,  Wellsburg. 

CABELL  (10)— Delegates,  Winfield  C.  John,  Joseph 
Edwin  Ricketts,  Albert  C.  Esposito,  James  P.  Carey, 
Robert  W.  Lowe,  Roy  A.  Edwards,  Jr.,  Harold  N. 
Kagan,  John  J.  Brandabur,  Charles  E.  Turner  and 
Jack  Leckie,  Huntington.  Alternates,  William  J.  Echols, 
G.  A.  Ratcliff,  Charles  R.  Hamlin  and  Edwin  J.  Humph- 
rey, III,  Huntington;  W.  W.  Mills  and  H.  S.  Mullens, 
Kenova;  and  Charles  E.  McKay,  Jr.,  and  C.  A.  Hoff- 
man, Huntington. 

CENTRAL  WEST  VIRGINIA  (3)-Delegates,  Joseph 
B.  Reed,  Buckhannon;  Louis  W.  Groves,  Jr.,  Richwood; 
and  I.  Frank  Hartman,  II,  Buckhannon.  Alternates, 
R.  I,.  Chamberlain,  Buckhannon;  C.  R.  Davisson,  Wes- 
ton; and  Yong  Don  Joo,  Summersville. 

EASTERN  PANHANDLE  (4)-Delegates,  Jean  P. 
Lucas  and  Leo  H.  T.  Bernstein,  Martinsburg;  Hiram 
Sizemore,  Jr.,  Shepherdstown;  and  L.  Walter  Fix, 
Martinsburg.  Alternates,  William  R.  McCune,  Norman 
Samuels,  William  L.  Rodgers,  William  H.  Wanger  and 
Frank  J.  Gavlas,  Martinsburg. 

FAYETTE  (3)— Delegates,  Carl  R.  Adkins,  Fayette- 
ville; and  Joe  N.  Jarrett  and  Ivan  H.  Bush,  Jr.,  Oak  Hill. 
Alternate,  W.  P.  Bittinger,  Oak  Hill. 

GREENBRIER  VALLEY  (3)-Delegates,  Harold  P. 
Dinsmore,  Ronceverte;  Lee  B.  Todd,  Quinwood;  and 
Harvey  A.  Martin,  White  Sulphur  Springs.  Alternates, 
Eugene  J.  Morhous  and  Arnold  J.  Brody,  White  Sulphur 
Springs;  and  Robert  G.  Shirey,  Lewisburg. 

HANCOCK  (3)— Delegates,  Richard  E.  Flood,  Ray  S. 
Greco  and  David  H.  Williams,  Weirton.  Alternates, 
Dominic  A.  Brancazio,  Thomas  J.  Beynan  and  J.  L. 
Thompson,  Weirton. 

HARRISON  (5)— Delegates,  Robert  D.  Hess,  Bridge- 
port; M.  V.  Kalaycioglu,  Shinnston;  Julian  D.  Gasataya, 
Lumberport;  and  Cordell  A.  de  la  Pena,  Clarksburg. 
Alternates,  Charles  S.  Harrison,  Paul  E.  Gordon,  J.  D.  H. 
Wilson  and  Joseph  Gilman,  Clarksburg. 

KANAWHA  (17)— Delegates,  Carrel  M.  Caudill, 
Charleston;  Donald  E.  Cunningham,  St.  Albans;  W. 
Al\a  Deardorff,  Robert  L.  Ghiz,  Carl  B.  Hall,  John  M. 
Hartman,  J.  L.  Mangus,  John  B.  Markey  and  Joseph  T. 
Skaggs,  Charleston;  R.  S.  Birckhead,  Gauley  Bridge; 
William  H.  Carter  and  George  V.  Hamrick,  Charleston; 
George  W.  Hogshead,  Nitro;  and  Robert  L.  Leadbetter, 
Seigle  W.  Parks,  G.  A.  Shawkey  and  P.  A.  Tuckwiller, 
Charleston.  Alternates,  Arthur  A.  Abplanalp,  Jacques 
Charbonniez  and  John  A.  B.  Holt,  Charleston;  James  T. 
Hughes,  Ripley;  Thomas  J.  Janicki,  Thomas  S.  Knapp, 
J.  Dennis  Kugel,  Ralph  H.  Nestmann  and  Robert  E. 


O’Connor,  Charleston;  Richard  C.  Rashid,  South 
Charleston;  and  Carl  J.  Roncaglione,  Merle  S.  Scherr, 
Jose  M.  Serrato  and  John  F.  I.  Zeedick,  Charleston. 

LOGAN  (4)— Delegates,  Jorge  J.  San  Pedro,  Man;  Ray 
M.  Kessel,  Logan;  Thomas  P.  Long,  Man;  and  A.  A. 
Pelaez,  Logan. 

MARION  (4)— Delegates,  William  T.  Lawson  and 
E.  G.  Cadogan,  Fairmont.  Alternate,  Joseph  T.  Mal- 
lamo,  Fairmont. 

MARSHALL  (3)— Delegates,  Kenneth  J.  Allen,  Glen 
Dale;  David  L.  Ealy,  Moundsville;  and  E.  Y.  Baysal, 
Glen  Dale.  Alternate,  William  Paul  Bradford,  Mounds- 
ville. 

MASON  (2)— Delegates,  Antonio  G.  Sola  and  Aarom 
Boonsue,  Pt.  Pleasant.  Alternates,  John  M.  Grubb  and 
Rogelio  A.  Averion,  Pt.  Pleasant. 

McDOWELL  (3)— Delegates,  Arthur  Allen  Carr,  Free- 
man L.  Johnston  and  Charles  F.  McCord,  Welch.  Alter- 
nates, Mario  Soto  Cardona  and  Stephen  Mamick, 
Welch;  and  John  H.  Murry,  Gary. 

MERCER  (5)— Delegates,  Frank  J.  Holroyd  and  L.  J. 
Pace,  Princeton;  Sam  Milchin,  Bluefield,  Virginia;  and 
Upshur  Higginbotham  and  John  J.  Mahood,  Bluefield. 
Alternates,  David  F.  Bell,  Jr.,  R.  O.  Rogers,  Jr.,  J. 
Elliott  Blaydes,  Jr.,  and  Henry  F.  Warden,  Jr.,  Blue- 
field; and  Hawey  A.  Wells,  Jr.,  Princeton. 

MINGO  (2)— Delegates,  Charles  H.  Bruce  and  Paul  E. 
Walker,  Williamson.  Alternates,  Arthur  E.  Levy  and 
Robert  J.  Tchou,  Williamson. 

MONONGALIA  (6)— Delegates,  Barbara  Jones,  Isaiah 
A.  Wiles,  Charles  E.  Andrews,  George  A.  Curry,  Rob- 
ert L.  Smith  and  H.  Summers  Harrison,  Morgantown. 
Alternates,  David  Z.  Morgan,  Margaret  I.  Stemple, 
John  L.  Fullmer,  Lawrance  S.  Miller  and  Philip  M. 
Sprinkle,  Morgantown. 

OHIO  (8)— Delegates,  J.  N.  Aceto,  W.  E.  McNamara, 
Robert  J.  Reed,  III,  M.  D.  Reiter,  Thomas  L.  Thomas, 
Stephen  D.  Ward,  Harry'  S.  Weeks,  Jr.,  and  Robert  R. 
Weiler,  Wheeling.  Alternates,  Camilla  K.  Bauer,  W.  E. 
Ackermann,  Alfred  D.  Ghaphery,  Fernando  G.  Giustini, 
John  P.  Griffith,  Jr.,  Donald  H.  Hofreuter,  John  W. 
Kennard  and  Jess  S.  Renedo,  Wheeling. 

PARKERSBURG  ACADEMY  (7)-Delegates,  F.  Lloyd 
Blair,  Athey  R.  Lutz,  Lyle  D.  Vincent,  Dwight  P. 
Cruikshank,  Richard  W.  Corbitt,  W.  W.  Strobl  and 
Lewis  D.  Telle,  Parkersburg.  Alternates,  Susan  S. 
Gustke,  Robert  F.  Gustke,  Jose  M.  Talavera,  S.  William 
Goff  and  R.  J.  Bailey,  Parkersburg. 

POTOMAC  VALLEY  (3)-Delegates,  Esteban  Friera, 
Romney;  Rano  S.  Bofill,  Ft.  Ashby;  and  M.  F.  Towns- 
end, Petersburg.  Alternates,  Robert  W.  Bess,  Jr.,  Pied- 
mont; Dewey  F.  Bensenhaver,  Petersburg;  and  Harry  F. 
Coffman,  Keyser. 

PRESTON  (2)— Delegates,  Donald  P.  Brown,  King- 
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wood;  and  Jerome  C.  Arnett,  Rowlesburg.  Alternates, 
Del  Roy  R.  Davis,  Kingwood;  and  William  H.  Harri- 
man,  Jr.,  Terra  Alta. 

RALEIGH  (6)— Delegates,  Charles  W.  Nelson,  Jr., 
Richard  G.  Starr,  C.  Richard  Daniel,  James  A.  Gardner, 
James  A.  Barnes  and  Nicholas  D.  Zambos,  Beckley. 
Alternates,  Cordell  R.  Honrado,  Mt.  Hope;  and  Roy 
James  Yates,  John  W.  Whitlock,  Everett  B.  Wray,  Wal- 
ter Klingensmith  and  F.  Vivan  Lilly,  Beckley. 

SUMMERS  (2)— Delegates,  A.  W.  Holmes  and  Bu- 
ford W.  McNeer,  Hinton.  Alternates,  Davis  William 
Ritter  and  Jack  D.  Woodrum,  Hinton. 


TYG ART’S  VALLEY  (4)— Delegates,  Robert  R.  Rec- 
tor, Elkins;  A.  Kyle  Bush  and  T.  H.  Chang,  Philippi; 
and  P.  C.  Tampoya,  Grafton.  Alternates,  J.  R.  Wood- 
ford, Philippi;  Wallace  B.  Murphy,  Grafton;  Guy  H. 
Michael,  Jr.,  Parsons;  and  L.  H.  Nefflen,  Elkins. 

WETZEL  (2)— Delegates,  Lemoyne  Coffiekl,  New 
Martinsville;  and  Allen  M.  Dyer,  Jr.,  Pine  Grove.  Al- 
ternates, R.  F.  Miller,  Paden  City;  and  Kent  M.  Horn- 
brook,  New  Martinsville. 

WYOMING  (2)— Delegates,  Ross  E.  Newman  and 
George  F.  Fordham,  Mullens. 


Reception  Committee 

J.  L.  Mangus,  Chairman 


C.  A.  Hoffman 
Frank  J.  Plolroyd 
Richard  E.  Flood 
George  R.  Callender,  Jr. 
Harry  S.  Weeks,  Jr. 

J.  Hugh  Wiley 
A.  Thomas  McCoy 
Hawey  A.  Wells,  Jr. 
Philip  M.  Sprinkle 
Winfield  C.  John 

Albert  S.  Klainer 
Joseph  T.  Skaggs 
Herbert  H.  Pomerance 
Thomas  O.  Dotson 
M.  D.  Reiter 

Barbara  Jones 
W.  Gene  Klingberg 
George  A.  Shawkey 
James  W.  Lane 
Ralph  J.  Holloway 
Harold  N.  Kagan 


James  T.  Smith 
Robert  W.  Lowe 
Robert  L.  Ghiz 
Arthur  A.  Abplanalp 
Thomas  F.  Scott 

Carl  J.  Roncaglione 
William  E.  Gilmore 
John  M.  Hartman 
James  T.  Hughes 
William  H.  Carter 

J.  L.  Mangus 
John  J.  Mahood 
L.  J.  Pace 
Jack  Leckie 
Albert  C.  Esposito 

Richard  W.  Corbitt 
Worthy  W.  McKinney 
Seigle  W.  Parks 
J.  C.  Huffman 
George  F.  Evans 
John  T.  Chambers 
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Official  Program 
WOMAN’S  AUXILIARY 

to  the 

West  Virginia  State  Medical  Association 
50tli  Annual  Meeting 

THE  GREENBRIER 
White  Sulphur  Springs 

August  21-24,  1974 


WEDNESDAY  AFTERNOON 
August  21 

2:30— First  Session  of  the  House  of  Delegates,  State 
Medical  Association  (Chesapeake  Hall). 

Address  by  Dr.  Malcolm  C.  Todd,  President, 
American  Medical  Association. 

4:00— Pre-Convention  Board  Meeting,  Mrs.  J.  Dennis 
Kugel,  President,  presiding  (Fillmore-Van 
Buren  Rooms). 

WEDNESDAY  EVENING 

6:30-7:30— President’s  Reception  for  Honor  Guests 
(Chesapeake  Hall  Terrace). 

THURSDAY  MORNING 
August  22 

9:00— Formal  Opening  of  the  107th  Annual  Meeting 
of  the  West  Virginia  State  Medical  Associa- 
tion (Chesapeake  Hall). 

“The  Thomas  L.  Harris  Address” 

Hon.  Robert  C.  Byrd,  United  States  Senator 
from  West  Virginia. 

(Auxiliary  Members  are  Invited  to  Attend). 

9:45— Formal  Opening  of  the  Convention,  Mrs.  J.  Den- 
nis Kugel,  President,  presiding  (Fillmore-Van 
Buren  Rooms). 

Invocation— Mrs.  Claude  R.  Davisson. 

Pledge  of  Loyalty— Mrs.  Claude  R.  Davisson. 

Memorial  Service— Mrs.  Claude  R.  Davisson. 

Introduction  of  Honor  Guests. 

Presentation  of  A.  Thomas  McCoy,  M.  D.,  Presi- 
dent, West  Virginia  State  Medical  Association. 

Introduction  of  Convention  Co-Chairmen— Mrs. 
O.  M.  Harper  and  Mrs.  A.  G.  Capinpin. 

Roll  Call  of  Delegates— Mrs.  Claude  S.  Lawson. 


Convention  Rules  of  Order— Mrs.  Robert  G. 
iv  Janes. 

Treasurer’s  Report— Mrs.  J.  L.  Mangus. 

Credentials  and  Registration— Camilla  K.  Bauer, 
M.D. 

Keynote  Address— Mrs.  Howard  Liljestrand, 
President,  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association. 

Recommendations  from  Pre-Convention  Board 
Meeting— Mrs.  J.  Dennis  Kugel. 

New  Business  and  Announcements. 

Report  of  the  Nominating  Committee,  First 
Reading— Mrs.  Robert  G.  Janes. 

Election  of  1975  Nominating  Committee. 

Reports  of  Officers  and  Standing  Committee 
Chairmen  (These  reports  will  not  be  read, 
but  are  published  in  the  Annual  Reports 
Book). 

Presentation  of  Component  Auxiliary  Presidents 
by  the  Regional  Directors: 

Eastern  Region— Mrs.  E.  G.  Friera. 

Northern  Region— Mrs.  John  D.  H.  Wilson. 
Western  Region— Mrs.  D.  Sheffer  Clark. 
Southern  Region— Mrs.  John  Bryan. 

Recess. 

THURSDAY  AFTERNOON 

2:00— Bridge  (Trellis  Lobby),  Hostess,  Marion  County, 
Mrs.  Harry  C.  Fleming,  Chairman. 

FRIDAY  MORNING 
August  23 

8:00— Past  President’s  Breakfast,  Mrs.  Robert  G.  Janes, 
Immediate  Past  President,  presiding  (Virginia 
Room). 

9:45— Second  General  Session— Mrs.  J.  Dennis  Kugel, 
President,  presiding. 

Introduction  of  Honor  Guests. 

Roll  Call  of  Delegates— Mrs.  Claude  S.  Lawson. 

Report  of  Reading  Committee— Mrs.  Gary  G. 
Gilbert. 

Reports  of  Convention  Committees: 

Finance— Mrs.  Charles  E.  Andrews. 

Credentials  and  Registration— Mrs.  O.  M. 
Harper. 

Press  and  Publicity— Mrs.  John  E.  McKenzie. 
Presentation  of  AMA-ERF  Awards. 

Associate  Dean  David  Z.  Morgan,  West  Virginia 
University  School  of  Medicine;  Mrs.  Robert  R. 
Weiler,  State  Chairman;  and  Mrs.  William  J. 
Reardon,  Eastern  Regional  AMA-ERF  Chair- 
man. 
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Address— Mrs.  W.  Nash  Thompson,  President, 
Woman’s  Auxiliary  to  the  Southern  Medical 
Association. 

Unfinished  Business. 

Report  of  1974  Nominating  Committee,  Second 
Reading— Mrs.  Robert  G.  Janes. 

Election  of  Officers. 

Installation  of  Officers— Mrs.  Howard  J.  Lil- 
jestrand,  President,  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

Presentation  of  President’s  Pin  and  Gavel— Mrs. 
J.  Dennis  Kugel. 

Presentation  of  Past  President’s  Pin— Mrs.  Robert 
G.  Janes. 

Inaugural  Address— Mrs.  William  T.  Lawson. 

Announcements 

Adjournment. 

FRIDAY  AFTERNOON 

2:00— Golf  Tournament— Hostess,  Harrison  County, 
Mrs.  Charles  S.  Harrison,  Chairman. 

Tennis  Tournament— Hostess,  Kanawha  County, 
Mrs.  Thomas  J.  Janicki,  Chairman. 


FRIDAY  EVENING 

10:00— 50th  Anniversary  Ball— Hostess,  Raleigh  County, 
Mrs.  R.  James  Yates,  Chairman  (Colonial  Hall). 

SATURDAY  MORNING 
August  24 

10:00— Post-Convention  Conference  and  Board  Meeting 
—Mrs.  William  T.  Lawson,  President,  presid- 
ing (Fillmore-Van  Buren  Rooms). 

SATURDAY  AFTERNOON 

2:30— Second  and  Final  Session  of  the  House  of  Dele- 
gates of  the  State  Medical  Association  (Chesa- 
peake Hall). 

Presidential  Address— A.  Thomas  McCoy,  M.D. 

Installation  of  William  E.  Gilmore,  M.  D.,  as 
1974-75  President  of  the  West  Virginia  State 
Medical  Association. 

(Auxiliary  Members  are  Invited  to  Attend). 

SATURDAY  EVENING 

6:30-7:30— Cocktail  Party  and  Reception  Honoring  the 
Officers  of  the  West  Virginia  State  Medical  As- 
sociation (Chesapeake  Hall  Terrace). 
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SCIENTIFIC  EXHIBITS 


AMERICAN  CANCER  SOCIETY 
West  Virginia  Division,  Inc. 

“CONTROL  OF  CANCER  OF  THE  UTERINE 
CORPUS.”  This  exhibit  points  out  the  unchanging 
mortality  rate  from  cancer  of  the  uterine  corpus,  and 
the  need  for  early  diagnosis  as  the  key  to  better  con- 
trol. It  emphasizes  the  importance  of  a histologic  ex- 
amination of  the  endometrium  in  order  to  detect  the 
precursors  of  this  disease,  and  presents  a flow  chart 
for  management  of  the  high  risk  patient. 

Patricia  F.  Haye,  Program  Director. 

RLUE  CROSS  HOSPITAL  SERVICE,  INC.  AND 

BLUE  SHIELD  OF  SOUTHERN  W.  VA.,  INC. 

This  exhibit  will  explain  the  new  automated  utiliza- 
tion review  program  the  plans  have  instituted  for  hos- 
pitalized private-pay  subscribers. 

C.  Judson  Pearson,  President,  and  L.  G.  Bowling, 
Director  of  Research. 

SOUTHERN  MEDICAL  ASSOCIATION 

“DIAL  ACCESS  CANCER  INFORMATION  CEN- 
TER.” The  Dial  Access  System  makes  available  toll-free 
telephone  calls  for  physicians  and  other  health  practi- 
tioners to  obtain  the  most  recent  diagnostic  and  ther- 
apeutic information  on  specific  neoplastic  disease  prob- 
lems. This  type  of  information  may  direct  patients  on 
a course  toward  control  of  their  cancer.  The  calls  go 
to  tape  cartridge  players  carrying  some  200  various 
narrations  authored  by  members  of  the  SMA  who  have 
expertise  in  the  study  and  management  of  various 
types  of  cancer,  and  the  M.  D.  Anderson  Hospital  and 
Tumor  Institute  (MDA)  staff  in  Houston. 

Roy  B.  Evans,  Jr.,  Assistant  Executive  Director. 

STATE  COMPREHENSIVE 
HEALTH  PLANNING  AGENCY 

“COMPREHENSIVE  HEALTH  PLANNING.”  This 
exhibit  will  offer  materials  and  information  about  the 
development  of  CHP  in  the  United  States,  West  Vir- 
ginia and  in  each  of  the  11  regions  of  the  State.  Staff 
members  and  others  knowledgeable  about  the  subject 
will  be  at  the  exhibit  at  all  times  to  answer  questions 
and  receive  suggestions.  Physicians  will  have  the  op- 
portunity to  be  informed  about  the  new  responsibilities 
assigned  to  CHP  agencies  by  federal  legislation. 

Harry  A.  Stansbury,  Jr.,  Ph.  D.,  Director;  Alfred 
Broadhead,  Planner  IV,  and  Gary  Richards,  Planner  III. 

THE  MYERS  CLINIC-BROADDUS  HOSPITAL 

“PATHOLOGY  OF  THE  HEART.”  This  exhibit 
presents  a concise  study  of  cardiac  pathology,  utilizing 


statistics,  gross  specimen  slides  and  photomicrographs. 
Cardiac  conditions  are  shown  with  special  emphasis 
being  placed  on  arteriosclerotic  heart  disease. 

F.  R.  Franyutti,  M.  D.;  and  J.  Richard  Crawford. 

U.  S.  SOCIAL  SECURITY  ADMINISTRATION 

“YOUR  SOCIAL  SECURITY.”  Before  you  or  your 
family  can  get  any  Social  Security  checks,  you  must 
apply  for  them.  Get  in  touch  with  any  Social  Security 
office  if:  You’re  unable  to  work  because  of  an  illness  or 
injury  that  is  expected  to  last  a year  or  longer.  You’re 
62  or  older  and  plan  to  retire.  You’re  within  two  or 
three  months  of  65  even  if  you  don’t  plan  to  retire. 
Someone  in  your  family  dies.  It’s  important  for  you  to 
call,  visit  or  write  any  Social  Security  office  before  you 
reach  65,  not  only  about  retirement  checks,  but  also 
about  Medicare,  which  is  available  whether  or  not 
you  retire. 

Christine  W.  Elliott,  Manager;  Kenneth  White,  Op- 
erations Supervisor,  and  James  H.  Swaim,  Field  Rep- 
resentative. 

WEST  VIRGINIA  DEPARTMENT  OF  WELFARE 
Division  of  Medical  Care  (Medicaid) 

“MEDICAID  - MEDICALLY  NEEDY.”  The  West 
Virginia  Medicaid  Program  administered  by  the  De- 
partment of  Welfare  is  expanding  eligibility  to  in- 
clude low  income  medically  indigent  individuals.  It  is 
anticipated  that  an  additional  100,000  West  Virginians 
will  become  eligible  for  Medicaid  coverage.  This  year’s 
exhibit  will  be  devoted  to  an  illustration  of  the  De- 
partment’s eligibility  determination  procedures  reflect- 
ing income  and  asset  levels  with  an  explanation  of 
“spend-down”  and  other  related  information.  Exhibit 
emphasis  will  be  with  respect  to  eligibility  requirements 
as  Medicaid  Program  coverage  will  remain  unchanged 
for  the  newly  eligible  medically  indigent  group.  A 
general  understanding  of  the  eligibility  principles  will 
help  physicians  in  their  delivery  of  medical  care  to 
Medicaid  patients. 

WEST  VIRGINIA  MEDICAL  INSTITUTE,  INC. 

This  exhibit  will  depict  the  current  and  developing 
activities  of  the  Institute. 

Charles  R.  Lewis,  Executive  Director. 

WEST  VIRGINIA  REGIONAL 
MEDICAL  PROGRAM 

“THE  PAS  SYSTEM:  YOUR  TOOL  FOR  PATIENT 
CARE  EVALUATION.”  A table  top  display  telling 
what  PAS  is  and  how  it  can  help. 

Warren  H.  Moss,  Project  Specialist. 
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WEST  VIRGINIA  LUNG  ASSOCIATION 

“Ho  U-C  International  Classification  of  Pneumo- 
conioses." These  slides  which  will  be  shown  are  from 
the  International  Tuberculosis  Conference  held  in 
Switzerland  in  1971. 

Melvin  H.  Lively,  Executive  Director. 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 

“IDENTIFICATION,  DIAGNOSIS  AND  MANAGE- 
MENT OF  GONOCOCCAL  INFECTIONS.’’  Gonor- 
rhea is  the  number  one  communicable  disease  problem 
today.  This  exhibit  will  up-date  the  practicing  physician 
on  the  currently  accepted  medical  philosophy  for  man- 
aging gonorrhea  patients.  The  15  to  20-minute  auto- 
tutor designed  program  permits  the  physician  to  pro- 
gress at  his  own  speed.  Three  auto-tutors  will  be  avail- 
able. Personnel  will  be  present  to  assist  with  the  ma- 
chine operation  if  needed  and  to  discuss  the  West 
Virginia  venereal  disease  problem  and  the  steps  being 
taken  to  control  these  diseases. 

Ronald  G.  Bryant,  Director,  Bureau  of  Venereal  Dis- 
ease Control;  and  Thomas  Nuzum  and  Robert  Pinker- 
ton, VD  Representatives. 

WEST  VIRGINIA  AFFILIATE, 
AMERICAN  HEART  ASSOCIATION 

‘'HYPERTENSION.”  The  exhibit  will  consist  of  con- 
tinuous slides  and  tapes  on  the  “Modern  Pharmaco- 
logical Management  of  Systemic  Hypertension,’’  a panel 
exhibit,  and  literature  on  “Recommended  Anti-Hyper- 
tension Regimens  for  Groups  with  Varyingly  Severe 
Hypertension  as  Indicated  by  Diastolic  Pressure  (in 
M M Hg.).”  Nurses  will  be  present  between  10  A.  M. 
and  12  P.  M.  Thursday  and  Friday  to  take  blood  pres- 
sures of  members  and  their  families. 

Charles  E.  Sikorski,  Executive  Director,  and  Mrs. 
Deloris  Kidd,  Field  Director,  South  Central,  West  Vir- 
ginia Affiliate. 

WEST  VIRGINIA  DEPARTMENT 
OF  MENTAL  HEALTH 

“MENTAL  HEALTH  EDUCATION.”  The  exhibit 


will  feature  two  films,  “The  Social  Seminar”  and  “One 
to  Grow  On,”  dealing  with  mental  health  in  the  class- 
room. For  distribution  will  be  the  new  Mental  Health 
Code  Revision  (H.  B.  910),  the  “Child’s  Bill  of  Rights,” 
and  “The  Social  Seminar”  and  “One  to  Grow  On”  bro- 
chures. Display  items  will  include  “A  Guide  to  Drug 
Abuse  Education”  and  information  materials,  and  a 
step-by-step  procedure  for  Mental  Health  Code  revi- 
sion. 

Blaine  P.  Dowler,  Coordinator,  Division  of  Mental 
Health  Education;  Wayne  Dawson,  Educational  Con- 
sultant, Division  of  Mental  Health  Education,  and 
Robert  D.  Kerns,  Ph.  D.,  Director,  Division  of  Profes- 
sional Services. 

WEST  VIRGINIA  ACADEMY  OF 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

“THE  EYE  AND  EAR  IN  MULTIPHASIC  HEALTH 
TESTING.”  A suitable  battery  of  screening  tests  for 
eye  and  ear  function  will  be  demonstrated  by  approp- 
riate technicians.  Members  of  the  West  Virginia  State 
Medical  Association  and  their  families  and  guests  will 
be  eligible  for  the  testing  program  at  no  charge.  The 
eye  screening  will  include  tests  for  visual  acuity,  ocu- 
lar muscle  balance  fusion,  stereopsis,  dominance,  color 
vision,  visual  fields,  intra-ocular  pressure,  and  refrac- 
tive error.  The  ear  testing  will  include  ntoscopic  ex- 
amination of  the  ear  canal,  compliance  measurements 
of  the  tympanic  membrane  and  middle  ear  system,  and 
puretone  audiometric  thresholds. 

Ralph  W.  Ryan,  M.  D.,  President-Elect,  American 
Association  of  Ophthalmology;  and  Robert  C.  Cody, 
M.  A.,  Assistant  Professor  and  Director  of  Audiology, 
West  Virginia  University  Medical  Center. 

WEST  VIRGINIA  UNIVERSITY  COOPERATIVE 
EXTENSION  SERVICE— 4-H  PROGRAMS 

“4-H  HEALTH  PROGRAMS.”  The  health  programs 
developed  by  WVU  throughout  the  Stale  for  use  in 
the  educational  development  of  youth  are  depicted. 
The  emphasis  for  this  exhibit  will  be  the  1974-75  eye 
health  program,  “Eyes  Right.” 

C.  Sue  Cecil,  Extension  Specialist— 4-H  Programs, 
West  Virginia  University. 


August,  1974,  Vol.  70,  No.  8 


211 


ANNUAL  REPORTS 


Cancer  Committee 

A meeting  of  the  Cancer  Committee  was  held  at 
The  Greenbrier  on  August  24,  1973,  during  the  106th 
Annual  Meeting  of  the  West  Virginia  State  Medi- 
cal Association. 

In  addition  to  your  Chairman,  other  members  of  the 
Committee  present  included  Drs.  F.  Lloyd  Blair  of 
Parkersburg,  L.  Walter  Fix  of  Martinsburg,  William  E. 
Gilmore  of  Parkersburg,  David  B.  Gray  of  Charleston, 
Hu  C.  M yers  of  Philippi,  and  John  W.  Trenton  of 
Kingwood. 

Guests  at  the  meeting  included  Dr.  N.  H.  Dyer, 
Director  of  the  State  Department  of  Health;  Dr.  Wil- 
liam L.  Cooke,  Director  of  the  Disease  Control  Divi- 
sion of  the  State  Department  of  Health:  Mr.  Thorold 
S.  Funk,  Director  of  the  Division  of  Vocational  Re- 
habilitation; Dr.  Leslie  F.  McCoy,  Director  of  Medi- 
cal Services  for  Vocational  Rehabilitation;  and  Mr. 
Ora  Winship,  Jr.,  Staff  Associate,  West  Virginia  Hos- 
pital Association. 

Doctor  Dyer  reported  the  following  statistics  on 
Cancer  Control:  465  patients  requested  and  received 
financial  help;  147  patients  were  refused  care  be- 
cause of  advanced  disease;  the  surgery  fee  schedule 
increased  to  $200  for  major  surgery  and  Cobalt  in- 
creased to  $10  with  a slight  increase  in  other  radiol- 
ogy services. 

During  1972,  4,292  new  cases  were  added  to  the 
Central  Cancer  Registry. 

Mr.  Winship,  reporting  for  the  State  Hospital  As- 
sociation, indicated  Recaps  of  a Tumor  Registry  Sur- 
vey in  the  State  of  West  Virginia  showed  only  three 
cancer  registries  operated  as  a separate  unit  from 
medical  records.  The  cost  statewide  was  over  $120,000 
for  operation  of  registries.  Doctor  Gray  pointed  out 
the  need  to  document  the  benefits  to  the  patient  of 
a cancer  registry.  He  feels  that  the  interest  of  physi- 
cians in  local  programs  and  registries  is  improving. 

Mr.  Funk  reported  Rehabilitation  participation  in 
care  of  the  cancer  patient  is  improving  with  more 
patients  being  cared  for  this  year  than  last.  Care  of 
cancer  patients  is  assuming  greater  importance  in 
the  Rehabilitation  Program. 

Doctor  McCoy  emphasized  the  use  of  the  registry 
in  determination  of  patients  eligible  for  rehabilita- 
tion. The  Cancer  Committee  wishes  to  commend  Mr. 
Funk  and  his  group  for  their  interest  in  the  care  of 
the  cancer  patient. 

Doctor  Gilmore  commented  on  the  West  Virginia 
Division  of  the  American  Cancer  Society  Professional 
Education  Program.  He  said  the  Ostomy  groups,  Uter- 
ine Cancer  Task  Force  as  well  as  the  Reach  to  Re- 


covery program  are  increasing  and  very  effective.  He 
also  commended  the  “Lost  Chord  Club.” 


June  5,  1974 


Respectfully  submitted, 
Alvin  L.  Watne,  M.  D. 
Chainnan 


Insurance  Committee 

Two  developments  have  occurred  that  have  a sig- 
nificant bearing  on  the  operation  of  the  State  Med- 
ical Association’s  Group  Insurance  Program.  The  first 
is  the  development  and  publciation  of  the  “Computer 
Audit.”  Our  State  Association  sponsors  eight  separate 
Group  Insurance  Plans.  A substantial  percentage  of 
the  membership  participates  in  all  or  most  of  the  Plans 
offered.  The  “Computer  Audit”  furnishes  each  par- 
ticipating member  a record  of  his  insurance  includ- 
ing the  benefits  payable,  a brief  description  of  his 
coverage,  his  premiums  and  due  dates  of  each.  It 
provides  a coordinated  picture  of  the  Plans  available 
. . . and  exposes  any  gaps  in  a member’s  Program. 
An  accompanying  card  enables  him  to  request  in- 
formation on  any  plan  in  which  he  may  be  interested. 

Since  publication  of  the  “Audit,”  our  Resident  Ad- 
ministrator has  received  a substantial  response  re- 
questing information  on  various  plans.  The  “Com- 
puter Audit”  meets  a need  and  is  fulfilling  a valu- 
able service  in  the  function  of  our  Group  Program. 

Another  important  development  is  pending  Univer- 
sal Health  Care  legislation,  essentially  designed  to 
cover  all  of  the  populace  at  least  at  a basic  level. 
It  appears  now,  after  more  than  10  years,  that  the 
various  exponents  of  a Universal  Health  Care  Plan 
have  at  last  come  to  a consensus. 

It  is  now  the  informed  opinion  of  Congressional 
leaders  that  a bill  will  be  reported  either  at  the  end 
of  this  year  or  the  beginning  of  next.  The  full  im- 
plementation will  require  some  time.  The  exact  final 
coverage  has  not  yet  been  agreed  upon  by  the  in- 
volved parties.  However,  all  the  plans  thus  far  ad- 
vanced, including  the  general  guidelines  now  agreed 
upon,  leave  substantial  margins  between  the  benefits 
payable  under  a Universal  Health  Care  Plan  and  the 
type  of  coverage  most  of  us  need  and  want  for  the 
adequate  protection  of  ourselves  and  our  families.  Ac- 
cordingly, when  the  bill  finally  becomes  law,  the 
Association’s  present  Family  Major  Hospital  Plan  will 
be  carefully  reviewed.  A new  plan  will  be  designed 
for  adequate  protection  ...  to  meet  the  needs  of 
our  members  and  their  families. 

Malpractice  and  malpractice  coverage  continues  to 
present  problems.  The  upward  trend  of  claims,  both 
in  frequency  and  amount,  must  be  faced  and  dealt 
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with  in  the  best  interest  of  our  members.  On  a com- 
parative basis,  our  Program  is  as  good  as  any  and 
better  than  most.  Nationally,  companies  have  with- 
drawn from  several  states  or  threatened  to  do  so. 
The  Aetna  continues  to  provide  our  membership  a 
viable  market  and  adequate  coverage. 

In  another  area,  the  Medical  Liability  Commission 
is  now  a reality.  A meeting  will  be  held  within  the 
next  three  weeks  to  name  an  Executive  Director  with 
headquarters  in  Chicago.  This  Commission  is  made 
up  of  supporting  members  of  the  following  organiza- 
tions: 

American  Academy  of  Dermatology 
American  Academy  of  Family  Physicians 
American  Academy  of  Neurology 
American  Academy  of  Orthopaedic  Suigeons 
American  Academy  of  Pediatrics 
American  Academy  of  Physical  Medicine 
and  Rehabilitation 

American  Association  of  Neurological  Surgeons 
American  College  of  Obstetricians  and 
Gynecologists 

American  College  of  Physicians 
American  College  of  Radiology 
American  College  of  Surgeons 
American  Dental  Association 
American  Hospital  Association 
American  Medical  Association 
American  Psychiatric  Association 
American  Society  of  Anesthesiologists 
American  Society  of  Internal  Medicine 
American  Society  of  Plastic  and 
Reconstructive  Surgeons 
American  Urological  Association 
College  of  American  Pathologists 
Society  of  Thoracic  Surgeons 

The  charge  of  this  body  is  to  attempt  to  alleviate 
and  possibly  cure  the  malpractice  problem  in  this 
country  which  is  adding  so  much  directly  and  in- 
directly to  the  cost  of  medical  care. 

Respectfully  submitted, 

Charles  A.  Hoffman,  M.  D. 

Chairman 

Andrew  J.  Barger,  M.  D. 

James  A.  Barnes,  M.  D. 

Robert  L.  Chamberlain,  M.  D. 

John  T.  Chambers,  M.  D. 

R.  U.  Drinkard,  M.  D. 

A.  C.  Esposito,  M.  D. 

F.  Perry  Greene,  Jr.  M.  D. 

Upshur  Higginbotham,  M.  D. 

Kenneth  C.  MacDonald,  M.  D. 

Buford  W.  McNeer,  M.  D. 

J.  C.  Pickett,  M.  D. 

Robert  S.  Robbins,  M.  D. 

C.  Vincent  Townsend,  M.  D. 

June  1,  1974 


Venereal  Disease  Committee 

A breakfast  meeting  of  the  Veneral  Disease  Com- 
mittee was  held  at  Oglebay  Park  in  Wheeling  on  June 
6,  1974.  The  following  members  of  the  Committee 
were  present:  Drs.  N.  H.  Dyer,  Chairman;  and  Thomas 
L.  Thomas  of  Wheeling;  M.  A.  Viggiano  of  New  Mar- 
tinsville; Lyle  D.  Vincent  of  Parkersburg;  and  I.  A. 
Wiles  of  Morgantown. 

Also  in  attendance  were  Mr.  Ronald  G.  Bryant,  Di- 
rector of  the  Bureau  of  Venereal  Disease  Control 
of  the  State  Health  Department;  and  Mr.  Joseph  Car- 
ter, Deputy  Regional  Program  Director  of  Disease  Con- 
trol. 

Doctor  N.  H.  Dyer,  Chairman,  opened  the  session 
by  reflecting  on  the  subject  matter  covered  during  the 
immediate  past  committee  meeting,  its  recent  accom- 
plishments, and  the  change  in  the  Committee’s  name 
from  Syphilis  Committee  to  Venereal  Disease  Commit- 
tee to  make  it  more  representative  of  the  responsibili- 
ties of  this  group. 

Discussion  involved  considering  the  increased  occur- 
rence of  venereal  disease  among  the  teen-age  popula- 
tion in  the  State  and  the  fact  that  many  more  of 
this  age  group  are  seeking  medical  evaluations  for 
venereal  disease,  since  the  legislature’s  action  which 
amended  the  law  to  permit  diagnosing  and  treatment 
of  minors  without  parental  or  guardian  consent.  The 
Committee  was  instrumental  in  the  drafting  of  the 
amendment  and  actively  supported  its  passage. 

Several  topics  of  new  business  were  considered  by 
the  Committee: 

(1)  Change  in  the  Minor  Legislation  of  1971.  Doc- 
tor Vincent  stated  that  some  hospitals  felt  that  the 
institutions  were  not  free  from  libel  for  a minor  treat- 
ed by  a physician  in  their  facilities.  One  hospital  con- 
cerned about  the  liability  factor  of  treating  without 
parental  consent  requested  an  interpretation  by  their 
hospital  attorney  who  concluded  that  the  hospital  could 
be  held  libel.  Doctor  Dyer  suggested  an  Attorney  Gen- 
eral’s opinion  in  this  matter.  Doctor  Thomas  moved 
that  an  interpretation  be  requested  from  the  Office 
of  the  Attorney  General,  and  the  motion  was  sec- 
onded by  Doctor  Vincent. 

(2)  Epidemiologic  Treatment  of  Known  Sexual  Con- 
tacts to  Infectious  Venereal  Disease  and  Its  Importance 
to  Control.  During  the  past  year  in  West  Virginia,  less 
than  80  per  cent  of  the  sexual  contacts  of  gonorrhea 
cases  interviewed  were  recorded  as  epidemiologically 
treated.  Evidence  indicates  that  the  practice  of  pre- 
ventively treating  to  abort  the  development  of  venereal 
disease  in  asymptomless  document  contacts  to  curtail 
the  spread  of  infection  often  is  not  applied  by  the  prac- 
ticing physicians  in  the  State.  Studies  reveal  that  10  to 
30  per  cent  of  the  persons  exposed  to  early  syphilis  will 
become  infected  if  not  epidemiologically  treated  at  the 
time  of  clinical  examination  as  a contact  to  this  disease 
and  will  in  turn  pass  it  on  to  others  before  realizing 
infectiousness. 

It  is  reasonable  to  expect  a much  higher  rate  among 
those  exposed  to  gonorrhea  infections  in  the  absence 
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of  preventive  treatment,  since  the  wide  use  of  the 
“pill”  provides  the  female  practically  a 100  per  cent 
chance  of  contracting  gonorrhea  if  exposed  to  an  in- 
fected sexual  partner.  By  far  the  greatest  reason  ex- 
pressed by  physicians  for  hesitating  to  participate  in 
tin's  preventive  technique  is  the  concern  about  admin- 
istering drugs  when  there  is  no  manifested  evidence 
of  disease. 


However,  the  treatment  of  persons  exposed  to  infec- 
tious cases  of  syphilis  and  gonorrhea  remains  one  of 
the  most  important  ways  to  control  these  two  diseases. 
In  the  view  of  many  national  and  state  medical  author- 
ities, an  appropriate  article  on  the  subject,  written  by 
Dr.  R.  R.  Wilcox,  appears  in  the  April  1973  issue  of 
the  British  Journal  of  Venereal  Disease  entitled,  “Epi- 
demiological Treatment  in  Venereal  Disease  Other  Than 
Syphilis.”  A quote  from  page  121  states,  “Many  of  the 
opponents  in  principle  of  epidemiological  treatment  will 
nevertheless  be  tempted  to  give  such  treatment,  and 
even  post-exposure  prophylactic  treatment  also,  to  in- 
dividuals listed  below,  and  some  may  even  succumb 
to  the  temptation: 


Themselves 
Their  mistresses 
Their  friends 
Their  accountant 
Their  bank  manager 
Private  patients 


Bishops  and  clergy 
High  trade  union  officials 
Senior  health  administrators 
Their  medical  colleagues 
(and  relatives) 

Their  wives  and  family 


A number  of  West  Virginia  physicians  have  interp- 
reted the  minor  venereal  disease  legislation  of  1971  as 


providing  the  necessary'  safeguard  to  the  medical  person 
for  the  epidemiologic  treatment  of  minors.  It  was  the 
consensus  of  the  Committee  that  all  that  is  needed  to 
epidejniologically  treat  adults  then  is  the  individual’s 
consent.  The  Committee  generally  agreed  that  epidem- 
iologic treatment  was  an  important  factor  to  the  con- 
trol of  venereal  disease;  however,  it  was  decided  to 
delay  action  for  further  study  and  observation. 

(3)  Updating  the  Physician  on  Current  Venereal  Di- 
sease Chemotherapy.  Members  of  the  Committee  ex- 
pressed serious  concern  about  the  confusion  among 
the  medical  professionals  regarding  the  currently  rec- 
ommended Chemotherapy  for  the  venereal  disease, 
particularly  gonorrhea  and  syphilis.  It  is  feared  that 
some  treatment  regimens  of  20  years  ago,  now  sub- 
therapeutic,  are  still  being  used.  Doctor  Wiles’  motion, 
which  carried,  urged  that  the  State  Medical  Association 
take  up  this  matter  and  use  every'  avenue  of  communi- 
cations to  keep  the  physicians  continuously  informed 
of  the  current  treatment  regimen  recommended  for  the 
venereal  diseases. 

The  Committee  adjourned  with  a tentative  plan  to 
convene  again  during  the  107th  Annual  Meeting  of 
the  State  Medical  Association  in  August,  1974. 

Respectfully  submitted, 

N.  H.  Dyer,  M.  D. 

Chairman 

June  13,  1974 
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AUGUST  21-24,  1974 

PLAN  NOW  TO  ATTEND 
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A former  Professor  of  Pathology  at  the  University  of 
Iowa  has  been  named  Chairman  of  the  Depart- 
ment of  Pathology  at  West  Virginia  University  School 
of  Medicine. 

Dr.  Nathaniel  Fulford  Rodman,  whose  appointment 
was  effective  July  1,  succeeds  Dr.  Milton  A.  Hales, 
who  will  remain  on  the  faculty  as  Professor  of  Path- 
ology- 

A native  of  Norfolk, 

Virginia,  Doctor  Rodman 
attended  Massachusetts 
Institute  of  Technology 
and  was  graduated  from 
Princeton  University.  He 
received  his  M.D.  degree 
from  the  University  of 
Pennsylvania. 

After  serving  his  intern- 
ship at  Lankenau  Hospital 
in  Philadelphia,  he  com- 
pleted one  year  as  a fel- 
low and  resident  in  path-  Nathaniel  F.  Rodman,  M.D. 
ology  at  the  University  of 

North  Carolina  before  a second  tour  of  duty  with  the 
U.  S.  Navy. 

Returning  to  North  Carolina  in  1955,  he  completed 
his  residency  and  remained  on  the  faculty  of  that  uni- 
versity until  he  went  to  the  University  of  Iowa  in  1970. 

Doctor  Rodman  is  the  author  or  co-author  of  more 
than  40  papers,  many  detailing  his  research  in  the 
area  of  thrombosis  and  hemorrhage  with  particular 
emphasis  on  the  role  of  the  blood  platelet. 

He  is  a member  of  13  professional  and  learned  so- 
cieties including  Alpha  Chi  Sigma,  Sigma  Xi,  the  Elec- 
tron Microscopy  Society  of  America,  the  American  So- 
ciety for  Experimental  Pathology,  the  International 
Academy  of  Pathology,  and  the  International  Society 
on  Thrombosis  and  Haemostasis. 

In  1968-70,  he  was  the  recipient  of  a National  Heart 
and  Lung  Institute  Research  Career  Development 
Award. 

He  also  served  as  associate  editor  on  two  publications 
devoted  to  his  field  of  research. 

Scottish  Surgeon  Joins  WVU  Faculty 

A Scottish  surgeon,  who  was  a visiting  lecturer  in 
the  West  Virginia  University  School  of  Medicine  five 
years  ago,  has  been  appointed  to  the  faculty  of  the 
Division  of  Otolaryngology. 

Dr.  Arnold  George  Maran,  Professor  of  Surgery, 
comes  to  WVU  from  the  University  of  Dundee  and 


• Compiled  from  material  furnished  by  Mr*.  Mary 
Ellin  Wylie,  Director,  Medical  Center  Newt  and 
Information  Services,  Morgantown,  W.  Va. 


Dundee  Royal  Infirmary,  where  he  has  served  as  Senior 
Lecturer  and  Consultant  in  Otolaryngology  since  1967. 
During  this  time,  he  also  was  Visiting  Consultant 
Otolaryngologist  at  Maryfield  Hospital  in  Dundee  and 
at  Arbroath  Infirmary. 

A graduate  of  Daniel  Stewart’s  College  in  Edin- 
burgh, he  received  his  medical  and  specialty  training 
at  Edinburgh  University  and  at  the  University  of  Iowa 
where  he  was  a Fellow  in  head  and  neck  surgery. 

He  has  done  wide  research  on  the  causes  and  treat- 
ment of  vertigo  resulting  from  middle  ear  involvement 
and  has  worked  extensively  with  the  problems  of  the 
deaf  child.  Since  his  training  in  the  United  States,  his 
main  area  of  interest  has  been  head  and  neck  surgery, 
particularly  tumor  surgery  and  plastic  reconstruction. 
He  is  a founder  member  of  the  British  Association  of 
Head  and  Neck  Oncologists,  which  was  established 
in  1970. 

His  research  and  experience  have  been  reported  in 
a number  of  medical  journals  and  in  papers  presented 
to  national  and  international  societies.  He  has  also 
spent  time  at  E.  N.  T.  centers  in  Italy,  Holland,  Bel- 
gium, Germany  and  Scandinavia  as  well  as  in  the  larger 
cities  of  the  United  States. 

He  is  a member  of  the  Scottish  Otolaryngological 
Society  and  several  British  and  American  associations 
of  head  and  neck  surgeons. 

Pharmacologist  Receives  Award 

A West  Virginia  University  School  of  Medicine  as- 
sistant professor  has  received  a Faculty  Development 
Award  in  Pharmacology  from  the  Pharmaceutical  Man- 
ufacturers Association  Foundation.  He  is  Dr.  Michael 
G.  Mawhinney,  holder  of  a joint  appointment  in  the 
Department  of  Pharmacology  and  the  Department  of 
Surgery’s  Division  of  Urology. 

The  award,  which  was  effective  July  1,  is  for  a 
two-year  period  and  will  provide  salary  and  fringe 
benefits  support. 

Offered  for  the  first  time  last  year  by  the  Founda- 
tion, the  awards  go  to  selected  junior  faculty  members 
committed  to  careers  in  pharmacology  who  give  promise 
of  outstanding  accomplishments. 

Doctor  Mawhinney,  a graduate  of  Grove  City  (Pa.) 
College,  received  M.S.  and  Ph.D.  degrees  in  pharma- 
cology from  WVU.  He  joined  the  faculty  in  1971. 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF 


William  D.  Keck,  M.  D. 

Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 

James  P.  King,  M.  D. 


Delano  W.  Bolter,  M.  D. 
Edward  E.  Cale,  M.  D. 
Terkild  Vinding,  M.  D. 
(Emeritus) 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Carl  McGraw,  Ph.  D. 
Allen  S.  Rowe,  Ph.  D. 


George  K.  White,  Administrator 
Richard  A.  Kennedy  Jr., 

Asst.  Administrator 


WELCH  ALLYN,  INC. 

Skaneateles  Falls,  N.  Y 13153 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

• Twice  the  light  intensity  of  conventional 
instruments 

• Twice  the  life  between  lamp  replacements 

• Superior  color  fidelity — closer  to  natural 
sunlight 

• Higher  percentage  of  initial  output  throughout 
lamp  life 

• Distinctive  black  chrome  rechargeable 
battery  handles 


0 

WELCH 

V- 

ALLYN 

Ask  for  a demonstration. 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

51)  BROOKS  STREET  344-3554 

CHARLESTON,  WEST  VIRGINIA 


The  Month 


in  Washington 


THE  humdrum  hearings  on  national  health  insur- 
surance  (NHI)  before  the  House  Ways  and  Means 
Committee  got  something  of  a lift  when  the  long-absent 
Chairman,  Wilbur  D.  Mills,  (D-Ark.),  unexpectedly 
showed  up  one  Friday  in  mid-June  and  announced 
that  whatever  bill  his  committee  approves  undoubtedly 
would  not  look  like  any  single  bill  presently  under 
consideration. 

This  pronouncement  from  the  august  Chairman  im- 
mediately gave  rise  to  the  belief  that  closed  door  talks 
may  be  going  on  among  committee  members  in  an 
effort  to  hack  out  a compromise  bill  that  could  secure 
congressional  enactment  this  year. 

But  the  startling  lack  of  interest  evident  in  the 
House  Ways  and  Means  Committee  hearings— only  two 
or  three  members  attending  each  hearing  and  Chair- 
man Mills  showing  up  for  just  the  second  time  in 
months— and  the  indefinite  postponement  of  Senate 
Finance  Committee  hearings  would  seem  to  say  the 
Congress  is  not  busting  its  britches  to  pass  a NHI  bill 
this  year. 

Mills  said  his  own  plan  (Mills-Kennedy)  “doesn’t  do 
everything  I would  like  it  to  do.”  He  said,  however,  he 
believes  the  method  of  reimbursing  physicians  under 
Mills-Kennedy  is  better  than  under  Medicare.  It  would 
eliminate  the  apparent  discrimination  between  the  city 
physician  and  the  rural  physician,  Mills  believes. 

He  declared  his  primary  concern  is  that  the  poor 
receive  at  least  as  good  medical  services  as  the  rest  of 
the  people.  Referring  to  the  compromise  with  Kennedy, 
he  said,  “we  were  trying  to  lay  before  the  public  a 
program  we  thought  had  a chance  to  pass.”  He  said 
he  wanted  to  avoid  a bill  that  “would  provide  nothing 
more  than  catastrophic,”  which  would  cover  only  five 
per  cent  of  the  need.  The  compromise  is  subject  to 
further  compromise,  Mills  said.  Catastrophic  is  the 
roof,  and  “we  need  the  floor  and  walls  along  with  the 
roof.” 

Mills  said  his  intent  with  the  Mills-Kennedy  com- 
promise NHI  bill  was  not  to  exceed  the  cost  of  the 
Administration’s  “Chip”  plan  and  to  come  up  with  a 
different  method  of  financing.  He  said  the  bill  was 
introduced  to  present  an  alternative  to  the  Administra- 
tion plan  for  discussion  and  comment. 

Here  are  selected  sample  bits  of  testimony  from  the 
many  medical-health  care  oriented  organizations  who 
have  trooped  to  Washington  to  have  their  say  about 
NHI: 

The  American  Public  Health  Association  urged  more 
consumer  policy  input  than  provided  in  any  of  the 
major  NHI  bills  before  the  committee  and  more  pre- 
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• From  the  Washington  Office  of  the  American 
Medical  Association. 


ventive  services  benefits.  APHA  President  C.  Arden 
Miller,  M.D.,  said  the  major  measures  for  the  most 
part  provide  insufficient  benefits  and  controls. 

The  American  Association  of  Medical  Clinics  sup- 
ported maintenance  of  the  free  enterprise  system  of 
health  care,  and  said  funding  should  be  from  mandated 
employer  plans  and  general  tax  funds  for  the  poor  and 
medically  indigent. 

The  Colorado  Health  and  Environment  Council 
witness  discussed  the  Colorado  Community  - Coopera- 
tive-Decentralized plan  which  emphasizes  preventive 
medicine  and  home  health  care.  The  importance  of  the 
physician’s  office  as  a basic  health  care  facility  was 
stressed. 

The  National  Association  of  Social  Workers  favored 
the  Kennedy-Griffiths,  Health  Security  Act  provisions. 

The  American  Academy  of  Family  Physicians  told 
the  House  Ways  and  Means  Committee  any  NHI  bill 
must  provide  that  family  physicians  receive  the  same 
fee  as  other  specialists  when  providing  the  same  serv- 
ice. Family  physicians  should  not  be  treated  as  “second 
class  members  of  the  health  care  delivery  team,”  said 
James  Price,  M.D.,  Academy  President. 

Wealthier  people  should  pay  a greater  portion  of 
the  cost  for  catastrophic  coverage  as  provided  in  the 
American  Medical  Association’s  Medicredit  plan,  he 
told  the  Committee. 

“We  are  skeptical  as  to  just  how  all-encompassing 
a program  can  be  effectively  administered  by  the  fed- 
eral government  and  would  strongly  urge  that,  insofar 
as  possible,  continued  reliance  be  placed  on  the  ex- 
pertise which  has  been  developed  by  the  private  in- 
surance industry,”  he  said. 

Doctor  Price  opposed  a provision  of  the  Mills-Ken- 
nedy bill  (Medicare  for  all)  regarding  payment  for 
services  by  specialists,  saying  that  the  determination 
of  which  physicians  should  not  be  providing  specific 
services  should  be  left  to  their  peers  rather  than  the 
Social  Security  Administration. 

Another  witness,  Donald  Schiff,  M.D.  of  the  Ameri- 
can Academy  of  Pediatrics,  said  “we  must  build  upon 
the  strengths  of  our  present  medical  care  system,  tak- 
ing special  pains  to  retain  the  currently  productive 
programs  such  as  Crippled  Children’s,  Maternal  and 
Child  Health,  and  Children  and  Youth.” 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 
EDWARD  J.  FLYNN,  M.  D. 

R.  A.  RANA,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  HILLIER,  M.  D. 

E.  L.  GAGE.  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE.  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D. 
M.  S.  HAJJAR,  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN.  M.  D. 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR..  M.  D. 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT.  M.  D. 

R.  O.  ROGERS,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR..  M.  D. 

JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M D. 

GEORGE  C.  KING.  M.  D. 
BRENNAN  PURKALL,  JR..  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 
JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 

Phone:  l-(304)-343-4371 

OPHTHALMOLOGY 

OTOLOGY 

Ancillary  Services 

Edwin  M.  Shepherd,  M.D. 

William  C Morgan,  Jr.,  M.D. 

Orthoptics 

Diplomate,  American  Board 
of  Ophthalmology 

Diplomate,  American  Board 
of  Otolaryngology 

Visual  Fields — Flow  Studies 
Laboratory 

Milton  J.  Lilly,  Jr.  M.D. 

OTOLARYNGOLOGY 

X-ray 

Diplomate,  American  Board 

Romeo  Y.  Lim,  M.D. 

Audiometry 

of  Ophthalmology 

Diplomate,  American  Board 

of  Otolaryngology 

Robert  E.  O'Connor,  M.D. 

Micro-surgery 

Audiology 

Diplomate,  American  Board 
of  Ophthalmology 

Maxillo-facial  Surgery 
Reconstructive  Surgery 

Nancy  McClung,  M.S. 

Moseley  H.  Winkler,  M.D. 

Head  & Neck  Surgery 
Cryosurgery 

Anesthesia 

Diplomate,  American  Board 

Endoscopy 

Catherine  Kenney,  CRNA 

of  Ophthalmology 

Oncology 

Inez  Maggio,  CRNA 

Retinal  Surgery 

OPHTHALMOLOGY  and 

Muriel  Dodds,  CRNA 

Fluorescein  Angiography 

OTOLARYNGOLOGY 

Argon  Laser  Photocoagulation 

John  B.  Haley,  M.D. 

Contact  Lenses 

John  A.  B.  Holt,  M.D. 

Strontium  90  Beta  Irradiation 

Diplomate,  American  Board 
of  Ophthalmology 
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Obituaries 


R.  E.  BAER,  M.  D. 

Dr.  Robert  E.  Baer,  a family  physician  and  surgeon 
of  South  Charleston,  died  on  June  23  at  his  home.  He 
was  71. 

Doctor  Baer  was  a graduate  of  West  Virginia  Uni- 
versity and  received  his  M.  D.  degree  in  1932  from 
Rush  Medical  College  in  Chicago.  He  practiced  in 
White  Sulphur  Springs  before  moving  to  South  Charles- 
ton in  1940  and  was  a past  President  of  the  Greenbrier 
Valley  Medical  Society. 

Doctor  Baer  was  a member  of  the  Kanawha  Medical 
Society  and  the  West  Virginia  State  Medical  Associa- 
tion. 

He  is  survived  by  the  widow,  a son,  Robert  E.  Baer, 
Jr.,  of  Martinsburg;  two  daughters,  Mrs.  Barbara  Ann 
Musgrave  of  Centerville,  Ohio  and  Mrs.  Carolyn  Mae 
Haught  of  Cedar  Grove,  New  Jersey;  two  brothers, 
Herbert  K.  Baer  of  Bridgeport  and  Frank  Baer  of  Santa 
Rosa,  California,  and  a sister,  Mrs.  Virginia  McAnulty 
of  Dunedin,  Florida. 


Working  hours  required  for  average  prescription 
purchase:  In  average  hourly  wages,  it  required  one 
hour  and  eight  minutes  in  1972  to  earn  the  price  of 
the  average  prescription.  Ten  years  ago,  when  the 
average  hourly  wage  was  much  lower,  it  took  one  hour 
and  22  minutes. 


AMA  To  Sponsor  Conference 
On  Occupational  Health 

The  34th  Annual  Congress  on  Occupational  Health 
of  the  American  Medical  Association  will  be  held  Sept. 
9-10Gn  Chicago  (Marriott  Motor  Hotel). 

Co-sponsor  will  be  the  National  Institute  for  Oc- 
cupational Safety  and  Health  of  the  Center  for  Disease 
Control,  (NIOSH-CDC)  U.  S.  Department  of  Health, 
Education  and  Welfare. 

The  Congress  program  will  emphasize  discussion 
workshops,  following  formal  lectures.  All  proceedings 
will  be  transcribed  and  edited  by  the  AMA  for  the 
use  of  NIOSH-CDC  in  development  of  a professional 
manual  for  part-time  occupational  health  physicians 
who  work  in  small  plants,  said  Henry  F.  Howe,  M.D., 
Associate  Director  of  the  AMA’s  Department  of  En- 
vironmental, Public  and  Occupational  Health.  Doctor 
Howe  is  program  director  for  the  Congress. 

The  workshop  sessions  will  discuss  such  subjects  as 
occupational  pulmonary  diseases;  cardiovascular  dis- 
ease in  occupational  medicine;  cardiovascular  demon- 
strations on  work  evaluation  and  stress  testing;  medical 
monitoring  for  occupational  disease;  case  history  pres- 
entations of  diagnosis  in  chemical  exposures;  noise, 
hearing  and  audiometry;  a dramatization  and  discussion 
of  real  problems  in  small  industry,  and  demonstration 
of  industrial  hygiene  environmental  measurement  tech- 
niques. 


Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Karl  J.  Myers,  Jr.  M.  D. 

Radiology: 

Karl  J.  Myers,  M.  D. 
Rashid  Ahmed,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


PHYSICIANS 

PLANNING 

SERVICE 


WEST  VIRGINIA  SERVICE 
REPRESENTATIVES: 

William  W.  Jones 
R.  T.  Cunningham 
Charles  E.  Derbyshire 
Ron  L.  Lambert 
Larry  R.  McClung 
David  L.  Singleton 

510  PRICHARD  BUILDING 
HUNTINGTON,  W.  VA. 

Telephone:  529-7366 
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THE  MYERS  CLINIC 

Philippi,  West  Virginia 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


PROTECTION 

at  a 

SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $1,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  ore  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


SOUND 

SUBSTANTIAL 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


Worth 
waiting  for! 

We’d  like  you  to  know  there 
are  valid  reasons  you  may 
have  experienced  delay  in 
delivery  of  your  new  EK/5A 
electrocardiograph.  Burdick 
dealers  and  salesmen  are 
correctly  telling  you  that  con- 
tinued heavy  demand  for  the 
EK/5A  and  short  supplies  of 
components  have  brought 
about  delays  we  are  doing 
everything  to  overcome  — 
without  sacrificing  Burdick 
quality. 


Why  is  the  EK/5A  worth  wait- 
ing for?  Automatic  lead 
coding;  new  patient  isolation; 
solid-state  simplicity;  high 
safety  margins  on  compo- 
nents; diagnostic  accuracy 
and  definition;  reliable  per- 
formance. Call  us  for  further 


Write  us  today  for  a demonstration  in  your  office. 


General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 


It  always  happens  so  fast. 

And,  this  time,  you’re 
right.  It  did  happen  to  “the 
other  guy.” 

You  know:  The  guy  who 
wouldn’t  hurt  a fly,  turn 
down  a friendly  drink— or 
take  a cab  home  instead  of 
driving.  A nice  guy  who’d 
now  and  then  smoke  in  bed, 
maybe  swim  out  a little  too 
far,  sometimes  hurry  a 
little  down  the  stairs. 

We  know  you  knew  him. 
And  that  you’ll  miss  him. 

We  just  don’t  want  you  to 
join  him. 

“Oops”  is  a pitiful 
epitaph. 


National 


Safety . 
Council 


*4t  HIl"  ^ 


If  you  don’t  like 
thinking  about  safety, 
think  where  you'd  be 
without  it. 
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Triaminic'  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 


BO-SD 


Th*  u S Government  does  not  pay  for  mis  advertisement 
nl*  it  is  presented  as  a public  service  m cooperation  with  The 
TrtT-v  Department  ol  the  Treasury  and  The  Advertising  Council. 


W.  Shakespeare 


Life  would  be  pretty  dull  if  people 
couldn’t  dream.  Take  that  boat  you’re 
always  dreaming  about.  Just  think- 
ing about  it  makes  you  feel  pretty 
good.  But  you  won’t  just  have  to 
dream  if  you  buy  U.S.  Savings  Bonds. 
Because  Bonds  can  make  your  dream 
boat  a reality. 

Now  Bonds  mature  in  less  than  six 
years.  Which  means  maybe  it  won’t 
take  forever  for  your  ship  to  come  in. 

Just  knowing  you’ve  got  the  safety 
and  security  of  U.S.  Savings  Bonds 
working  for  you  can  make  dreaming 
for  anything  a lot  more  fun.  Because, 
with  Bonds,  the  good  times  and  the 
good  things  can  really  happen. 


So,  don’t  give  up  dreaming.  Just 
keep  buying  U.S.  Savings  Bonds— 
they’re  the  stuff  dreams  are  made  of. 


Now  E Bonds  pay  5H  % interest  when  held  to 
maturity  of  5 years,  10  months  (4%  the  first 
year).  Bonds  are  replaced  if  lost,  stolen,  or 
destroyed.  When  needed  they  can  be  cashed 
at  your  bank.  Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax  may 
be  deferred  until  redemption. 


Take  stock  in  America. 

Now  Bonds  mature  in  less  than  six  years. 


100  Million  Americans  Covered 
By  ‘Catastrophic’  Insurance 

More  Americans  have  more  “catastrophic”  health 
coverage  than  ever  before,  the  Health  Insurance  In- 
stitute reported  recently.  This  includes  major  medical 
expense  coverage  featuring  benefits  ranging  from  $10,- 
000  to  $250,000  per  person— and  higher  issued  through 
insurance  companies. 

These  plans  are  geared  to  help  pay  for  virtually  all 
care— in  or  out  of  hospital— prescribed  by  a physician. 
Nationally,  these  plans  insure  about  80  million  persons 
through  insurance  companies  alone,  with  about  90  per 
cent  of  it  through  group  policies. 

Overall,  including  Blue  Cross-Blue  Shield  plans  and 
other  plans,  an  estimated  110  million  people  in  the 
U.S.  are  protected  by  some  form  of  this  coverage,  says 
the  Institute. 

But  exactly  how  extensive  are  the  benefits  provided? 

According  to  a survey  by  the  Health  Insurance  As- 
sociation of  America  (HIAA),  of  78  insurance  companies 
insuring  almost  67  million  people,  4 out  of  5 with 
group  catastrophic  plans  have  benefits  of  at  least  $20,- 
000. 

The  survey  also  found: 

Almost  all  insureds  (97  per  cent)  have  at  least  $10,- 
000  in  major  medical  benefits. 

One  out  of  every  5 has  benefits  of  $250,000,  or  un- 
limited benefits,  paying  as  much  as  it  takes  to  get  bet- 
ter. 


Make  Your  Plans  Now! 

“The  Eighth  Mid-Winter 
Clinical  Conference” 


The  Conference  Will  Offer  a Wonderful 
Opportunity  For  Physicians  to  Keep  Up- 
To-Date  in  the  Field  of  Continuing 
Medical  Education. 


Sponsored  by  the  West  Virginia  State 
Medical  Association  and  other  medical 
and  volunteer  organizations,  the  1975 
Conference  will  be  held  in  Charleston. 


The  Daniel  Boone  Hotel  January  24-26 
Watch  for  Further  Details 


General  and  Thoracic  Surgery 

Internal  Medicine 

Stephen  T.  J.  Lee,  M.  D. 

Preston  C.  Davis,  M.  D. 

James  A.  Gardner,  M D. 

Joseph  A.  Maiolo,  M.  D. 
Jose  L.  Oyco,  M.  D. 
Eugene  Warvariv,  M.  D. 

Orthopedics 

Clifford  A.  Stevenson,  M.  D. 

Southern  J 

R.  James  Yates,  M.  D. 

S.  L.  Bembalkar,  M.  D. 
L.  H.  Subbaraya,  M.  D. 

S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 

r1  West  / 

Cyirgin 

!?  Clinic 

Pediatrics 

P.  B.  Gogo,  M.  D. 

Obstetrics-Gynecology 

R.  G.  D.  Concepcion,  M.  D. 

A.  Ray  Jacobson,  M.  D. 

Stanaford  Road, 

P.  O.  Box  50 

Ear,  Nose  & Throat 

Ophthalmology 

Beckley,  West  Virginia  25801 

P.  C.  Corro,  M.  D. 

Edward  T.  Liu,  M.  D. 

Phone  (304) 

252-7331 

Radiology 

Thomas  L.  Martin,  M.  D. 

Urology 

S.  L.  Francis,  M.  D. 

Clinic  Manager 

James  P.  Bland 
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THE  WHEELING, CLINIC 

EOFF  AT  16th  STREET 

WHEELING, 

WEST  VIRGINIA 

General  Surgery: 

Psychiatry  and  Neurology: 

J.  O.  Rankin,  M.  D. 

Albert  L.  Wanner,  M.  D. 

C.  D.  Hershey,  M.  D. 

Stephen  D.  Ward,  M.  D. 

E.  C.  Voss,  M.  D. 

Michael  McNeer,  M.  D. 

Ophthalmology: 

David  Hill,  M.  D. 

W.  F.  Park,  M.  D. 

David  H.  Smith,  M.  D. 

M.  E.  Nugent,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 

R.  V.  Pangilinan,  M.  D. 

Roentgenology: 

Ear,  Nose  & Throat: 

A.  K.  Butler,  M.  D. 

W.  A.  Tiu,  M.  D. 

J.  N.  Aceto,  M.  D. 

Orthopedic  Surgery: 

Speech  Pathologist  and  Audiologist: 

E.  L.  Barrett,  M.  D. 

James  P.  Frum,  M.  S. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Clinical  Laboratories: 

Obstetrics  and  Gynecology: 

Donna  Burlenski 

Robert  W.  Leibold,  M.  D. 

Donna  Bryan 

Robert  T.  Brandfass,  M.  D. 

Technologists: 

A.  Athari,  M.  D. 

Electrocardiography: 

Urology: 

Betty  Maguire,  R.  N. 

D.  C.  Trapp,  M.  D. 

Brenda  Muklewicz,  R.  N. 

Dermatology: 

Electroencephalography: 

K.  W.  Waterson,  M.  D. 

Joann  Green,  R.  N. 

Sheldon  Widlan,  M.  D. 

Juanita  Stone,  R.  N. 

Internal  Medicine: 

Roentgenology: 

Charles  H.  Hiles,  M.  D. 

Evelyn  Forester,  R.  T. 

Albert  M.  Valentine,  M.  D. 

Administration: 

C.  A.  Vasquez,  M.  D. 

Lester  L.  Cline,  Manager 

T.  E.  Chvasta,  M.  D. 

Henry  L.  Castilow,  Asst.  Mgr. 

ARLINGTON  PERSONAL  CARE  HOME 

23rd  Street  and  Kennedy  Avenue 
(Just  off  Fairview  Ave.) 

Parkersburg,  West  Virginia  26101 

RESIDENTS  ENJOY  RETIREMENT 
WITH  DIGNITY 

Arlington  is  West  Virginia’s  newest  and  most  modern 
Personal  Care  Home  designed  to  create  a home-like 
atmosphere  for  residents  in  retirement  and  persons 
who  need  sheltered  care  as  their  physical  needs  re- 
quires. Attractively  decorated  Private  and  Semi-Pri- 
vate rooms  with  a private  bath  in  each  room.  Gradu- 
ated rates  based  on  type  of  room  desired  $300  - $550. 

MRS.  AUDREY  DIEHL 

State  Licensed  Administrator 
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Telephone 

(304)  485-5503 
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CLASSIFIED 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


EXCEPTIONAL  OPPORTUNITY— For  an  in- 
ternist to  become  established  in  a progressive  com- 
munity of  50,000  by  associating  with  an  established, 
successful  physician.  Guaranteed  annual  income, 
fringe  benefits,  and  option  to  form  own  practice 
after  one  year.  Potential  unlimited.  Contact  Mr. 
Michael  F.  Black,  5476  Big  Tyler  Road,  Charles- 
ton, West  Virginia  (304)  776-2046. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 
equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — Physician  desires  relief  work  for  one 
to  four  weeks.  Experienced  in  coal  fields  and  pri- 
vate practice.  Phone:  (304)  758-4918  or  write  Box 
27,  Middlebourne,  W.  Va.  26149. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact L.  Perry  Hyde,  M.  D.,  Director,  Emergency  and 
Ambulatory  Care,  Beckley  Appalachian  Regional 
Hospital,  Beckley,  W.  Va.  25801.  Phone:  (304) 

255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modem 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modern  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 
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What’s  in  it  for  you? 

U.S.  Savings  Bonds  are  one  way  to  take  stock 
in  America.  And  they’re  really  a great  way- because 
they  do  so  much  for  you.  U.S.  Savings  Bonds  are 
full  of  advantages  for  the  individual  saver. 


You  don’t  have  to  wait  forever 
for  your  money. 

Any  sizeable  savings  take  a while  to 
accumulate.  But  Bonds  now  mature 
faster  than  ever.  (5  years, 
i 10  months,  to  be  exact.)  So 
while  they’re  still  ideal 
for  long-term  plans, 
U.S.  Savings  Bonds 
can  now  work  for  your 
short-term  goals. 


Our  interest  rate  is  nothing 
to  scoff  at. 

E Bonds  yield  a healthy  interest  of 
5.5%  when  held  to  maturity  of  5 
years,  10  months  (4%  the  first  year). 
And  remember,  there’s  a 10-year 
extension  privilege  beyond  maturity 
for  continued  earning. 


You  have  some  options 
with  taxes. 

First  of  all,  U.S.  Savings  Bond 
interest  is  exempt  from  all  state  and 
local  income  taxes. With  federal 
income  tax,  you  may  choose 
to  defer  reporting  your  A 
interest  until  the  Bonds 
are  redeemed  or  reach 
final  maturity  (which- 
ever comes  first). 

And  if  you’re  building 
funds  for  education 


or  retirement,  you  have  special 
tax-saving  opportunities  that  are 
worth  looking  into. 

If  you  need  a shove  to  get  you 
saving,  we  can  do  that  too. 

All  you  have  to  do  is  sign  up  for  the 
Payroll  Savings  Plan  at  work.  Then 
an  amount  you  specify  is  set  aside 
from  your  paycheck  each  month  and 
used  to  buy  Bonds.  While  you  use 
your  take-home  pay  for  immediate 
needs,  you’re  also  building  a nice 
nest  egg.  Automatically. 


They’re  safe  from  bad  luck,  bad 
memory  and  bad  guys. 

Bonds  are  replaced 
if  destroyed,  lost  or 
stolen.  With  no  red- 
tape  hassles.  And  at 
no  cost  to  you. 

They  come  in  all  sizes, 
but  they  fit  everyone. 

Bonds  don’t  come  with  hearts  or 
lace,  but  they  offer  a lot  of  hope,  love 
and  encouragement.  For  someone 
special,  Bonds  are  a Gift  Certificate 
of  the  Imagination. 


U.S.  Savings  Bonds. 

What  it  comes  down  to  is 
taking  stock  in  yourself. 


The  U S Government  does  not  oay  for  tms  advertisement 
It  is  presented  as  a public  service  m cooperation  with  The 
Department  ot  the  Treasury  and  The  Advertising  Council 


Life  would  be  pretty  dull  if  people 
couldn’t  dream.  Take  that  boat  you’re 
always  dreaming  about.  Just  think- 
ing about  it  makes  you  feel  pretty 
good.  But  you  won’t  just  have  to 
dream  if  you  buy  U.S.  Savings  Bonds. 
Because  Bonds  can  make  your  dream 
boat  a reality. 

Now  Bonds  mature  in  less  than  six 
years.  Which  means  maybe  it  won’t 
take  forever  for  your  ship  to  come  in. 

Just  knowing  you’ve  got  the  safety 
and  security  of  U.S.  Savings  Bonds 
working  for  you  can  make  dreaming 
for  anything  a lot  more  fun.  Because, 
with  Bonds,  the  good  times  and  the 
good  things  can  really  happen. 


So,  don’t  give  up  dreaming.  Just 
keep  buying  U.S.  Savings  Bonds— 
they’re  the  stuff  dreams  are  made  of. 


Now  E Bonds  pay  5'i  % interest  when  held  to 
maturity  of  5 years,  10  months  (4%  the  first 
year).  Bonds  are  replaced  if  lost,  stolen,  or 
destroyed.  When  needed  they  can  be  cashed 
at  your  bank.  Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax  may 
be  deferred  until  redemption. 


Take  stock  in  America. 

Now  Bonds  mature  in  less  than  six  years. 
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For  your  patient  who  may  have  a psychiatric  problem  — 

HARDING  HOSPITAL  offers  complete  diagnostic,  evaluative  and  treatment 

services. 

Special  care  for  the  acutely  disturbed  patient 

Designed  program  for  the  adolescent  patient, 
including  accredited  school  program  grades  7-12 

Treatment  of  alcoholism  and  drug  abuse 

Skilled  attention  to  families 

Out  Patient  program  Partial  Hospitalization  plans 

Halfway  House  and  Family  Care  Consultation 

For  further  information,  call  (614)  885-5381 

The  H arding  Hospital 

George  T.  Harding,  Jr.,  M.  D.  Donald  L.  Hanson 

Medical  Director  Administrator 

MEMBER  BLUE  CROSS  OF  CENTRAL  OHIO 
ACCREDITED  BY  THE  JOINT  COMMISSION  ON 
ACCREDITATION  OF  HOSPITALS 
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The  West  Virginia  Medical  Journal 


A high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter , 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
orsulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
booenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
johnson  syndrome,  generalized  skin  eruptions, epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b i d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml / min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


Each  tablet  contains  'vg  80  mg 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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ILOSONE® 

Erythromycin  Estolate 


CFICIAL  ORGAN  OF 


MI-CEBRIN® 

Vitamins-Minerals 


BECOTIN®-T 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 


DISTA  PRODUCTS  COMPANY 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 


CORDRAN® 

Flurandrenolide 


TRINSICON® 

Hematinic  Concentrate  with  Intrinsic  Factor 
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psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc; 
and/or  severity  of  grand  mal  seizures  ma; 
require  increased  dosage  of  standard  anti 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 
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II  :e  because  of  their  predisposi- 
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Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu • 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/ug/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 


Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./  lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 
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A division  ot  Pfizer  Pharmaceuticals 
New  York,  New  York  1001 7 
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A single  dose  of  Antirmnth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-stamina  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescnption  can 
economically  treat  the  entire 
family. 

RoeRiG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


>inworms,  roundworms  controlled 
with  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ nil. 
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ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 


A Continuing  Medical  Education  Event! 

Such  sponsors  and  participants  as  the  West  Virginia  State  Medical  Association; 
West  Virginia  Diabetes  Association;  West  Virginia  Heart  Association;  West  Vir- 
ginia Lung  Association  and  its  Kanawha  County  Council;  West  Virginia  University 
School  of  Medicine  and  its  Alumni  Association;  West  Virginia  Chapter,  American 
Society  of  Internal  Medicine;  West  Virginia  Medical  Institute,  Inc.;  Kanawha  Medi- 
cal Society  and  Woman’s  Auxiliary  to  the  Kanawha  Medical  Society 

are  pleased  to  announce 


"The  Eighth  Mid-Winter  Clinical 
Conference" 


at  the 


Daniel  Boone  Hotel 


Washington  and  Capitol  Streets 
Charleston,  West  Virginia 


2 P.M.  and  8 P.M.  Friday,  January  24 
9:30  A.M.  and  2 P.M.  Saturday,  January  25 
9:30  A.M.  Sunday,  January  26 


THE  PROGRAM  again  will  offer  a wide-ranging  clinical  and  educational  experience  for 
the  practicing  physician.  FRIDAY  AFTERNOON,  January  24,  session  on  heart  diseases;  FRIDAY 
EVENING,  presentations  will  include  PSRO's  and  a session  open  to  the  public  on  the  "prob- 
lems of  adolescents."  A medically  oriented  program  on  problems  of  adolescents  will  be  held 
SATURDAY  MORNING,  January  25  with  these  other  scheduled  subject  areas  to  follow: 
SATURDAY  AFTERNOON,  cerebral  vascular  diseases  and  diabetes;  SUNDAY  MORNING, 
January  26,  pulmonary  disease  in  adolescents,  cancer  and  "How  to  Avoid  Malpractice.” 

THE  FACULTY  will  include  outstanding  specialists  in  their  fields  from  various  educa- 
tional and  other  settings,  both  outside  and  from  within  West  Virginia. 

THE  PROGRAM  CO-CHAIRMEN  again  are  Ralph  H.  Nestmann,  M.  D„  and  Joseph  T. 
Skaggs,  M.  D.,  both  of  Charleston  Also  on  the  Program  Committee  are  William  O.  McMillan, 
Jr.,  M.  D.,  of  Charleston,  and  C.  Carl  Tully  of  South  Charleston. 

THE  REGISTRATION  FEE  of  $15  for  the  entire  conference  will  be  charged  all  regis- 
trants except  nurses,  medical  students,  interns  and  residents.  Advance  registration  is  re- 
quested. and  please  make  checks  payable  to  "WEST  VIRGINIA  STATE  MEDICAL  ASSO- 
CIATION." 

ACCREDITATION:  Attendance  will  be  acceptable  for  credit  toward  Category  1 of  the 
Physician's  Recognition  Award  of  the  American  Medical  Association;  and  the  program  also 
is  expected  to  carry  prescribed  credit  by  the  American  Academy  of  Family  Physicians. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the 
reservation  manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters 
hotel  setting  aside  rooms  for  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST 
VIRGINIA  STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  1031,  CHARLESTON,  W.  VA.  25324. 


Please  register  me  for  the  Eighth  Mid-Winter  Clinical  Conference  in  Charleston, 
W.  Va.,  January  24-26,  1975.  My  $15  registration  fee  is  (is  not)  enclosed. 

I will  attend  sessions  at  2 P.  M.  Friday,  January  24  8 P.  M.  Fri- 
day   9:30  A.  M.  Saturday,  January  25  2 P.  M.  Satur- 
day   9:30  A.  M.  Sunday,  January  26  All  sessions  


Name  (please  print ) Specialty 


Address  City 
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half-ounce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin^  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


ICATI0NS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
apy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
s,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
imary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
fly  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
aumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
'rophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
'urns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
iiction  and  permit  wound  healing. 

NTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
ierforated.  This  product  is  contraindicated  in  those  individuals  who  have 
wn  hypersensitivity  to  any  of  the  components. 

RNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
i to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
ensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 

i 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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begins  within 
17  minutes,  on  average 

an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI) 

proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects2  5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'* 2 3 4 5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over"  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
| coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
I stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
[also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions. 
e g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 

REFERENCES:  1 . Kales  A.  et  ah.  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


What  does  man  have  in  common  with  Samson? 


Neither  man  nor  the  gorilla  can  synthesize  vitamin  C. 
Interestingly,  the  slow  loris,  a primate  much  further 
down  the  evolutionary  scale,  can  convert  L-l,4-gu- 
lonolactone  to  ascorbic  acid  in  its  liver  and  presum- 
ably does  not  require  an  exogenous  source  of  ascorbic 
acid. 

Because  man  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins,  these  nu- 
trients must  be  replenished  continuously  in  order  to 


maintain  normal  tissue  levels. 

Generally,  this  is  accomplished  in  his  daily  diet. 
But  under  conditions  of  illness,  stress,  in  convales- 
cence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Surbex-T  restores  the  water-soluble  vita- 
mins with  each  tablet  providing  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


403481 


'riaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 

ammic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
Jheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg  ); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic*  Expectoran 
with  Codeine  ® , 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  n 
phemramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  me 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%.  ~i 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substar 


The  Adult  Expectorants  that  are  great  for  kids,  too 
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With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action— involving  the  doctor; 
the  patient,  the  American 
Cancer  Society — a partner- 
ship for  life. 


American  Cancer  Socie 


WEST  VIRGINIA  DIVISION,  INC 
325  Professional  Building 
Charleston,  West  Virginia 


THIS  SPACE  CONTRIBUTED  BYTHE  PUBLISHER  AS  A PUBLIC  SERVICE 
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AUBEE  niHC  Scrapbook 
of  Vitamin  Facts  & Fallacies 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food!  The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
prescription  or 
recommendation 

MUEEiMC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


30  CAPSULES 

AH-R08INS; 


each  tablet, 
capsule  or  5 cc 
teaspoonful  each 

of  elixir  Donnatal  each 

(23%  alcohol) No  2 Extentab 

hyoscyamme  sulfate  0 1037  mg  0 1037  mg  0.3111  mg 

atropine  sulfate  0 0194  mg  0 0194  mg  0 0582  mg 

hyoscme  hydrobromide  0 0065  mg  0 0065  mg  0 01 95  mg 

phenobarbital  (&gr)16  2mg  (^  gr)  32  4 mg  (&gr)48  6mg 

(warning:  may  be  habit  forming] 


Brief  summary.  Adverse  Reactions  Blurring  of  vision,  dry  mouth 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage  Contraindications 
Glaucoma,  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample. bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients 

/l-H-DOBINS  A H Robins  Company  Richmond  Virginia  23220 
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The  Rx  that  says 
kA  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non* 

cumulative  action: begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster”  nor  a “hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihoc 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  dally  prescription  costs. 


Butiisol 

(SODIUM  BUTABARBITAL) 


I McNEIL  | 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 

J 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarir 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitatec 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcoho 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  thosr 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  orq.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 CC 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Darvocet-N  100 


DAKVON* 

COMPOUND-65 


100  mg  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


65  rog,  propoxyphene  hydrochloride, 

162  mg.  phenacetn  and  32.4  mg  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Hyperlipoproteinemia  and  Inner  Ear  Disease* 

James  T.  Spencer , Jr.,  M.  D. 


Hyperlipoproteinemia  has  obtained  its  great- 
est clinical  significance  because  of  its  high 
correlation  with  atherosclerosis  and  coronary 
artery  disease.  It  now  appears  that  the  same 
metabolic  dysfunctions  manifested  in  hyperlip- 
oproteinemia also  contribute  to  altered  meta- 
bolism and  dysfunction  in  the  inner  ear.  This 
paper  is  a further  report  of  patients  with  inner 
ear  disease  associated  with  hyperlipoprotein- 
emia (HLP).  Of  444  patients  evaluated  by  lip- 
oprotein phenotyping,  207  cases,  or  46.6  per 
cent,  were  found  to  have  HLP;  46  cases,  or 
10.3  per  cent,  were  borderline  or  presumptive; 
whereas  191  cases,  or  43.1  per  cent,  were  nor- 
mal in  this  regard.  Treatment  of  these  patients 
by  dietary  management  appropriate  for  the  par- 
ticular phenotype  has  resulted  in  symptomatic 
improvement  in  the  majority  of  patients  with 
dramatic  gain  or  stabilization  in  hearing,  cessa- 
tion of  vertigo,  disappearance  of  recruitment, 
headache,  fullness  in  the  ears,  and  tinnitus.  Clin- 
ical improvement  is  further  evidenced  by  weight 
reduction  as  most  of  the  patients  were  over- 
weight. The  elevated  cholesterol  and/or  trigly- 
cerides also  return  to  more  normal  values.  On 
the  basis  of  this  study,  it  appears  that  hyperlipo- 
proteinemia is  a common  metabolic  disorder  in 
otologic  patients,  early  symptoms  of  which  may 
be  those  of  inner  ear  origin,  frequently  char- 
acteristic  of  labyrinthine  hydrops  or  Meniere’s 
disease. 

Hyperlipoproteinemia  is  a common  metabolic 
disturbance  of  the  blood  lipids,  cholesterol  and 
triglycerides,  and  their  associated  lipoprotein 
fractions.1,2  It  has  been  found  to  be  present  to 
some  degree  in  over  50  percent  of  patients  with 
inner  ear  disease,3  many  of  whom  present  the 
complete  picture  of  Meniere’s  disease.  This  high 
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incidence  of  hyperlipoproteinemia  in  these  pa- 
tients and  their  most  favorable  response  to  die- 
tary management  with  symptomatic  improve- 
ment, suggests  that  hyperlipoproteinemia  may 
be  another  — and  a major  — systemic  affair, 
one  or  more  aspects  of  which,  adversely  affect 
the  predisposed  inner  ear,  contributing  to  inner 
ear  disease  which  in  its  fullest  manifestation 
presents  that  clinical  picture  known  as  Meni- 
ere’s disease. 

The  exact  prevalence  of  hyperlipoproteine- 
mia in  the  general  population  has  not  been  fully 
determined  but  is  reputed  to  be  as  high  as  20 
per  cent.  Its  greatest  clinical  significance  is  its 
high  correlation  with  atherosclerosis  and  coro- 
nary artery  disease.1,2 

The  observations  and  impressions  reported  in 
this  paper  are  based  on  an  initially  reported 
study3  in  a private  otolaryngology  practice,  be- 
gun in  August,  1971,  and  on  the  follow-up  with 
additional  patients  now  totalling  444  who  have 
presented  with  symptoms  of  inner  ear  disease. 
It  is  believed  that  many  patients  with  inner  ear 
disease  have  symptoms  insufficient  in  degree 
and  number,  and  without  all  the  accepted  dia- 
gnostic findings,  to  qualify  for  the  diagnosis  of 
Meniere’s  disease,  who  nonetheless  are  all  ex- 
periencing the  same  inner  ear  disorder,  differ- 
ing only  in  degree,  stage  of  development,  and 
rate  of  progression.  Efforts  to  establish  diagnos- 
tic criteria  to  clearly  define  fully  developed 
Meniere’s  disease  are  believed  to  be  largely 
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academic,  though  important  in  the  differential 
diagnosis  from  other  disorders.  As  with  coronary 
artery  disease  and  atherosclerosis,1  which  have 
an  excessive  mortality,  Meniere’s  disease,  with 
its  excessive  morbidity,  dysequilibrium,  and 
hearing  loss,  will  not  be  solved  by  further  ad- 
vances in  the  diagnosis  and  treatment  of  these 
terminal  states,  but  by  the  early  identification 
and  preventive  treatment  of  susceptibles  in  the 
community. 

‘Auricular  Pathology’ 

Meniere’s  well  known  and  original  treatise4 
on  “Auricular  Pathology”  has  been  recognized 
for  his  contribution  in  establishing  the  fact  that 
episodes  of  “apoplectiform  cerebral  congestion,” 
the  common  diagnosis  in  his  time  for  episodes 
of  vertigo,  nausea,  vomiting,  tinnitus,  and  hear- 
ing loss,  were  actually,  in  his  words,  “functional 
disorders”  of  the  “internal  auditory  apparatus” 
and  were  not  of  “cerebral”  origin.  Less  atten- 
tion has  been  given  to  his  observations  and 
comments  concerning  the  etiology  of  this  dis- 
order. He  observes  that  these  episodes  seemed 
“to  be  connected  with  appreciable  causes”  and 
“the  obvious  existence  of  certain  cachexias.”  The 
exact  meaning  of  the  term  “cachexias”  intended 
by  Meniere  is  subject  to  speculation,  though  he 
specifically  mentions  “syphilis”  and  the  “rheu- 
matic gouty  state.”  However,  the  term  cachexia 
suggests  chronic  disease,  ill  health  or  a con- 
stitutional or  systemic  disorder.  Meniere  further 
observes  that  increasing  age  or  one’s  “years  in- 
variably bring  on  a certain  amount  of  deafness,” 
and  “like  the  eye,  the  ear  does  not  escape  the 
changes  supervening  in  our  organs.”  He  states 
that  in  addition  to  all  of  the  inflammatory 
causes  for  deafness,  “there  are  still  many  other 
hearing  losses  which  relate  in  large  measure  to 
lesions  which  have  their  origin  in  the  labyrin- 
thine part  of  the  ear.”  He  then  observes  that 
“these  alterations  of  the  hearing  are  a natural 
consequence  of  the  wear  on  the  organs,  but 
still  more  so  of  our  abuse  of  them”  and  that 
“better  hygiene  would  better  protect  us  from 
this  misery.” 

No  one  has  more  exhaustively  tackled  the 
problems  of  Meniere’s  disease  than  has  H.  L. 
Williams  and  his  text5  on  the  subject  is  a monu- 
mental reference.  He  gives  credit  to  Mygind 
and  Dederding6  for  suggesting  in  1932,  the  first 
successful  medical  treatment  for  Meniere’s  dis- 
ease, which  now  seems  all  the  more  significant, 
as  it  has  certain  basic  features  identical  to  the 
recommended  treatment  of  hyperlipoprotein- 
emia. 

Mygind  and  Dederding  stated  that  “Meniere’s 
disease  was  not  a disease,  sui  generis,  but  a 


typical  reaction  of  the  predisposed  labyrinth  to 
an  almost  infinite  series  of  exogenous  and  en- 
dogenous influences  which,  however,  have  this 
in  common,  that  they  express  themselves 
through  increased  capillary  permeability.” 
Their  treatment  consisted  of  advising  weight  re- 
duction for  overweight  patients  and  weight  gain 
for  those  underweight;  in  other  words,  main- 
tenance of  optimum  body  weight,  which  is  basic 
in  the  treatment  of  hyperlipoproteinemia.  They 
also  recommend  a restricted  intake  of  fluids  and 
sodium  chloride.  Their  advice  included  physi- 
cal therapy  with  exercise,  heat  and  massage  to 
promote  vasomotor  tone  and  correct  an  altered 
splanchno-peripheral  balance.  Three  years  of 
this  regimen  resulted  in  80  per  cent  of  83  pa- 
tients being  free  of  vertigo,  and  90  per  cent 
with  improved  hearing.  Twenty-nine  years 
later,  in  1961,  Talbott  et  al7  reported  that  high 
intakes  of  sodium  chloride  directly  and  ad- 
versely contributed  to  significantly  high  levels 
of  serum  triglycerides  and  fatty  acids,  while 
the  levels  of  cholesterol  and  cholesterol  esters 
fell. 

Importance  of  Physical  Exercise 

Supporting  Mygind  and  Dederding’s  exercise 
recommendations,  according  to  Searcy,8  there 
has  been  in  recent  years  a dramatic  change  in 
the  view  that  carbohydrates  are  a major  fuel 
used  during  aerobic  muscular  exercise.  It  is 
now  recognized  that  oxidation  of  lipids  plays 
a vital  role  in  energy  generation  during  muscu- 
lar work.9  Muscle  cells  contain  enzyme  systems 
for  rapidly  oxidizing  long  chain  fatty  acids  to 
carbon  dioxide  and  water.10  Physical  exercises 
therefore  reduce  the  content  of  esterified  fatty 
acids,  mainly  the  triglycerides  of  muscle  tissue, 
in  the  plasma,  and  in  the  liver.11  It  has  also 
been  shown  that  the  degree  and  duration  of 
serum  lactescence  following  a fatty  meal  is  les- 
sened by  vigorous  exercise,  possibly  triggered 
by  release  of  heparin  into  the  circulation  or  ac- 
tivation of  the  lipolytic  enzyme  system.12,13 

Williams14  also  reviews  the  clinical  observa- 
tions of  Selfridge  who  considered  that  Meni- 
ere’s disease  might  depend  on  a disorder  of 
the  peripheral  vascular  system,  particularly 
capillaries.  He  points  out  that  arteriolar  spasm 
is  likely  to  occur  in  individuals  who  have  an 
unsteady  autonomic  system  and  is  seen  es- 
pecially when  there  is  a disturbance  of  factors 
related  to  the  metabolism  for  carbohydrates  and 
fats.  Selfridge  “pointed  out  that  the  internal 
auditory  artery,  being  an  end-arterv,  was  par- 
ticularly subject  to  vascular  dysfunction  in  its 
terminals  as  are  all  end-arteries.”  In  1945, 
after  an  extensive  review  of  the  literature  and 
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his  own  work,  Selfridge  concluded  “that  all  the 
different  components  of  the  B-complex  vit- 
amins were  involved  in  fat  metabolism  and  that 
their  lack  in  the  diet,  or  the  failure  by  an  indi- 
vidual to  absorb  or  utilize  them  in  the  absence 
of  an  endocrine  factor,  possibly  the  adrenocorti- 
cal stimulating  hormone  of  the  anterior  pitui- 
tary, might  be  responsible  at  once  for  fatty 
livers,  an  excess  of  cholesterol  in  the  blood  and 
a tendency  toward  vasospasm.”  It  was  his 
thought  then  that  a vitamin  B-complex  defici- 
ency might  be  a causative  factor  in  the  develop- 
ment of  Meniere’s  disease  that  led  to  his  pre- 
scribing a capsule  before  each  meal  containing 
thiamine  chloride,  riboflavin,  pyridoxine,  nico- 
tinic acid,  pantothenic  acid,  choline,  inositol, 
and  dried  yeast  powder.  The  similarity  of  the 
contents  of  this  capsule  to  that  contained  in  cap- 
sules of  Lipoflavonoid®  is  striking. 

References  in  the  literature  relating  to  meta- 
bolic aberrations  and  Meniere’s  disease  are  too 
numerous  to  cite  them  all.  Shea15  has  presented 
fluctuant  hearing  loss  as  a cardinal  symptom  of 
inner  ear  disease  caused  or  aggravated  by  one 
or  more  anatomic  and  metabolic  disorders.  He 
observes  that  in  addition  to  the  known  and  es- 
tablished obstruction  of  the  endolymphatic  duct 
and  sac  in  the  complete  picture  of  Meniere’s 
disease,  there  are  various  metabolic  disorders 
known  to  be  associated  with  or  contributing  to 
it.  His  study  revealed  57  per  cent  of  70  cases 
with  abnormal  glucose  tolerance,  7 per  cent 
with  hyperlipemia,  10  per  cent  to  be  excessive 
smokers,  10  per  cent  related  to  fluid  retention, 
7 per  cent  related  to  allergy,  and  7 per  cent  re- 
lated to  anxiety. 

In  a recent  study  of  120  patients  with  Meni- 
ere’s disease,  Pulec16  reports  a specific  etiology 
was  found  in  only  36  per  cent,  15  per  cent  on 
an  allergic  basis,  7 per  cent  due  to  syphilis, 
6 per  cent  due  to  adreno-pituitary  insufficiency, 
3 per  cent  due  to  myxedema,  3 per  cent  due 
to  stenosis  of  the  internal  auditoiy  canal,  and 
3 per  cent  due  to  trauma.  It  is  noteworthy  that 
in  Pulec’s  allergic  group,  12  per  cent  obtained 
satisfactory  control  of  their  symptoms  with  a 
combination  of  therapy  including  thyroid  re- 
placement, allergic  treatment,  and  a high  pro- 
tein, low  carbohydrate  diet. 

Powers17  reports  a study  of  98  patients  with 
Meniere’s  disease  in  whom  30  per  cent  of  70 
patients  tested  had  abnormal  five-hour  glucose 
tolerance  tests,  17  per  cent  of  patients  tested 
had  clinically  significant  low  thyroid  function, 
and  33  per  cent  of  60  patients  tested  showed 
lowered  adrenocortical  reserve.  Powers  con- 
cluded that  abnormal  carbohydrate  metabolism 


with  hypoendocrine  function  appears  to  be  a 
primary  or  contributing  factor  in  Meniere’s  dis- 
ease. 

Allergic  Excitation  in  Meniere’s  Disease 

Powers18  and  Wilson19  have  both  reported  ob- 
servations pertaining  to  allergic  excitation  in 
Meniere’s  disease  particularly  when  the  allergy 
is  due  to  foods.  It  is  rather  significant  that  of 
the  14  most  common  foods  found  to  be  offend- 
ing, all  but  four  (lettuce,  tomato,  yeast  and 
coffee)  are  potentially  harmful  to  patients  with 
hyperlipoproteinemia.  These  are  wheat,  beef 
(animal  fat),  pork  (animal  fat),  chocolate 
(saturated  fat),  potato,  corn,  cow’s  milk,  egg, 
malt,  and  orange.  Powers  states  that  in  one-half 
of  the  patients  in  his  study,  placing  the  patient 
on  a high  protein,  low  carbohydrate,  low  fat 
diet,  as  treatment  of  the  metabolic  dysfunction 
was  necessary  in  addition  to  treatment  of  hyper- 
sensitivity, before  symptoms  of  Meniere’s  dis- 
ease were  completely  controlled.  As  a guide,  in 
the  selection  of  patients  with  Meniere’s  disease 
who  may  also  be  candidates  for  an  allergy  sur- 
vey, Wilson  lists  the  following  extra-labyrin- 
thine symptoms:  Fluid  retention,  nuchal  myal- 
gia, post  - prandial  fatigue,  early  morning  in- 
somnia, periodic  mental  depression  or  amnesia, 
and  specific  food  cravings.  All  of  these  symp- 
toms have  been  frequently  observed  in  patients 
with  hyperlipoproteinemia. 

Weille20  reported  that  some  patients  with 
Meniere’s  disease  have  evidence  of  hypogly- 
cemia in  five-hour  glucose  tolerance  curves.  He 
rationalized  that  a physiological  insufficiency  of 
adrenal  glucocorticords  contributed  to  increased 
insulin  sensitivity,  which  reasoning  he  believed 
emphasized  the  need  for  a high  protein,  low 
carbohydrate  diet  in  patients  with  Meniere’s  dis- 
ease. 

There  may  be  some  correlation  of  the  vari- 
ous etiologic  possibilities  for  Meniere’s  disease 
observed  by  these  authors  with  hyperlipopro- 
teinemia in  that  secondary  causes  of  hyperlipo- 
proteinemia include  myxedema,  the  nephrotic 
syndrome,  obstructed  liver  disease,  diabetes, 
obesity,  pregnancy,  chronic  renal  failure,  dys- 
gammaglobulinemia,  and  the  use  of  female  sex 
hormones,  particularly  oral  contraceptives.1 
Searcy  21  reports  on  several  statistical  studies 
which  support  a linkage  between  cigarette 
smoking,  hyperlipemia  and  coronary  artery  dis- 
ease. Administration  of  nicotine  to  experimen- 
tal animals  induces  a rise  in  serum  unesterified 
fatty  acids  as  well  as  cholesterol. 

In  addition  to  the  increased  attention  that 
abnormal  lipid  metabolism  has  had  in  its  re- 
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lationship  to  atherosclerosis,  there  is  evidence 
that  an  impairment  in  carbohydrate  metabolism 
also  exists.22  Many  patients  with  coronary  ar- 
tery disease  exhibit  hyperglycemia,  glucose  in- 
tolerance and  exaggerated  insulin  responses  to 
glucose  loading.  23-25  It  is  established  that  in- 
sulin occupies  a key  position  in  the  formation 
of  lipids  from  carbohydrates.  Almost  invariably 
there  is  an  accelerated  production  of  insulin  as- 
sociated with  endogenous  hyperlipoprotein- 
emia.26 A high  percentage  of  these  patients  are 
reported  to  demonstrate  elongated,  tortuous, 
dilated,  engorged,  venular  limbs,  frequently  ac- 
companied by  hemorrhages  resembling  diabetic 
microangiopathy,  all  of  which  subside  when  ex- 
cessive hyperlipemia  is  controlled.27 

It  is  reported  that  there  may  be  some  link  to 
the  number  of  mask  cells  in  the  body,  as  they 
are  a source  of  heparin.  Heparin  and  lipopro- 
tein lipase  activity  are  thought  to  play  roles  in 
the  disposition  of  circulating  lipids,  in  that  there 
is  an  inverse  relationship  between  plasma  he- 
parin levels,  circulating  cholesterol,  and  low- 
density  lipoproteins.  28-30 

It  has  been  recognized  since  1845,  that  there 
is  a gestational  hyperlipidemia  in  pregnancy.31 
Beginning  with  the  second  trimester,  the  choles- 
terol fraction  increases  significantly  and  trigly- 
cerides are  especially  elevated.  Oral  contracep- 
tives result  in  a decrease  in  post-heparin  lipoly- 
tic activity,  and  this  same  decrease  occurs  in 
late  pregnancy  when  estrogen  levels  are  high. 
Some  alteration  in  carbohydrate  metabolism 
would  also  seem  to  be  at  play  in  pregnancy  in 
view  of  the  known  relationship  between  tri- 
glycerides and  carbohydrate  metabolism.32 

In  this  study  of  444  cases,  symptoms  of  inner 
ear  disease  were  found  to  be  cochlear  and/  or 
vestibular,  and  often  associated  with  cranial 
symptoms.  The  primary  cochlear  symptom  was 
a sensori-neural  hearing  loss  which  may  be  pro- 
gressive, fluctuating  or  sudden  in  onset.  The 
configuration  of  the  pure  tone  audiograms  fre- 
quently showed  the  fluctuating  low  tone  slant 
or  rising  curve  with  a non-fluctuating  high  tone 
slant  above  2000  Hertz.  Many  showed  a more 
pronounced  falling  curve  with  a greater  high 
tone  loss.  There  are  many  with  a variable  flat 
curve.  Many  show  a predominantly  unilateral 
loss,  but  usually  with  some  changes  in  the  op- 
posite ear.  Speech  discrimination  scores  were 
usually  lowered  if  there  was  a significant  pure 
tone  loss,  but  the  configuration  of  the  pure  tone 
audiogram  has  been  found  to  be  the  most  help- 
ful diagnostic  feature  of  the  audiometric  evalua- 
tion. Associated  symptoms  and  findings  include 
loudness  recruitment,  diplacusis,  tinnitus,  full- 


ness in  the  ears,  and  discomfort  or  pain  in  the 
ears.  Vestibular  symptoms  are  evidenced  by  dis- 
turbed equilibrium  with  acute  vertiginous  at- 
tacks, positional  vertigo,  or  a more  vague  light- 
headedness. There  may  be  staggering  between 
episodes.  Nausea  and  vomiting  frequently  ac- 
company the  more  acute  episodes.  Cranial  sym- 
ptoms are  frequently  a pressure  feeling  in  the 
head  or  a tightness,  or  a sense  of  the  head  feel- 
ing “big.”  Headaches  may  be  present,  either 
generalized  or  localized,  often  occipital  with  a 
cervical  component. 

These  patients  have  been  frequently  observed 
to  be  overweight  to  some  degree,  and  some  de- 
cidedly obese.  They  frequently  lack  ability  to 
lose  weight  easily  or  permanently,  and  tend  to 
gain  weight  easily.  Not  uncommonly  they  crave 
sweets  and  carbohydrates.  They  may  be  known 
to  be  diabetic,  pre-diabetic,  or  have  been 
warned  of  this  danger.  There  may  be  a family 
history  of  diabetes  or  atherosclerosis  with  coro- 
nary artery  disease.  They  often  complain  of  or 
admit  to  being  tired,  lacking  in  energy,  com- 
monly experiencing  drowsiness,  especially  after 
meals.  Some  are  despondent,  some  are  irritable. 
Sleeping  habits  are  frequently  poor.  When  hy- 
perlipoproteinemia is  of  long  standing,  they  may 
show  xanthelasma  of  their  eyelids,  arcus  cor- 
neae,  xanthomata,  either  erruptive,  tuberous,  or 
palmer.  Their  eyegrounds  may  show  lipemia 
retinalis. 

Representative  case  studies  have  been  pre- 
viously reported.  Among  these  cases  are  pa- 
tients with  sudden  deafness,  many  with  the  typi- 
cal early  labyrinthine  hydrops  with  fluctuating 
hearing  loss,  long-standing  unilateral  Meniere’s 
disease,  initial  onset  of  acute  Meniere’s  disease, 
progressive  sensori-neural  deafness  of  all  de- 
grees, hydrops  in  women  taking  the  “pill,” 
acoustic  trauma,  otosclerotics  with  hydrops 
symptoms,  compensation  cases  with  hearing  loss 
and/or  vertigo,  recurrence  of  Meniere’s  symp- 
toms following  an  endolymphatic  shunt  opera- 
tion, and  many  with  only  a single  complaint 
such  as  tinnitus  in  one  ear,  fullness  in  an  ear, 
slight  vertigo,  or  hearing  loss  of  all  degrees  in 
one  or  both  ears. 

Lipoprotein  Phenotyping  Studies 

All  of  the  444  cases  were  evaluated  for  hyper- 
lipoproteinemia by  lipoprotein  phenotyping 
studies,  a battery  of  tests  which  includes  a 
serum  cholesterol,  serum  triglycerides,  and  elec- 
trophoretic evaluation  of  the  lipoproteins  with 
quantification  of  the  lipoproteins  by  densitome- 
try. The  blood  is  drawn  in  the  morning  after  a 
14-hour  overnight  fast.  Frequently,  a glucose 
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tolerance  test  is  done  the  same  morning.  In  this 
study  of  444  cases,  a total  of  207  cases,  or  46.6 
per  cent  were  found  to  have  hyperlipoprotein- 
emia, 46  cases  or  10.3  per  cent  were  borderline 
or  presumptive,  whereas  191  cases,  or  43.1  per 
cent  were  normal  in  this  regard.  An  elevated 
glucose  tolerance  was  demonstrable  in  87  per 
cent  of  the  hyperlipoproteinemia  cases  that  were 
tested,  being  either  overtly  diabetic,  mildly  dia- 
betic, or  pre-diabetic.  Obesity  was  present  in 
over  80  per  cent  of  cases.  Two-thirds  of  patients 
who  did  not  show  hyperlipoproteinemia  and 
had  glucose  tolerance  tests  performed  showed 
decreased  glucose  tolerance.  It  is  especially 
noteworthy  that  there  were  seven  HLP  patients, 
or  3 per  cent,  with  a history  of  Bell’s  palsy.  On 
evaluating  an  additional  nine  patients  with 
Bell’s  palsy  not  in  this  original  study,  but  mak- 
ing a total  of  16,  there  were  nine  with  hyper- 
lipoproteinemia and  two  diabetics. 

Hyperlipoproteinemia  consists  of  five  clinical 
Types  - Types  I,  II,  (Ila  and  lib),  III,  IV,  and 
V.1  In  this  study  there  were  one  Type  I,  34 
Type  Ila,  16  Type  lib,  two  Type  III,  164  Type 
IV,  and  no  Type  V.  The  clinical  significance 
and  diagnosis  of  each  type,  as  well  as  their 
treatment,  depends  on  knowing  and  under- 
standing the  lipoprotein  alterations  for  each 
type  along  with  the  values  of  the  serum  choles- 
terol and  serum  triglycerides. 

Type  I is  very  rare  and  shows  an  extremely 
high  triglyceride  value  with  very  high  chylomi- 
crons with  a normal  beta  and  pre-beta  pattern. 
Sub-Type  Ila  is  a common  type  and  primarily 
a hypercholesterolemia  and  is  associated  with 
elevation  of  the  beta  lipoproteins.  Sub-Type  lib 
differs  from  Ila  in  that  the  triglycerides  are 
moderately  elevated  along  with  the  pre-beta 
lipoproteins.  The  less  common  Type  III  is  simi- 
lar to  Type  lib,  but  differs  in  that  both  lipid 
values  are  very  high  and  the  electrophoretic 
pattern  shows  a “broad  beta”  band  fusing  with 
the  pre-beta  band.  Type  IV  is  a very  common 
type  and  characterized  by  elevation  of  the  tri- 
glycerides and  an  elevation  of  the  pre-beta  lipo- 
proteins, while  the  cholesterol  value  may  be 
normal  or  slightly  elevated.  Type  V is  quite  un- 
common, similar  to  Type  lib,  but  with  the  pres- 
ence of  elevated  chylomicrons. 

Beliance  entirely  on  the  values  for  the  elec- 
trophoretic pattern  for  the  final  determination 
of  the  clinical  type  can  lead  to  error.  The  elec- 
trophoretic pattern  can  often  be  atypical  and 
misleading.  When  there  is  doubt,  one  must  be 
guided  by  the  lipid  values,  the  appearance  of 
the  serum  after  standing  overnight  in  the  re- 
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frigerator,  and  by  the  clinical  features  of  the  pa- 
tient. 

In  actual  practice,  the  majority  of  patients 
can  be  easily  diagnosed  and  clearly  defined  as 
to  type.  Most  hospital  laboratories  are  not  set  up 
to  do  electrophoretic  studies  on  the  lipoproteins, 
and  usually  depend  on  the  larger  commercial 
laboratories  to  do  these  studies.  However,  not 
all  commercial  labs  do  densitometrv  and  there- 
fore their  reports  do  not  give  a quantitative 
value  for  the  lipoproteins.  In  these  instances,  it 
is  then  necessary  to  depend  on  the  laboratory 
and  your  own  subjective  interpretation  of  a 
copy  of  the  electrophoretic  pattern.  In  this 
study,  lipoprotein  phenotyping  has  been  done 
routinely  in  conjunction  with  the  determination 
of  the  serum  cholesterol  and  triglycerides  on  pa- 
tients who  have  fasted  overnight  for  14  hours 
following  their  evening  meal.  Since  the  pheno- 
typing electrophoretic  study  on  the  lipoproteins 
is  needless  when  lipid  values  are  normal,  it  is 
recommended  that  the  laboratory  be  requested 
to  do  phenotyping  only  if  one  or  both  of  the 
lipid  values  are  above  a pre-determined  normal 
value,  thereby  reducing  the  expense  to  the  pa- 
tient. Biochemical  Procedures  Laboratory  in 
Los  Angeles,  has  a Lipo-Tec®  kit  that  accomp- 
lishes this  just  as  described. 

A word  might  be  mentioned  at  this  point 
about  normal  and  abnormal  cholesterol  and 
triglyceride  values.  It  cannot  be  stated  when  a 
specific  lipid  value  has  shifted  from  a normal 
to  a pathologic  level.  However,  according  to 
Fredrickson  and  Levy,33  an  obvious  hyperlipide- 
mia requiring  diligent  management  exists  when 
values  of  cholesterol  are  above  230  mgm.  per 
cent  for  anyone  under  19  years  of  age  and  when 
over  330  mgm.  per  cent  for  anyone  over  50  years 
of  age.  Triglyceride  values  are  abnormal  when 
above  150  mgm.  per  cent  for  anyone  under  19 
years  of  age  and  when  over  200  mgm.  per  cent 
for  anyone  older.  It  is  pointed  out  that  the  limits 
set  by  these  values  just  mentioned  are  not  safe 
or  adequate  in  general  clinical  practice.  Epide- 
miological data  have  shown  that  individuals 
with  cholesterol  concentrations  below  the  values 
mentioned  still  have  an  increased  risk  for  pre- 
mature coronary  artery  disease  and,  on  the 
basis  of  experience  in  this  study,  this  is  true  for 
patients  with  inner  ear  disease.  We  are  ad- 
vised, therefore,  by  Fredrickson  and  Levy  that 
hyperlipidemia  deserving  some  attention  may 
exist  when  cholesterol  exceeds  220  mgm.  per 
cent  or  when  triglycerides  exceed  150  mgm.  per 
cent  for  all  patients  under  age  55.  All  indivi- 
duals with  values  above  these  levels  merit  at- 
tention as  to  their  general  health,  family  history, 
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way  of  life,  dietary  habits,  weight  control  and 
alcohol  intake. 

Dietary  Management 

Dietary  management  is  the  cornerstone  of 
therapy  for  patients  with  hyperlipoproteinemia.1 
Diet  therapy  needs  to  be  understood  by  the 
physician  as  he  will  bear  the  responsibility  for 
seeing  that  it  is  also  clearly  explained  to  the 
patient.  In  patients  with  hypercholesterolemia, 
alterations  in  the  diet  are  designed  to  reduce 
cholesterol  values  and  this  is  accomplished  by 
restricting  the  intake  of  saturated  fats  as  present 
in  meat,  dairy  products  and  eggs.  Elevated 
triglycerides  derive  their  source  primarily  from 
refined  sugars,  concentrated  sweets,  starches 
and  carbohydrates  in  general.  In  most  inci- 
dences, patients  with  elevated  triglycerides  are 
overweight,  more  so  than  patients  with  eleva- 
tion of  cholesterol. 

In  any  case,  weight  reduction  to  ideal  body 
weight  is  essential  and  its  accomplishment  is 
one  indication  of  satisfactory  dietary  manage- 
ment. “A  Handbook  for  Physicians"33  on  “The 
Dietary  Management  of  Hyperlipoproteinemia” 
is  available  from  the  Office  of  Heart  and  Lung 
Information,  National  Heart  and  Lung  Institute, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014.  In  this  handbook,  the  specific  diet 
for  each  type  is  clearly  defined.  Copies  of  each 
diet  are  also  available  to  give  to  individual  pa- 
tients. 

The  essential  features  of  the  dietary  manage- 
ment are:  (1)  the  reduction  of  cholesterol  in- 
take by  reducing  or  elimination  of  the  intake  of 
saturated  fats,  while  at  the  same  time,  substitut- 
ing an  increased  intake  of  polyunsaturated  fats; 
(2)  the  reduction  of  triglycerides  by  controlling 
carbohydrate  intake  and  eliminating  entirely  all 
sugars  and  concentrated  sweets;  (3)  achieving 
and  maintaining  “ideal  body  weight.”  The  hy- 
perlipoproteinemia “type”  determines  to  what 
degree  each  of  these  features  apply  in  a given 
patient.  Diet  is  effective  when  weight  reduction 
follows  and  lipid  values  return  to  normal,  and 
hopefully,  symptoms  regress  or  disappear. 

Results  of  Dietary  Management 

Symptomatic  improvement  in  response  to  die- 
tary management  has  occurred  to  some  degree 
in  the  majority  of  patients  who  sufficiently  ad- 
here to  their  diets  to  experience  a weight  loss 
when  indicated  and/or  a lowering  of  their  ab- 
normal lipid  values.  In  some,  the  improvement 
has  been  dramatic  in  a matter  of  four  to  eight 
weeks  on  their  diet  in  that  it  is  the  first  lasting 
symptomatic  improvement  they  have  experi- 
enced in  years  of  their  disease. 


Phenomenal  gain  in  hearing  has  resulted  with 
as  much  as  a 30  decibel  improvement  in  an  af- 
fected ear.  A fluctuating  hearing  loss  fluctuates 
less  and  often  stabilizes  at  an  improved  level. 
The  recruitment  disappears  along  with  the  full- 
ness and  discomfort  in  the  ears.  Acute  vertigin- 
ous attacks  cease  or  become  much  less  frequent 
and  severe.  Headaches,  pressure  in  the  head 
and  fullness  in  the  ears  are  among  the  first 
symptoms  to  be  relieved.  In  addition  to  these 
improvements,  these  patients  generally  improve 
in  appearance  from  weight  loss,  exhibit  or  ad- 
mit to  having  more  energy,  and  feel  more 
youthful.  They  are  very  grateful  patients. 

The  established  high  correlation  of  hyper- 
lipoproteinemia with  atherosclerosis,  and  now, 
the  seeming  correlation  of  hyperlipoproteinemia 
with  inner  ear  disease  and  hearing  loss  adds 
further  significance  to  the  epidemiological 
studies  of  Rosen,34'40  relating  hearing  loss  to  cor- 
onary artery  disease  in  those  population  groups 
where  there  is  a high  incidence  of  atherosclero- 
sis and  a high  intake  of  saturated  fats.  Because 
of  the  high  incidence  of  hyperlipoproteinemia, 
and  the  potential  of  coronary  artery  disease  and 
atherosclerosis  in  patients  with  inner  ear  dis- 
ease, with  a two-fold  purpose  in  mind,  these 
patients  should  have  as  part  of  their  total 
evaluation,  determinations  made  of  both  their 
serum  cholesterol  and  triglycerides  following  a 
14-hour  fast,  with  lipoprotein  phenotyping  if 
either  or  both  lipid  values  are  elevated. 

It  now  appears  that  the  same  metabolic  dys- 
functions that  lead  to  the  development  of  ather- 
osclerosis and  coronary  artery  disease  also  con- 
tribute to  malfunctioning  of  the  cochlear  and 
vestibular  labyrinth.  Long  before  there  is  gross 
occlusive  vascular  disease,  there  are  apparently 
abnormal  biochemical  humoral  changes  preced- 
ing and  affecting  the  cellular  metabolism  in 
many  of  the  body’s  specialized  organs.  The  pre- 
disposed inner  ear,  being  highly  specialized,  in- 
finitely small,  and  microscopic  in  detail,  reason- 
ably would  be  expected  to  reflect  as  a local 
manifestation  the  presence  of  a systemic  meta- 
bolic dysfunction  such  as  seen  in  diabetes  and 
hyperlipoproteinemia. 

Disabling  Meniere’s  disease  is  not  life  threat- 
ening as  is  atherosclerosis.  However,  on  the 
basis  of  current  knowledge  regarding  hyperlipo- 
proteinemia, any  patient  that  might  be  sus- 
pected of  being  a candidate  for  hyperlipopro- 
teinemia on  the  basis  of  his  own  personal  med- 
ical history  or  positive  family  history  should 
have  the  recommended  lipid  studies.  Indeed,  it 
appears  that  symptoms  of  inner  ear  disease  may 
occur  much  earlier,  as  a forerunner,  in  many 
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patients  who  may  manifest  symptoms  later  in 
life  of  coronary  artery  disease  or  atheroscle- 
rosis. 

The  early  diagnosis  of  hyperlipoproteinemia, 
so  readily  controlled  by  diet,  the  cornerstone  of 
treatment,  serves  to  identify  a metabolic  altera- 
tion that  appears  to  be  a significant  etiologic 
factor  in  the  development  of  inner  ear  path- 
ology. Also,  by  early  diagnosis  and  dietary  man- 
agement, the  development  of  atherosclerosis 
may  be  prevented,  arrested  or  minimized.  An 
“otologic  finger”  now  points  to  the  need  for 
early  detection  of  patients  with  hyperlipopro- 
teinemia who  have  high  risks  for  atherosclerosis 
and  coronary  artery  disease,  and  also  for  hear- 
ing loss  and  vestibular  dysfunction. 

Joint  Statement  on  Diet  and  Coronary  Artery 
Disease 

The  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association  and  the  Food 
and  Nutrition  Board  of  the  National  Academy 
of  Sciences  have  made  a joint  statement  on  diet 
and  coronary  artery  disease  which  stresses  that 
the  average  level  of  the  plasma  lipids  of  most 
American  men  and  women  is  undesirably  high 
and  that  reasonable  means  must  be  adopted  to 
reduce  the  conditions  that  contribute  to  coro- 
nary artery  disease.  They  emphasize  that  suf- 
ficient evidence  is  now  available  to  discourage 
further  temporizing  with  this  major  national 
health  problem,  and  that  dietary  modifications 
which  do  influence  serum  cholesterol  and  trigly- 
ceride levels,  must  now  be  considered  import- 
ant preventive  and  therapeutic  meaures.  More- 
over, they  point  out  that  it  is  possible  to  plan 
changes  in  diet  which  are  palatable,  effective, 


economically  feasible,  nutritionally  sound,  and 
applicable  throughout  most  of  one’s  life.41 

Hilger,  upon  making  his  commentary  before 
the  symposium  dealing  with  “The  Vestibular 
System  and  Its  Diseases”  in  1965,  implied  that 
Meniere’s  disease  is  not  a single  entity,  but 
rather  a non-specific  response  of  labyrinthine 
tissues  to  a variety  of  systemic  faults.42  Hyper- 
lipoproteinemia appears  to  be  just  such  a fault, 
a very  common  one,  and  one  the  diagnosis  of 
which  may  be  more  significant  for  the  patient 
than  the  diagnosis  of  labyrinthine  hydrops,  Me- 
niere’s disease,  nerve  deafness,  or  Bell’s  palsy. 

Summary 

It  is  gratifying  that  the  treatment  is  primarily 
a dietary  one  that  cannot  help  but  provide  a bet- 
ter balanced  diet  that  is  more  nutritionally 
sound.  While  treating  the  patient’s  inner  ear  dis- 
order, simultaneous  improvement  in  their  gen- 
eral health  and  increased  longevity  can  be  ex- 
pected to  follow. 

Derlacki43  has  characterized  the  present-day 
treatment  of  Meniere’s  disease  as  a prime  ex- 
ample of  the  art  of  medicine.  There  is  still  a 
great  need  for  some  of  this  art  even  in  the 
Meniere’s  patient  with  hyperlipoproteinemia, 
but  what  a relief  it  is  to  sense  the  possibility  of 
becoming  a bit  more  scientific  in  the  treatment 
and  the  prevention  of  this  disorder. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 

Requests  for  reprints  should  be  sent  to  James  T. 
Spencer,  Jr.,  M.D.,  P.  O.  Box  1628,  Charleston, 
W.  Va.  25326. 


A man  of  courage  is  also  full  of  faith. 

Ciceko 
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Annual  Report  of  the  Committee  on  Maternal  Welfare 


A meeting  of  the  Maternal  Welfare  Commit- 
tee  of  the  West  Virginia  State  Medical 
Association  was  held  at  the  Heart-O-Town  Mo- 
tor Inn  in  Charleston  on  Sunday,  October  28, 
1973.  Those  in  attendance  were  Clarence  H. 
Boso,  M.D.,  Acting  Chairman,  and  the  follow- 
ing members:  Larry  D.  Curnutte,  M.D.;  T. 
Keith  Edwards,  M.  D.;  Edwin  J.  Humphrey, 
M.  D.;  Rose  H.  McClanahan,  M.D.;  and  Fred- 
erick H.  Dobbs,  M.  D.,  Secretary. 

The  Chairman  expresses  his  appreciation  for 
the  splendid  cross-section  of  physicians  avail- 
able for  this  important  study.  The  members  at- 
tending the  meeting  represent  a hard  core  of  in- 
terested obstetricians  who  are  professionally 
qualified  to  review  the  case  abstracts  and  to 
understand  the  facts  contributing  to  each  ma- 
ternal death  and  to  make  intelligent  recommen- 
dations for  the  benefit  of  the  interested  phy- 
sicians and  for  the  edification  of  the  physicians 
who  practice  obstetrics  in  the  State. 

The  Committee  is  extremely  grateful  to  the 
interested  physicians  who  are  involved  in  ma- 
ternal deaths  that  they  take  time  from  their 
busy  practices  to  complete  a detailed  question- 
naire, forward  copies  of  case  histories  and 
copies  of  autopsy  reports.  The  Administrators 
and  Record  Librarians  also  are  to  be  com- 
mended for  their  cooperation  in  forwarding 
complete  case  records  on  the  maternal  deaths. 

The  data  obtained  from  the  different  sources 
is  abstracted  as  a hypothetical  case  and  the 
name  of  the  patient,  the  interested  physician 
and  hospital  are  confidential  and  not  available 
to  anyone  except  the  Secretary  and  his  depart- 
mental secretary.  All  sources  of  information  are 
used  to  determine  a sudden  demise  in  a com- 
plicated delivery  and  are  obtained  from  the  pa- 
tient’s chart,  the  doctor’s  notes,  the  resident’s 
history  and  especially  the  nurses’  notes. 

The  Bureau  of  Vital  Statistics,  under  the  di- 
rection of  Dr.  N.  H.  Dyer  and  Mr.  Paul  Shanks, 
is  the  primary  source  of  our  maternal  death  in- 
formation. The  death  certificates  of  all  women 
in  the  childbearing  age  are  checked  by  a spe- 
cial clerk  in  the  Bureau  and  any  death  certifi- 
cate having  any  relationship  to  pregnancy  is 
photostated  and  referred  to  the  Secretary  for  his 
scrutiny.  If  the  certificate  is  classified  as  a ma- 
ternal death  the  proper  letters  are  written  and 
a questionnaire  forwarded  to  the  physician.  In 
borderline  cases  a letter  is  written  for  clarifica- 
tion. 


The  Secretary  reported  that  there  are  pre- 
natal and  delivery  services  available  for  indigent 
families  in  30  counties  of  the  State  and  there 
were  700  deliveries  authorized  for  the  fiscal 
year.  This  is  a state-supported  clinic  effort  and 
the  number  of  deliveries  are  limited  by  the 
amount  of  budget  money  available  to  the  De- 
partment. Family  planning  clinics  are  estab- 
lished in  43  counties  with  a total  of  87  clinic 
sessions  in  one  year  and  a total  of  14,504  pa- 
tients on  the  program.  This  reflects  the  trend  of 
our  times  in  the  establishment  of  additional 
prenatal  and  delivery  service  clinics  and  the  ex- 
pansion of  family  planning  clinics  to  more  than 
three  fourths  of  the  counties  in  the  State. 

Following  the  business  portion  of  the  meet- 
ing, the  Committee  then  proceeded  to  the  study 
of  19  abstracts  of  maternal  deaths  available  at 
this  time. 

Case  No.  335— RUPTURE  OF  THE  UTERUS- 
FOLLOWING  STIMULATION  OF  LABOR  WITH 
AN  OXYTOXIC  DRUG. 

A white  married  female,  age  31,  Gravida  3 Para 
2 was  admitted  to  the  hospital  in  active  labor.  The 
patient  was  42  weeks  in  her  third  pregnancy  and 
the  condition  upon  hospital  admission  was  con- 
sidered fair  only.  At  the  time  of  admission  the 
patient  was  passing  copious  amounts  of  meconium 
and  amniotic  fluid  and  the  fetal  heart  sounds  were 
synchronous  with  the  radial  pulse.  There  was  no 
positive  evidence  of  a viable  fetus.  After  admission 
she  received  the  usual  preparation  and  laboratory 
procedures.  Labor  began  spontaneously  at  home 
with  irregular  contractions  and  spontaneous  rup- 
ture of  the  membranes.  At  7:55  P.M.  she  was  ad- 
mitted. At  8:15  P.M.  the  cervix  was  dilated  3 
cm.  and  70  per  cent  effaced  but  the  contractions 
were  irregular  and  not  of  good  quality.  At  10:30 
P.M.  dilitation  was  the  same  so  she  was  given  buc- 
cal pitocin  and  Vistaril  50  mg.  I.M.  At  11:00  P.M. 
buccal  pitocin  repeated  and  the  contractions  be- 
came stronger  and  regular  but  the  dilitation  re- 
mained the  same.  At  12:30  A.M.  the  patient 
vomited.  At  1:15  A.M.  dilitation  4 cm.  and  80  per 
cent  effaced.  Nisentil  30  mg.  I.M.  At  1:50  A.M.  di- 
litation 9 cm.  95  per  cent  effaced  and  the  patient 
vomited  a small  amount  of  green  fluid.  Given  At- 
ropine 1 c.c.  At  2:00  A.M.  complete  dilitation.  Re- 
ceived Nisentil  mg.  30  I.M.  and  removed  to  the 
delivery  room  where  an  M.D.  anesthetist  admin- 
istered Cyclopropane.  At  2:12  A.M.  the  patient 
delivered  a stillborn  male  fetus  weighing  5 pounds 
over  a medium  episiotomy  with  low  outlet  forceps. 
At  2:14  A.M.  the  placenta  delivered  demonstrat- 
ing many  infarets  and  the  maternal  surface  was 
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smooth  and  heavy  with  maternal  blood.  She  passed 
double  handfuls  of  clots  behind  the  head  during 
delivery.  The  fetus  demonstrated  the  classical 
signs  of  being  stillborn  with  overriding  of  the 
cranial  bones  and  collapse  of  the  umbilical  cord. 
With  the  delivery  of  the  placenta  the  pressure 
dropped  to  90/0  and  during  the  repair  dropped  to 
50/0  and  remained  at  that  level  until  she  expired. 
While  waiting  for  whole  blood  she  received  1000 
c.c.  glucose  5/W  with  stimulatory  medication.  At 
3:35  A.M.  blood  started  at  a rapid  rate  but  in  10 
minutes  she  stopped  breathing.  Closed  cardiac 
massage  and  then  open  cardiac  massage  was  in- 
stituted but  to  no  avail.  The  heart  was  found  to 
be  empty. 

At  autopsy,  there  was  a purplish-blue  area  of 
retroperitoneal  hemorrhage  on  the  left  which  sur- 
rounds the  urinary  bladder  on  the  left  pushing 
the  posterior  peritoneum  between  the  bladder  and 
the  psoas  muscle  anteriorly.  The  retroperitoneum 
of  the  fallopian  tube  and  left  ovary  is  pushed 
anteriorly  and  contains  an  irregular  feathery  large 
area  of  disruption  in  which  the  ovarian  and  the 
uterine  arteries  are  visible  as  irregular  jagged 
stumps.  At  this  point  further  reflection  of  the 
retroperitoneum  reveals  that  the  entire  left  side 
of  the  uterine  corpus  contains  a jagged  hemor- 
rhagic rupture  which  extends  from  the  level  of 
the  internal  cervical  os  up  to  the  isthmic  portion 
of  the  left  fallopian  tube. 

Comment : The  Committee  reasoned  that  stim- 
ulation of  a multigravida  uterus  with  buccal  pito- 
cin  contributed  to  the  uterine  rupture  and  after 
the  uterus  had  ruptured  there  was  no  emergency 
measure  possible  to  prevent  death  from  such  an 
extensive  rupture.  Because  buccal  pitocin  levels 
are  not  possible  to  measure,  this  patient  might 
have  been  sensitive  to  the  drug  causing  violent 
contractions  with  the  subsequent  rupture.  They 
feel  that  buccal  pitocin  should  not  be  used  at  any 
time  and  use  only  very  dilute  solutions  of  I.V. 
pitocin  by  the  attending  physician  who  is  present 
at  all  times  during  the  administration. 

Case  No.  342— CARDIAC  ARREST  IN  A MULTI- 
GRAVIDA 42  WEEKS  GESTATION  WITH  SE- 
VERE TOXEMIA  DELIVERED  BY  CESAREAN 
SECTION  USING  SPINAL  ANESTHESIA. 

A black  married  female,  age  27,  a Gravida  8 Para 
7 with  five  living  children  was  admitted  for  the 
treatment  of  a severe  toxemia.  Her  blood  pres- 
sure averaged  150/90  but  she  had  considerable 
edema  and  gained  25  pounds  in  the  last  trimester 
of  the  pregnancy.  Albumin  was  present  in  the 
urine  specimen.  She  was  treated  in  the  hospital 
for  12  hours  with  no  improvement  of  the  toxemia. 
A general  surgeon  was  consulted  who  approved 
the  section  and  proceeded  to  operate.  The  patient 
received  cedilanid  I.V.  before  surgery,  and  she  was 
given  a spinal  with  Pontocaine  13  mg.  As  soon 
as  the  spinal  anesthesia  had  been  administered 


the  blood  pressure  dropped  rapidly.  Ephedrine  was 
given  but  she  developed  cardiac  arrest.  External 
cardiac  massage  was  given  and  the  abdomen  was 
opened  up  and  internal  cardiac  massage  was  given 
but  no  response.  The  fetus  was  delivered  by  sec- 
tion but  it  was  in  arrest.  All  efforts  to  revive 
both  of  them  failed.  The  fetal  death  was  attributed 
to  uterine  asphyxia.  There  was  no  autopsy. 

Comment:  While  the  recorded  levels  of  hyper- 
tension were  not  high,  the  patient  had  the  other 
signs  of  toxemia,  with  severe  edema,  albumin  in 
the  urine  and  general  disability.  The  Committee 
attributed  this  death  to  the  anesthesia.  They  felt 
that  cedilanid  should  not  be  given  in  toxemia  be- 
fore a spinal  anesthetic  and  that  a spinal  is  not  in- 
dicated in  severe  toxemia  because  of  the  tendency 
of  the  blood  pressure  to  drop  rapidly  after  its  ad- 
ministration. They  also  questioned  the  amount  of 
drug  administered  feeling  that  a 13  mg.  dose  of 
Pontocaine  was  excessive. 

Case  No.  343— ECLAMPSIA  IN  A 37  WEEKS 
PRIMIGRAVIDA,  WHO  WAS  EXTREMELY 
OBESE. 

A white  married  female,  age  24,  a Gravida  1 
Para  0,  who  was  37  weeks  in  her  first  pregnancy 
was  admitted  to  the  hospital  after  suffering  a 
convulsion  at  home.  Her  condition  upon  hospital 
admission  was  considered  grave.  The  patient  de- 
veloped severe  preeclampsia  two  weeks  before 
admission,  with  hypertension  up  to  250/160, 
marked  edema,  albuminuria  and  severe  headaches. 
Office  therapy  carried  out  at  home  did  not  im- 
prove the  condition  and  upon  the  day  of  admission 
she  had  a convulsion  at  home.  Her  weight  at  the 
beginning  of  her  pregnancy  was  270  pounds  but 
there  is  no  recorded  weight  for  the  next  30  weeks 
and  it  is  assumed  she  must  have  gained  from  20 
to  30  pounds  considering  the  edema  at  admission. 
The  patient  was  admitted  on  October  17,  1971,  37 
weeks  in  her  first  pregnancy,  a blood  pressure  of 
250/160,  with  headaches  and  all  the  signs  of  se- 
vere toxemia  of  pregnancy.  The  vertex  presented 
but  the  head  was  floating,  the  cervix  soft  and 
only  a finger-tip  dilated.  She  received  Phenobar- 
bital,  Esidrex;  MgSo4  deep  in  each  buttocks;  Res- 
erpine;  Serpasil;  Intake  and  output;  salt  free  diet 
and  complete  bed  rest.  An  hour  after  admission 
she  had  a convulsion.  The  blood  pressure  fluc- 
tuated between  220/110  and  260/130. 

October  18,  1971:  Salt  free  diet.  BP  208/122.  At 
10  P.M.  an  amniotomy  was  performed  with  a large 
amount  of  meconium  expressed.  A Foley  catheter 
was  placed  in  the  bladder  and  a pitocin  drip  started 
and  continued  for  40  minutes.  The  blood  pressure 
became  elevated  to  230/140  to  300/150.  The  patient 
became  restless  and  attempted  to  get  out  of  bed. 
A surgical  consultant  agreed  to  a section  and  a 
classical  cesarean  section  was  performed  with  the 
delivery  of  a viable  female  fetus  which  survives. 
The  first  post  operative  day  was  uneventful  with 
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the  blood  pressure  ranging  from  160/110  to  170/130. 
But  on  the  second  postoperative  day  she  developed 
a diarrhea  and  a slight  temperature,  and  this 
combination  of  complications  continued  for  the 
next  eight  days,  when  she  finally  went  down  hill 
slowly  and  on  the  second  day  before  her  death, 
had  convulsions  and  on  the  10th  postoperative  day 
she  continued  with  frequent  and  constant  convul- 
sions and  finally  died.  There  was  no  autopsy. 

Covxment : Several  factors  of  preventability  were 
considered  by  the  Committee.  First;  the  Commit- 
tee felt  that  cesarean  section  immediately  upon 
admission  was  the  treatment  of  choice.  An  hour 
after  admission  she  had  another  convulsion.  Sec- 
ond: The  following  day  an  amniotomy  was  per- 
formed and  intravenous  pitocin  started.  The  ad- 
mission examination  revealed  the  vertex  to  be 
floating  and  no  signs  of  labor.  The  blood  pressure 
reached  its  highest  elevation  of  300/150  when  the 
pitocin  was  discontinued.  The  patient  exhibited 
signs  of  cerebral  irritation  and  attempted  to  get 
out  of  bed.  It  was  here  that  the  section  was  con- 
sidered and  performed.  However,  the  Committee 
felt  that  she  had  a severe  potassium  deficiency 
with  a severe  electolyte  imbalance  and  once  the 
diarrhea  started  with  the  endometritis,  with  fever, 
the  attempts  to  control  the  diarrhea  and  tempera- 
ture were  hopeless. 

Case  No.  347— RHEUM ATIC  HEART  DISEASE 
WITH  HEART  FAILURE  IN  A SEVEN  MONTHS 
PREGNANCY. 

A white  married  female,  age  26,  a Gravida  2 
Para  1,  was  admitted  to  the  hospital  with  an  ex- 
tensive bronchopneumonia.  The  patient  was  ap- 
proximately seven  months  in  her  second  pregnancy 
and  the  condition  upon  hospital  admission  was 
considered  grave.  The  patient  had  prenatal  care 
from  an  obstetrician  in  another  city,  but  she  be- 
came desperately  ill  and  was  taken  to  the  emerg- 
ency room  of  her  local  hospital.  Two  days  prior 
to  admission  she  was  treated  at  another  hospital 
in  the  area,  with  penicillin  injections  and  sent 
home.  The  present  admission  was  characterized 
by  acute  respiratory  distress,  blood  tinged  produc- 
tive cough,  associated  with  back  pain,  retrosternal 
pain  and  severe  dyspnea.  Her  past  medical  and 
surgical  history  reveals  she  had  rheumatic  heart 
disease  wtih  valvular  damage  and  cardiac  surg- 
ery for  the  correction  of  a mitral  valve  stenosis 
in  1946.  She  was  a Gravida  2 Para  1 and  had  a 
previous  cesarean  section  in  1967  (etiology  un- 
known) . 

Upon  admission  the  blood  pressure  was  140/80, 
pulse  110.  The  physical  examination  revealed  the 
heart  enlarged  in  its  border  with  a pan-systolic 
murmur  all  over  the  precordium.  There  is  a 
marked  tachycardia.  The  patient  was  markedly 
obese  but  the  weight  was  not  documented.  There 
is  bronchial  breathing  in  both  lung  fields  with 
inspiratory  crackling  rales  associated  with  wheez- 


ing. The  breath  sounds  are  diminished  in  the  left 
lung  field.  The  hemoglobin  is  11.8  grams,  hemato- 
crit 37  grams  per  cent;  W.B.C.  20,600;  and  the 
differential;  immature  neutrophiles  16  per  cent; 
mature  neutrophiles  75  per  cent;  and  lymphocytes 
9 per  cent.  Urinalysis  was  normal  except  for  a 
large  amount  of  acetone. 

Hospital  course  consisted  of  complete  bed  rest, 
Ampicillin  intravenously,  continuous  oxygen  and 
in  spite  of  the  therapy  she  continued  a downhill 
course.  The  cyanosis  noted  on  admission  deepened, 
and  four  hours  after  admission  she  was  started 
on  digitalis  because  of  congestive  failure.  Eleven 
hours  after  admission  she  went  into  cardiac  arrest 
and  cardiac  resuscitation  was  instituted  but  this 
was  not  successful.  A postmortem  cesarean  sec- 
tion was  done  but  in  spite  of  resuscitation  the  in- 
fant did  not  survive.  There  was  no  autoposy. 

Comment:  The  direct  obstetric  cause  of  death 
was  a seven  months  pregnancy  in  a patient  with 
rheumatic  heart  disease  with  bronchopneumonia. 
Another  factor  of  preventability  was  a seven 
months  pregnancy  in  an  obese  patient  who  had 
had  previous  cardiac  surgery.  The  Committee  felt 
that  the  death  was  preventable  in  that  either  the 
patient  was  responsible  for  traveling  between  hos- 
pitals while  seriously  ill  or  that  no  physician  in 
any  of  the  hospitals  visited,  assumed  the  respon- 
sibility for  the  total  care  of  this  patient.  It  was 
not  stated  that  the  patient  contacted  her  obstetri- 
cian who,  after  all,  was  directly  responsible  for 
her  prenatal  care.  It  seems  that  the  pregnancy  in 
an  obese  cardiac  patient  with  a severe  broncho- 
pneumonia was  a combination  of  complications 
the  therapy  could  not  overcome. 

Case  No.  348—SEPTICEMIA  FOLLOWING  A 
CESAREAN  SECTION  FOR  A BROW  PRESEN- 
TATION COMPLICATED  BY  SEVERE  PREE- 
CLAMPSIA. 

A black  married  female,  age  35,  a Gravida  I 
Para  O,  was  admitted  in  early  first  stage  labor, 
38  weeks  in  her  first  pregnancy  with  the  signs 
and  symptoms  of  severe  preeclampsia  and  weigh- 
ing 160  1/2  pounds  upon  admission.  The  prenatal 
course  was  satisfactory  with  a weight  gain  of  only 
13  3/4  pounds  and  normal  limits  to  her  hem- 
atology, urinalysis  and  blood  pressure.  However, 
in  the  past  two  weeks  she  developed  edema,  tachy- 
cardia and  hypertension.  Upon  admission  the  blood 
pressure  was  170/110;  pulse  134;  temperature  99.2 
degrees  F.  and  respirations  26,  hemoglobin  12.4; 
hmct.  38,  WBC-16,500  with  Segs  80.  lymph-20, 
urinalysis  normal. 

Therapy  was  directed  toward  the  control  of  the 
preeclampsia  while  labor  continued.  Upon  admis- 
sion the  presenting  part  was  at  station  minus  two, 
with  membranes  intact  and  dilitation  only  a finger- 
tip. 

On  December  24th  she  was  admitted  and  fol- 
lowed in  early  first  stage  labor.  On  December  25th, 
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she  received  at  1:00  A.  M.  Mag.  Sulfate  10  gm. 
I.M.;  at  9:00  A.  M.  Mag.  Sulfate  5 gm.  I.  M.  and 
at  2:30  P.  M.  and  7:00  P.  M.  she  received  Leva- 
prone  amp.  I.  At  that  time  the  cervix  was  dilated 
6 cm.  with  the  station  at  minus  two.  Temperature 
100  degrees  F.;  Pulse  130  and  blood  pressure 
154/84.  The  membranes  ruptured  and  she  passed 
a foul  smelling  meconium  stained  amniotic  fluid. 

On  December  26,  1970,,  x-ray  examination  re- 
veals there  is  an  adequate  pelvis  but  there  is  a 
persistent  brow  presentation.  The  cervix  is  still 
dilated  6 cm.  with  no  further  progress  in  the  past 
12-14  hours.  Effacement  still  50  per  cent  and  the 
presenting  part  is  at  station  minus  two.  Consulta- 
tion with  a general  surgeon  produced  an  agree- 
ment to  perform  a section  and  this  was  done.  At 
section:  the  hemoglobin  was  12.4,  Hmct.  38;  WBC 
16,500;  Segs  80,  lymph  20;  urinalysis  normal.  At 
surgery  they  delivered  a viable  female  fetus  which 
survives.  They  discovered  several  large  intramural 
fibroids  and  several  smaller  submucous  fibroids. 
There  were  several  adhesions  about  the  tubes  and 
ovaries  but  the  operation  was  without  incident. 
Her  weight  at  time  of  surgery  was  160  1/2  pounds. 
From  December  27,  1970  until  her  death  on  Jan- 
uary 18,  1971,  she  developed  a paralytic  ileus  and 
an  elevation  of  temperature.  Both  complications 
were  treated  but  they  never  returned  to  normal. 
On  January  4,  she  had  several  liquid  bowel  move- 
ments and  the  abdominal  distention  returned.  On 
January  8,  the  incision  drained  with  a foul  smell- 
ing discharge.  On  January  14  she  was  taken  to 
surgery  where  the  slough  was  excised  from  the 
incision  and  a pelvic  abscess  drained.  On  January 
17  she  was  too  debilitated  to  drain  the  pelvic 
abscess  from  below,  so  a forceps  was  introduced 
into  the  lower  part  of  the  abdominal  incision  and 
a large  amount  of  bloody,  purulent,  foul-smelling 
material  was  drained. 

On  January  18,  1971,  her  blood  pressure  dropped 
to  60/0,  pulse  140,  respirations  40  and  she  became 
lethargic  and  stopped  breathing.  This  was  35  days 
after  her  admission.  There  was  no  autopsy. 

Comment : The  direct  obstetric  cause  of  death 
was  septicemia  but  this  was  a result  of  the  long 
labor,  the  preeclampsia  and  the  fact  that  she  was 
an  elderly  primigravida,  not  in  good  physical  con- 
dition. There  was  a 48-hour  delay  between  the 
time  she  started  into  labor,  and  when  the  section 
was  performed.  During  the  first  24  hours  she  di- 
lated to  6 cm.  with  the  station  of  the  head  at  minus 
two.  Twenty-four  hours  later  she  had  the  same 
dilitation  of  the  cervix  and  no  further  advance- 
ment of  the  presenting  part  into  the  pelvis.  An 
x-ray  was  taken  and  a persistent  brow  presenta- 
tion was  discovered.  It  was  here  that  the  physician 
failed  to  appreciate  the  complication,  but  even  if 
the  complication  did  not  exist,  the  lack  of  pro- 
gress should  have  alerted  the  physicians  to  con- 
sider a cesarean  section  in  the  first  six  to  twelve 
hours  of  active  labor.  Repeated  examinations,  the 


premature  rupture  of  the  membranes,  the  debility 
due  to  the  preeclampsia  and  the  48-hour  labor  all 
contributed  to  the  paralytic  ileus  following  the 
section.  It  was  here  that  the  contaminants  entered 
the  blood  stream  to  produce  the  septicemia,  from 
which  she  could  not  recover. 

Case  No.  350— MULTIPLE  CONTUSIONS  AND 
INJURIES  FROM  A FALL  IN  AN  EPILEPTIC 
TYPE  OF  INDIVIDUAL  WHO  WAS  SIX 
MONTHS  PREGNANT. 

A white  married  female,  age  17,  a gravida  1 
para  0 was  admitted  to  an  out-of-state  hospital 
with  the  history  of  being  six  months  pregnant  and 
falling  in  a bathtub.  She  was  unconscious  upon  ad- 
mission and  in  status  epilepticus.  She  was  treated 
for  the  status  epilepticus  and  for  possible  eclamp- 
sia, after  which  the  fetus  was  stillborn.  She  re- 
mained unresponsive  and  unconscious.  The  blood 
pressure  during  her  seizures  was  monitored  at  250 
mm.  of  mercury  and  thereafter  dropped  to  180 
and  finally  settled  at  105-120/60-70. 

Because  of  the  lack  of  improvement  from  the 
unconscious  state  she  was  admitted  to  a university 
medical  center  for  diagnosis  and  treatment.  In 
addition  to  the  multiple  contusions  about  the  face 
and  neck,  she  had  contusions  on  the  flank  and 
along  the  back  and  the  back  of  the  legs.  Neurologi- 
cal examination  revealed  a deeply  comatose  fe- 
male and  in  the  motor  area  only  reflex  decere- 
brate posturing  on  painful  stimulation.  The  cranial 
nerves  were  non-reactive  — pupils  were  nonreac- 
tive, the  right  was  larger  than  the  left:  5 mm  on 
the  right  and  3.5  mm.  on  the  left.  No  extravascular 
movements  were  present.  There  was  an  absence 
of  doll’s  eyes  movements.  Coordination  could  not 
be  tested.  Fundoscopic  examination  revealed  bila- 
teral blurring  of  the  nasal  disc  margins. 

The  course  in  the  hospital  centered  around  the 
tests  performed  for  diagnosis.  Upon  admission,  a 
right  retrobrachial  arteriogram  was  performed  and 
was  normal.  On  the  second  hospital  day  a right 
frontal  ventriculostomy  was  performed  and  a ven- 
triculogram to  rule  out  the  possibilities  of  an  acute 
hydrocephalus  but  these  tests  were  normal.  The 
patient  remained  unchanged  (in  the  coma)  for 
the  next  seven  days,  when  she  had  a respiratory 
arrest.  She  was  maintained  on  a mechanical  res- 
pirator for  another  day  and  then  was  pronounced 
dead.  There  was  no  autopsy. 

Comment:  Direct  obstetric  cause  of  death  was 
multiple  contusions  and  injuries.  The  major  injury 
was  thought  to  be  a brain  stem  contusion.  There 
were  no  factors  of  preventability  or  responsibility 
recognized  by  the  Committee. 

Case  No.  351—  CEREBRAL  VASCULAR  ACCI- 
DENT IN  A MULTIPARA  WITH  A HISTORY  OF 
TWO  PREVIOUS  CEREBRAL  VASCULAR  AC- 
CIDENTS. 

A white,  female,  age  43,  a Gravida  7 para  6, 
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was  7 1/2  months  in  her  seventh  pregancy  when 
she  fell  getting  out  of  her  car  and  became  un- 
conscious. The  patient  had  a history  of  two  pre- 
vious cerebral  vascular  accidents.  The  two  inci- 
dents happened  between  1967  and  December  of 
1969  when  she  had  her  second  cerebral  vascular 
accident.  She  had  a history  of  hypertension  with 
a blood  pressure  of  160/100  as  an  average  and  a 
weight  problem  of  weighing  254  pounds  more  or 
less,  depending  on  her  diet  and  ability  to  lose 
weight. 

Her  first  examination  in  1967  showed  arterios- 
clerotic changes  in  the  fundi.  The  present  preg- 
nancy started  in  April  and  she  was  due  in  Jan- 
uary. With  the  present  admission  the  patient  was 
unconscious,  the  blood  pressure  ranged  from 
140/90  to  160/100,  and  after  neurological  examina- 
tion she  was  found  to  have  a right  hemiplegia.  She 
also  had  convulsions  and  clonus  in  the  right  ex- 
tremity. She  was  first  treated  with  glucose  10  per 
cent  in  HO,  Lasix  and  Serpasil.  Penicillin  was 
added  to  the  intravenous  fluids.  The  convulsions 
were  treated  with  Sodium  Luminal  1 c.  c.  I.  M. 
On  the  second  hospital  day  there  was  no  im- 
provement from  the  unconscious  state,  so  a 
cesarean  section  was  performed  without  anesthesia, 
with  the  delivery  of  a premature  stillborn  male 
fetus.  Following  section  she  received  Cedilanid, 
Largon,  Atropine,  and  multiple  doses  of  Mag.  Sul- 
fate. She  continued  in  the  unconscious  state  with 
no  improvement,  in  spite  of  heroic  measures  to 
control  the  cerebral  hemorrhage,  but  every  effort 
was  met  with  failure.  On  the  third  day  after  ad- 
mission, she  finally  expired.  There  was  no 
autopsy. 

Coviment : The  direct  obstetric  cause  of  death 
was  pregnancy  in  an  elderly  multigravida  who  had 
permanent  hypertensive  vascular  disease,  and  a 
l\istory  of  two  previous  cerebral  vascular  acci- 
dents. The  patient  was  extremely  obese  weighing 
254  pounds  in  a non-pregnant  state.  The  Commit- 
tee was  unanimous  in  the  opnion  that  this  patient 
should  have  been  sterilized  after  four  pregnan- 
cies, and  when  the  present  pregnancy  was  dia- 
gnosed she  should  have  been  aborted,  no  matter 
the  gestational  age  of  the  pregnancy.  To  permit 
her  to  continue  in  the  pregnancy  with  this  tragic 
background  of  hypertension,  obesity  and  two  pre- 
vious cerebral  vascular  accidents,  was  to  con- 
demn her  to  certain  permanent  complications  in- 
cident with  stroke  or  certain  death. 

CASE  No.  353—  CONGENITAL  COARCTATION 
OF  THE  AORTA  AND  RHEUMATIC  HEART 
DISEASE  COMPLICATED  BY  PREGNANCY. 

A white,  married  female,  age  23.  about  2-3 
months  in  her  first  pregnancy  was  admitted  with 
severe  edema,  cyanosis  and  some  rales  in  the  lung 
fields  bilaterally.  The  patient  had  a congenital 
coarctation  of  the  aorta  and  rheumatic  heart  dis- 
ease, which  had  been  partially  repaired  by  car- 
diac surgery.  The  patient  had  been  warned  never 


to  become  pregnant  but  she  was  approximately 
2-3  months  when  the  pregnancy  was  discovered 
and  the  cardiac  complications  became  severe. 
She  had  been  under  the  care  of  a general  prac- 
titioner for  many  years  and  since  becoming  preg- 
nant had  gained  30  pounds.  She  was  under  treat- 
ment by  another  physician  who  prescribed  Lasix 
40  mg.  daily. 

In  addition  to  the  above  symptoms,  an  x-ray 
demonstrated  cardiac  enlargement  but  the  lungs 
fields  were  clear.  The  E.K.G.  revealed  a sinus 
tachycardia,  right  axis  deviation;  R.  V.  D.  with 
strain.  Prominent  P waves.  The  tracing  suggested 
cor  pulmonale  or  congenital  heart  disease. 

The  patient  was  admitted  to  the  hospital  in  poor 
physical  condition  with  severe  edema,  cyanosis 
and  rales  in  the  lung  fields.  For  the  next  10  days 
an  attempt  was  more  to  stabilize  her  failing  heart. 
She  was  digitalized,  placed  on  bed  rest  and  put 
on  a low  salt  diet.  She  received  oxygen  PRN, 
Trilifon  gm.  2 Q.  I.  D.;  Macrodantin  mg.  100 
Q.  I.  D.  with  food;  and  on  the  seventh  hospital 
day  was  placed  on  penicillin  600,000  Units  B.  I.  D. 
She  was  followed  with  daily  W.  B.  C.  and  hemo- 
globin determinations.  She  had  a venoclysis  on  the 
fourth  and  sixth  day  and  on  the  day  of  her  death 
her  WBC  was  16,450  and  the  Hgb.  16.0  grams  per 
cent.  Her  condition  improved  and  she  remained 
afebrile,  but  she  died  suddenly  and  without  the 
help  of  an  autopsy  the  complication  causing  her 
death  was  diagnosed  as  a massive  cerebral  hemor- 
rhage or  a massive  pulmonary  embolus.  She  re- 
mained undelivered. 

Case  No.  354— SEPTIC  ABORTION  RELATED 
TO  EXTERNAL  TRAUMA  ( FALLING  ASTRAD- 
DLE OF  A BATHTUB ) WITH  A POSSIBILITY 
OF  A SELF-INDUCED  OR  A CRIMINAL  ABOR- 
TION. 

A white  married  female,  age  31,  was  admitted 
to  the  hospital  with  a temperature  of  101  degrees 
F.;  in  acute  distress  with  violent  lower  abdomi- 
nal pain,  and  in  shock  with  sweating  and  a very 
pale  facies.  The  evening  prior  to  admission  she 
was  getting  out  of  a tub  when  her  foot  slipped 

and  she  fell,  landing  astraddle  the  side  of  the 

tub.  She  is  quite  obese  and  struck  rather  hard 
but  did  not  have  any  particular  pain  afterward. 
She  was  approximately  3 1/2  months  in  her 

fourth  pregnancy  and  she  was  a Gravida  4 Para 
2,  Abortus  1 (10  years  ago). 

Her  past  history  was  negative  and  she  was  in 
good  general  health  until  her  fall,  except  for 

endogenous  obesity.  On  the  morning  of  her  ad- 
mission she  got  her  husband  off  to  work  at 
5:00  A.  M.,  then  she  developed  fever,  lower  ab- 
dominal pain,  vomiting  and  vaginal  bleeding.  The 
pain  increased  until  hospital  admission  was  indi- 
cated. The  physical  examination  was  not  remark- 
able except  for  the  pelvic  which  revealed  the 
uterus  to  be  enlarged  to  the  size  of  a three  months 
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pregnancy  and  retroverted.  The  cervix  was  soft 
but  not  dilated  more  than  a finger  tip.  There  was 
some  old  blood  in  the  cul-de-sac  with  some  odor. 
The  admission  diagnosis  was  inevitable  abortion 
(question  of  septic  abortion),  or  a possible 
volvulus  or  perforated  diverticulum. 

Four  hours  after  admission  she  passed  a foul 
smelling  necrotic  fetus  about  four  months  gesta- 
tion but  the  placenta  was  not  complete.  She  had  a 
D and  C using  a ring  forceps  then  a sharp 
curette  and  had  one  pack  in  the  uterus.  Three 
hours  later  her  blood  pressure  kept  dropping 
slowly  and  she  was  going  downhill  so  rapidly 
that  an  emergency  laparotomy  was  performed 
with  the  following  findings.  The  pathology  was 
confined  to  the  uterus  which  appeared  to  be 
about  three  months  gestation  in  size.  It  was 
boggy,  edematous  and  a purplish  color.  The  left 
ovary  was  dark  purple  and  almost  completely 
black  and  the  right  ovary  was  a slight  lighter 
color  than  the  other.  There  was  from  60  to  100 
c.  c.  of  bloody  pus  in  the  dul-de-sac  and  lower 
abdomen.  She  had  two  cardiac  arrests,  the  sec- 
ond of  which  was  fatal.  There  was  no  autopsy. 
Because  of  the  overwhelming  infection  of  the 
uterus,  gangrene  of  the  ovaries,  and  the  products 
of  pregnancy,  the  diagnosis  of  a self-induced  or 
criminal  abortion  was  entertained  but  in  the  ab- 
sence of  an  autopsy,  it  was  not  proven. 

Case  No.  355— AFIBRINOGENEMIA  DEVELOP- 
ING AT  THE  TIME  OF  CESAREAN  SECTION. 
DEAD  FETUS  SYNDROME. 

A white  married  female,  age  35,  a Gravida  4 
Para  2,  stillbirth  1,  was  admitted  with  a fever  of 
104  degrees  F;  and  a severe  urinary  tract  infec- 
tion. She  was  full  term  in  her  fourth  pregnancy, 
not  in  labor  and  with  a dead  fetus.  The  admis- 
sion examination  was  negative.  The  hematology 
showed  13.5  grams  of  hemoglobin  with  a WBC  of 
17,800.  Urinalysis  was  negative  for  albumin,  sugar 
and  microscopic  but  positive  for  bile.  An  x-ray 
revealed  a single  pregnancy  with  a breech  pres- 
entation. Four  hours  after  hospital  admission  the 
patient  went  into  active  labor  but  after  four 
hours  of  labor  there  was  no  progress  made. 
Preparations  were  made  for  a cesarean  section 
and  this  was  carried  out  immediately.  A non- 
viable  macerated  and  decomposed  fetus  was  de- 
livered after  an  hour  of  halothane  anesthesia.  Im- 
mediately after  section  the  patient  began  to  bleed 
profusely  from  the  vagina,  the  abdominal  incision 
and  from  the  venopuncture  wounds.  She  received 
two  units  of  fibrinogen;  eleven  units  of  whole 
blood;  4,000  c.  c.  of  saline;  1,000  c.  c.  glucose; 
dextran  1,500  c.  c.;  and  mannitol  1,000  c.  c. 
Urinary  output  was  zero.  She  was  in  severe  shock 
and  expired  five  hours  after  delivery.  There  was 
no  autopsy.  The  Committee  reasoned  that  the 
patient  was  overtreated  with  fluids  and  under- 
treated with  fibrinogen. 


Case  No.  357  — UPPER  RESPIRATORY  IN- 
FECTION IN  A SIX  MONTHS  PREGNANCY, 
WITH  DELIVERY,  RETAINED  PLACENTA, 
BACTEREMIA,  SEPTICEMIA  AND  PERI- 
TONITIS. 

A white  married  female,  age  17,  a Gravida  1, 
Para  0,  was  admitted  in  active  labor  in  poor 
physical  condition  because  of  a severe  upper  res- 
piratory infection.  During  her  prenatal  visits  she 
had  been  treated  for  a urinary  tract  infection,  a 
trichomonas  vaginitis  and  otitis  media.  She  was 
seen  the  day  before  hospital  admission  with  a 
severe  upper  respiratory  infection  for  which  Bi- 
cillin  2 c.  c.  was  given.  The  patient  was  ready 
for  delivery  upon  admission  and  she  had  a severe 
vaginal  hemorrhage  just  before  delivery.  Her  ad- 
mission examination  revealed  a pulse  of  120; 
blood  pressure  80/40;  and  the  patient  pale  and 
in  shock.  She  was  six  months  in  her  first  preg- 
nancy. She  delivered  a viable  premature  male 
infant  weighing  1 pound  and  8 ounces  which  ex- 
pired. The  severe  bleeding  continued  after  de- 
livery and  with  the  retained  placenta  an  emer- 
gency D and  C was  performed  and  the  placenta 
removed.  The  patient  ran  a high  temperature 
and  was  started  on  Ampicillan  500  mg.  q.  i.  d. 

During  the  next  19  days  the  patient  developed 
bacteremia,  septicemia  and  peritonitis.  Heroic 
measures  were  undertaken  using  whole  blood,  in- 
travenous fluids,  multiple  schedules  of  antibiotics 
and  correction  of  the  body  chemistry,  but  in  spite 
of  this  extensive  schedule  of  therapy,  the  patient 
expired  and  there  was  no  autopsy.  The  Commit- 
tee agreed  that  there  were  no  factors  of  preven- 
tability  or  factors  of  responsibility  involved  in 
this  maternal  death. 

Case  No.  358— AMNIOTIC  FLUID  EMBOLISM 
IMMEDIATELY  POSTPARTUM. 

A white  married  female,  age  29,  a Gravida  5 
Para  3,  was  admitted  to  the  hospital  in  active 
labor  and  in  good  physical  condition.  She  had 
adequate  prenatal  care,  a weight  gain  of  36 
pounds  with  normal  ranges  of  her  hematology 
and  urinalysis.  She  was  admitted  in  active  labor 
with  intense  and  violent  contractions.  The  mem- 
branes were  ruptured  manually  30  minutes  be- 
fore delivery.  She  received  Demerol  mg.  50  and 
Scopolamine  gr  1/150  intravenously  35  minutes 
before  delivery,  and  was  delivered  with  a saddle 
block  anesthetic.  She  was  in  first  stage  labor  only 
2 1/2  hours.  She  delivered  a viable  fetus  weigh- 
ing seven  pounds  and  six  ounces,  over  a median 
episiotomy  and  was  resuscitated  immediately 
with  an  Apgar  of  nine.  The  patient  received 
Methergine  1 c.  c.  IV  immediately  after  the 
placenta  was  delivered. 

During  the  episiotomy  repair  the  patient  de- 
veloped breathing  difficulty  and  went  into  pro- 
found cardiovascular  and  respiratory  collapse.  She 
was  immediately  intubated  and  given  positive 
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pressure  oxygen,  vasopressors  and  external 
cardiac  massage.  A defibrillator  was  applied  with 
a sinus  rhythm  noted.  During  the  next  three  hours 
the  blood  pressure  fluctuated  between  104/72,  to 
no  blood  pressure,  then  with  Aramine  it  rose  to 
150/130.  Spontaneous  respirations  returned,  then 
in  a short  time  she  stopped  breathing  and  the 
blood  pressure  was  lost  again.  Respirations  were 
assisted  and  she  developed  a sinus  bradycardia, 
then  junctional  bradycardia,  and  idioventricular 
rhythm,  widening  of  the  QRS  complexes,  rate  ap- 
proximately 40  per  minute  and  finally  ventricular 
fibrillation.  She  developed  afibrinogenemia  with 
500  c.  c.  of  unclotted  blood  found  in  the  bed.  She 
expired  three  hours  following  delivery.  There 
was  an  autopsy  with  the  cause  of  death — amniotic 
fluid  embolism. 

Case  No.  359— UNATTENDED  ABORTION. 

The  postmortem  data  on  this  maternal  death 
follows:  She  was  a 32-year-old,  not  married,  black 
female,  found  dead  in  bed.  The  coroner  supplied 
the  information  that  she  was  five  feet,  eight  inches 
in  height,  and  weighed  145  pounds;  that  she  was 
pregnant  and  apparently  had  hemorrhaged  to 
death  from  an  abortion.  She  was  an  alcoholic  and 
apparently  intoxicated  at  the  time  of  her  death. 
The  coroner  reasoned  that  she  had  been  unattended 
medically  for  36  hours  prior  to  her  death-.  There 
was  no  autopsy  and  no  identity  to  the  person 
responsible  for  the  abortion. 

Case  No.  360— CARDIAC  ARRHYTHMIA  WITH 
A HISTORY  OF  PAROXYSMAL  ATRIAL  TAC- 
HYCARDIA. 

A white,  married  female,  age  39,  a Gravida  3 
Para  2 was  admitted  in  active  labor.  She  was  in 
good  physical  condition,  having  11  prenatal  office 
visits  with  normal  progress  during  the  prenatal 
period.  Her  physical  standards  were  within  normal 
limits,  the  weight  gain  was  14  pounds,  hematology 
and  urinalysis  findings  were  within  normal  limits. 
Her  first  pregnancy  delivered  in  1968  with  no 
complications  noted.  During  the  second  pregnancy, 
tachycardia  was  noted  prenatally,  and  the  patient 
was  treated  by  an  internist  with  numerous  medi- 
cations for  paroxysmal  atrial  tachycardia.  Several 
cardiologists  reviewed  her  records  at  that  time, 
but  treatment  was  of  little  use.  She  delivered  at 
term  in  1970  and  had  no  problems.  With  the  pres- 
ent pregnancy,  the  patient  was  advised  to  consult 
with  her  cardiologist  and  internist  during  the  pre- 
natal period  but  there  is  no  evidence  that  this  was 
done.  After  an  eight  hour  labor,  the  patient  de- 
livered a seven  pound  fetus  under  saddle  block 
anesthesia.  The  postpartum  course  was  normal 
with  normal  voiding,  bowel  function  and  eating. 
In  the  early  morning  of  the  third  postpartum  day 
the  patient  began  to  breathe  in  a peculiar  manner 
and  the  nurse  found  her  in  cardio-respiratory  col- 
lapse. In  spite  of  resuscitative  efforts  the  patient 
expired.  There  was  an  autopsy. 


The  final  anatomic  diagnosis  was:  (1)  Pul- 

monary congestion  and  edema;  (2)  Passive  con- 
gestion of  the  liver  and  spleen;  (3)  Dilatation  of 
right  atrium  and  ventricle  moderate;  (4)  Enlarged 
postpartum  uterus  (2  days);  and  (5)  Acute  trac- 
heobronchitis. Cause  of  death:  probable  cardiac 
arrhythmia  because  of  the  past  clinical  history  of 
paroxysmal  atrial  tachycardia. 

Case  No.  361— BILATERAL  BRONCHOPNEU- 
MONIA IN  A FOUR  AND  A HALF  MONTHS 
PREGNANCY. 

A white,  married  female,  age  34,  a Gravida  3 
Para  2,  was  admitted  with  shortness  of  breath 
and  cyanosis  following  an  episode  of  influenza. 
She  was  admitted  with  the  diagnosis  of  bilateral 
bronchopneumonia.  She  had  four  prenatal  office 
visits  and  had  made  normal  progress.  The  two  pre- 
vious deliveries  were  normal  and  the  children  sur- 
vive. Upon  admission  she  became  very  short  of 
breath,  associated  with  cyanosis  of  the  extremities 
and  had  difficulty  in  breathing.  The  admission 
temperature  was  100. 8°F,  pulse  110,  respirations 
60  and  a blood  pressure  of  210/80.  The  admission 
examination  revealed  an  inflamed  throat,  consoli- 
dation and  rales  in  both  lungs.  The  abdomen  and 
fundus  were  normal  for  a four  and  half  months 
pregnancy.  She  received  antibiotics,  oxygen,  alev- 
aire  and  supportive  therapy,  but  she  had  a gradual 
downhill  course.  On  the  second  morning  she  had 
several  episodes  of  cardia  standstill  and  stopped 
breathing;  this  continued  for  45  minutes  when  she 
finally  expired.  There  was  no  autopsy. 

Case  No.  362 —SEVERE  VIRAL  PNEUMONIA 
IN  A FIVE  AND  A HALF  MONTHS  PREG- 
NANCY. 

A white,  28-year-old  female,  a Gravida  1,  Para 
0,  was  found  dead  in  bed  following  an  upper  res- 
piratory infection.  She  was  five  months  in  her 
first  pregnancy  and  this  was  at  the  height  of  an 
influenza  epidemic  in  this  area.  This  patient  had 
been  a moderate  schizophrenic  for  five  to  seven 
months  with  multiple  complaints  and  frequent 
surgery.  She  had  several  D and  C’s  for  menstrual 
difficulties  and  a cholecystectomy  in  December 
1971.  She  had  rheumatic  fever  as  a child,  resulting 
in  rheumatic  heart  disease.  Just  prior  to  her  death, 
an  upper  respiratory  infection  was  treated  by  her 
family  physician  as  a pneumonitis  and  marked  de- 
pression, using  Lincocin  and  Elavil.  The  following 
day  she  called  her  husband  stating  that  she  was 
not  improving  and  an  hour  later  he  found  her 
dead  in  bed  with  foam  exuding  from  the  nose. 
There  was  an  autopsy. 

The  autopsy  findings  were:  (1)  Viral  pneumonia, 
bilateral,  severe,  with  superimposed  bacterial 
pneumonia;  (2)  Acute  tracheobronchitis,  severe, 
(3)  Pleural  effusions  (150  cc) ; (4)  Passive  con- 
gestion of  viscera,  moderate,  and  (5)  Intrauterine 
pregnancy,  male  fetus  which  measures  25  cm. 
crown  heel  length. 
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Case  No.  363—AMNIOTIC  FLUID  EMBOLISM 
DUE  TO  FETAL  DEATH  IN  UTERO. 

A white,  married  female,  age  33,  a Gravida  5, 
Para  4,  was  admitted  to  the  hospital  with  consid- 
erable back  pain,  the  result  of  fainting  and  falling 
at  home,  injuring  the  lumbo-sacral  spine.  The  pa- 
tient was  eight  and  one-half  months  in  her  fifth 
pregnancy  and  her  condition  upon  hospital  admis- 
sion, was  considered  good.  She  had  eight  prenatal 
office  visits  in  four  months  with  normal  limits  in 
serum  electrolytes,  a mild  secondary  anemia  and 
normal  urinalysis.  The  patient  was  admitted  with 
a blood  pressure  of  110/70  and  a pulse  of  80.  Physi- 
cal findings  were  normal  for  an  eight  and  one-half 
months  pregnancy  and  the  nurse  heard  fetal  heart 
tones  in  the  left  lower  quadrant.  Examination  re- 
vealed pain  in  the  lumbosacral  spine  and  right 
hip  radiating  down  the  leg.  She  was  unable  to 
rotate  externally  without  difficulty  or  to  raise  the 
extremity  without  pain.  As  the  day  progressed  the 
blood  pressure  fell  from  124/68  to  90/60,  pulse  130, 
and  she  began  vomiting.  Oxygen,  glucose  5/W  1000 
c.c.,  I.  V.;  and  Solu-Medrol  were  administered.  The 
uterus  was  soft  and  irregular  with  no  contractions. 
The  fetal  heart  tones  were  not  heard  and  it  was 
reasoned  that  the  nurse  was  counting  the  maternal 
abdominal  pulse  instead  of  the  fetal  heart  tones. 
The  patient  continued  in  shock  with  a severe  hy- 
potension, tachycardia,  skin  cold  and  clammy,  and 
perspiring  freely.  At  3:00  A.M.  the  patient  went 
into  active  labor  but  the  shock  state  continued 
with  an  average  blood  pressure  of  60/40  to  70/64, 
and  a pulse  of  120.  Labor  progressed  and  the  shock 
state  continued  with  restlessness,  ashen  color, 
blood  pressure  of  70/40  and  a pulse  of  120.  Six 
and  a half  hours  later  she  delivered  a stillborn 
fetus  by  frank  breech  with  oxygen  only  and  no 
anesthesia.  The  fetus  was  macerated  and  estimated 
to  be  dead  at  least  two  days.  The  placenta  was 
delivered  intact  and  complete  with  no  signs  of 
premature  separation  or  abruptio  placentae.  She 
received  Syntocinon  and  Methergine.  The  condi- 
tion of  the  patient  deteriorated  rapidly,  in  spite 
of  continued  intravenous  medications  and  Solu- 
Medrol.  The  pulse  and  respirations  ceased.  Two 
obstetricians  were  standing  by  in  the  last  stages 
and  one  drew  blood  for  a laboratory  procedure 
and  it  was  noted  that  the  blood  did  not  clot.  There 
was  no  autopsy.  This  was  22-1/2  hours  after  ad- 
mission. The  Committee  commented  that  in  the 
absence  of  an  autopsy  the  clinical  diagnosis  was 
amniotic  fluid  embolism,  due  to  the  changes  caused 
by  the  stillborn  fetus  in  utero. 

Case  No.  365— PERFORATION  OF  THE  RIGHT 
INNOMINATE  ARTERY  WITH  HEMORRHAGE 
INTO  THE  TRACHEO-BRONCHIAL  TREE  COM- 
PLICATING A TRACHEOSTOMY  FOR  CARDIO- 
RESPIRATORY ARREST. 

A black,  married  female,  age  18,  was  admitted 
to  the  hospital  for  an  elective  cesarean  section  for 


Hemoglobin  Sickle  Cell  disease.  The  patient  had 
several  episodes  of  hemolytic  crises  in  the  past 
and  a cesarean  section  would  prevent  a crisis  be- 
cause of  the  stress  of  a long  labor.  She  had  ade- 
quate prenatal  care  with  a mild  anemia  and  hema- 
turia. Labor  began  at  home  and  the  cervix  was 
long,  thick  and  closed  on  admission.  The  cesarean 
section  was  started  the  following  day  with  the 
delivery  of  a viable  fetus  weighing  eight  pounds 
and  two  ounces,  which  survives.  With  the  delivery 
of  the  placenta,  the  patient  developed  respiratory 
arrest,  then  ventricular  fibrillation.  She  was  de- 
fibrillated,  had  a tracheostomy  and  admitted  to 
ICU  where  she  was  on  a respirator.  She  was  con- 
tinually unconscious  and  supported  by  respirator 
for  the  next  eight  days  when  she  started  profuse 
bleeding  from  the  tracheostomy  opening,  then  ex- 
pired. There  was  an  autopsy. 

Anatomical  Diagnosis:  (1)  Recent  post-opera- 

tive status — (a)  cesarean  section,  complicated  by 
cardio-respiratory  arrest  (clinical)  and:  (b)  trach- 
eostomy complicated  by  erosion  into  the  right  in- 
nominate artery  with  perforation  and  hemorrhage 
into  tracheo-bronchial  tree;  (2)  Multiple  pulmon- 
ary emboli,  left  lung  with  multiple  pulmonary  in- 
farcts; (3)  Infarcts  of  the  spleen  small.  (4)  Focal 
necrosis  with  acute  and  chronic  inflammation  of 
the  liver,  and  (5)  Hemoglobin  S.C.  Disease  (clini- 
cal). 

Case  No.  371—  CARDIAC  ARREST  AT  THREE 
WEEKS  POSTPARTUM— POSSIBLE  ELECTRO- 
CUTION. 

A white,  married  female,  age  31,  Gravida  1, 
Para  1,  was  admitted  D.O.A.,  having  delivered  a 
normal  female  fetus  three  weeks  before  her  death. 
She  was  sewing  one  evening  during  an  electrical 
storm  and  continued  to  work  after  the  family  had 
retired  to  bed.  They  found  her  the  next  morning 
lying  on  the  floor  with  the  sewing  machine  light 
still  on.  She  was  removed  to  the  hospital  for  an 
autopsy.  The  mother-in-law  stated  that  she  saw 
the  deceased  person  alive  about  midnight  and  she 
was  complaining  of  a severe  headache.  About  four 
hours  later  she  was  found  dead.  She  had  a normal 
prenatal  course,  normal  eight-hour  labor  and  un- 
eventful delivery,  normal  three-day  hospital  stay 
and  a normal  postpartum  state  at  home  until  her 
death. 

The  autopsy  revealed  marked  congestion  and 
cyanosis  of  all  viscera.  Cyanosis  of  the  skin  over 
head,  face  and  neck.  Microscopic  findings:  re- 
vealed pulmonary  alveolar  edema,  “irritation” 
liver.  Focal  interstitial  hemorrhage  with  hypoxic 
degeneration  of  myocardium  of  the  left  ventricle. 
Focal  degeneration  with  lymphocytic  infiltration  of 
posterior  lobe  of  the  pituitary  gland. 

Comment:  Death  is  attributed  to  cardiac  arrest. 
Focal  evidence  of  hypoxia  with  microscopic  hemor- 
rhage and  myocardial  degeneration  is  seen  in  the 
left  ventricle. 
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T)one  cancers  are  rare  tumors,  but  they  occur 
primarily  in  young  individuals  and  the 
cure  rate  for  most  of  them  in  the  past  has  been 
low.  If  the  over-all  survival  and  cure  rates  for 
these  malignancies  can  be  improved,  the  extra 
duration  of  life  can  be  very  meaningful  in  the 
young  patient. 

These  tumors  present  to  the  physician  most 
commonly  as  a problem  of  persistent  pain.  As 
part  of  standard  evaluation  of  this  symptom,  an 
x-ray  is  taken  and  an  abnormality  is  noted. 
Since  histology  is  the  definitive  diagnosis  of 
malignancy,  a biopsy  is  done.  If  the  lesion  is 
located  in  an  extremity,  then  the  primary,  and 
frequently  only,  modality  of  therapy  has  been 
amputation.  As  the  field  of  oncology  has  de- 
veloped and  more  effective  therapies  have  been 
devised,  the  management  of  bone  cancers  has 
become  more  of  a multi-disciplinary  field  in- 
volving surgery,  radiation  therapy,  and  more 
recently  chemotherapy.  The  addition  of  radia- 
tion and  chemotherapy  to  surgical  treatment 
has  in  some  cases  improved  cure  rates  and  in 
others  offered  increased  survival  when  palliat- 
ing metastatic  disease. 

Ewing’s  sarcoma  and  osteosarcoma  will  be 
discussed  in  detail  showing  how  radiation  and/ 
or  chemotherapy  in  addition  to  surgery  can  be 
of  value  in  their  management.  Some  basic  sci- 
ence aspects  of  the  etiology  of  osteosarcoma  and 
the  use  of  the  new  chemotherapeutic  agent, 
adriamycin,  will  also  be  discussed. 

Ewing’s  Sarcoma 

Ewing’s  sarcoma  was  first  described  in  1921 
by  James  Ewing,  a New  York  City  pathologist 
who  was  probably  the  first  physician  to  limit 
his  scope  of  interest  to  cancer.1  He  pointed  out 
how  this  small  round  cell  tumor  was  a distinct 
pathologic  entity  occurring  primarily  in  young 


Bone  Malignancies 

people  and  how  it  was  being  mistakenly  cate- 
gorized as  an  osteosarcoma.  Being  the  compleat 
oncologist  that  he  was,  he  was  also  the  first  to 
demonstrate  that  this  tumor  responded  to  ir- 
radiation, using  radium  as  the  radiation  source. 

It  is  a rare  tumor  as  only  eight  cases  have 
been  recorded  in  the  WVU  Medical  Center 
Tumor  Registiy  in  as  many  years.  Ninety  five 
per  cent  of  the  patients  with  this  tumor  are  in 
the  age  range  of  5-25  years,  and  it  is  rarely  ever 
seen  much  beyond  age  25.  There  is  a 2:1  male: 
female  ratio,  and  most  all  patients  are  Caucasian 
as  it  rarely  occurs  in  Negroes. 

Almost  any  bone  can  be  involved  primarily 
with  the  most  frequent  sites  being  the  shafts 
of  the  humerus,  femur,  or  tibia  and  the  pelvic 
bones.  The  tumor  mass  can  spread  extra-os- 
seously,  and  pathologic  exam  on  amputated 
specimens  has  demonstrated  that  even  though 
the  tumor  appears  to  be  localized  to  one  area  of 
a bone  clinically,  it  usually  involves  the  entire 
bone. 

Case  Presentation 

The  patient  is  a 22-year-old  man  who  de- 
veloped persistent  pain  in  his  right  groin  about 
eight  months  prior  to  admission.  He  saw  a phy- 
sician who  did  an  x-ray.  It  showed  a lytic  area 
in  the  right  pubic  bone  and  a biopsy  was  rec- 
ommended. However  the  patient  delayed  biopsy 
until  one  month  prior  to  admission  when  a firm 
mass  became  palpable  in  the  groin.  Biopsy  was 
then  done  and  the  lesion  was  diagnosed  as 
Ewing’s  sarcoma. 

Upon  referral  to  WVU  Hospital  x-rays 
showed  a lytic  lesion  in  the  pubis  and  aceta- 
bulum with  an  extra-osseus  mass  displacing  the 
bladder  on  I VP  (Figures  1 and  2).  Chest  film, 
bone  scan  and  marrow  biopsies  were  negative 
for  metastases.  The  serum  LDH  was  350  (nor- 
mal 100-225). 
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Cobalt  therapy  was  begun  to  the  pelvis  and 
cyclophosphamide  (Cytoxan)  and  vincristine 
were  given  concurrently,  although  the  Cytoxan 
was  not  given  in  full  scheduled  dose  because  of 
leucopenia.  Dactinomycin  was  begun  as  soon  as 
the  cobalt  therapy  was  completed. 

The  patient  did  well  for  about  five  months 
when  he  developed  rib  and  scalp  metastases. 
He  had  temporary  remissions  from  methotrexate 
and  adriamycin,  but  subsequently  died  with 
diffuse  metastases  in  every  organ. 

Discussion 

Local  pain  and  swelling  are  the  most  frequent 
presenting  symptoms.  Many  patients  also  have 
a fever,  leucocytosis,  increased  sedimentation 
rate,  and  some  are  anemic.  In  one  series  of  21 
patients,2  fever  greater  than  100°  uniformly 
was  associated  with  a fatal  prognosis.  The  serum 
lactic  dehydrogenase  ( LDH ) is  frequently 
elevated,  presumably  because  of  the  growth 
and  destruction  of  the  tumor  cells  which  are 
producing  this  enzyme. 

Ewing’s  sarcoma  has  many  similarities  to  lym- 
phoma — its  pathology,  its  responsiveness  to 
radiation  and  certain  chemotherapeutic  agents, 
and  in  these  associated  systemic  signs  and  sym- 
ptoms. As  in  lymphomas,  patients  with  systemic 
symptoms  such  as  fever  frequently  have  dis- 
seminated disease  and  a poor  prognosis. 

The  malignancy  metastasizes  primarly  to  the 
lung  and  other  bones.  Autopsy  studies  have  par- 
ticularly emphasized  the  spread  to  other  bones 
but  there  is  an  unanswerable  question  here,  is 
this  widespread  metastases  or  is  it  multicentric 


origin?  This  involvement  of  other  bones  can 
sometimes  be  detected  early  by  bone  marrow 
examination. 

In  a large  cumulative  review  of  the  literature3 
the  over-all  five-year  survival  was  only  8 per 
cent.  Even  some  of  those  patients  who  live 
five  years  still  eventually  die  of  their  disease, 
so  life-time  cures  are  rarities.  In  a series  of  pa- 
tients reported  from  Walter  Reed  Army  Hos- 
pital4 over  half  the  patients  were  dead  in  the 
first  year  of  follow-up  after  treatment  and  75 
per  cent  had  died  by  two  years.  So  it  is  very  ap- 
parent that  this  is  a rapidly  fatal  tumor  in  the 
majority  of  cases. 

As  was  previously  mentioned,  Ewing  found 
that  this  tumor  was  radio-sensitive.  Amputation 
has  also  been  used  as  primary  therapy  if  the 
tumor  was  located  in  an  extremity  When  one 
looks  at  the  group  of  patients  with  no  apparent 
metastases  at  the  time  of  diagnosis,  both  ampu- 
tation and  large  dose  radiation  are  effective  in 
controlling  the  primary  lesion.  If  at  least  3000 
r of  radiation  is  given  only  rarely  does  the 
patient  have  a relapse  of  tumor  in  the  primary 
site.  4’ 5' 6 The  best  five-year  survival  rate  re- 
ported with  this  tumor  was  30  per  cent  and  was 
in  a series5  in  which  radiation  was  used  as  pri- 
mary therapy.  So  since  there  is  no  difference 
in  the  five-year  survival  data  between  radiation 
and  amputation,  it  is  generally  recommended 
that  this  tumor  be  treated  primarily  with  radia- 
tion to  spare  the  patient  the  mutilation  of  ampu- 
tation. The  entire  involved  bone  must  be  treated 
to  be  sure  all  primary  tumor  is  eradicated. 

The  failure  to  have  a better  five-year  survival 
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rate  is  not  due  to  lack  of  control  of  the  primary 
lesion,  but  to  early  subclinical  metastases  that 
later  become  obvious,  most  often  within  one 
year  after  primary  treatment.  As  was  previously 
mentioned,  the  large  majority  of  patients  have 
died  of  these  metastases  by  two  years.  This  sort 
of  situation  makes  this  tumor  a potential  candi- 
date for  improving  survival  and  preventing 
tumor  relapse  by  utilizing  systemic  therapy  in 
addition  to  treating  the  primary  lesion. 

When  there  is  known  metastatic  tumor,  the 
patient  is  usually  only  a palliative  treatment 
candidate,  although  occasional  long  survivals 
have  been  effected  by  irradiating  or  resecting 
single  lung  metastases.  Five  drugs  have  been 
demonstrated  to  have  an  effect  in  causing  re- 
gression of  metastatic  Ewing’s  sarcoma  with  an 
increase  in  survival.  They  are  cyclophosphamide 
(Cytoxan),  vincristine  (Oncovin),  dactinomy- 
cin  (Cosmegen),  5 - fluorouracil,  and  BCNU. 
Each  of  these  drugs  has  a different  mechanism 
of  action  and  different  toxicity,  so  they  could 
be  expected  to  be  more  effective  when  used  in 
combination  rather  than  individually.  Based  on 
this  knowledge  it  was  postulated  that  using  a 
combination  of  drugs  plus  radiation  to- the  pri- 
mary lesion  would  result  in  good  control  of 
the  primary  tumor  while  preventing  growth  of 
subclinical  metastases  resulting  in  better  over- 
all survival.  Protocols  were  devised  using  a 
combination  of  large  dose  radiation  (at  least 
5000  r)  for  total  obliteration  of  the  primary 
disease  while  giving  concurrent  cyclophospha- 
mide and  vincristine.  Radiation  and  dactinomy- 
cin  have  synergistic  skin  toxicity  so  this  drug 
was  added  to  the  combination  regimen  after 
the  irradiation  was  completed. 

The  largest  series  reported7  using  this  cura- 
tive-attempt approach  is  from  St.  Jude’s  Chil- 
dren’s Hospital  in  Memphis.  Of  15  newly-diag- 
nosed patients  treated  with  radiation  — cyc- 
lophosphamide — vincristine  combination,  eight 
were  reported  as  being  continuously  free  of  dis- 
ease with  a minimum  of  12  months  and  a maxi- 
mum of  91  months  follow-up.  Johnson  et  al8 
at  the  National  Cancer  Institute  reported  7 of 
13  patients  being  free  of  recurrence  with  a 
minimum  of  six  months  follow-up.  Based  on 
these  promising  early  trials  a nationwide  study 
has  been  launched  to  test  the  hypothesis  that 
radiation  therapy  given  to  the  primary  tumor 
and  adjunctive  chemotherapy  given  for  two 
years  will  result  in  greater  numbers  of  perma- 
nent cures.  The  Acute  Leukemia  Group  B 
(ALGB)  of  which  WVU  Hospital  is  a member 
is  participating  in  this  clinical  trial.  Since  the 
majority  of  metastases  occur  in  the  lung,  prophy- 


lactic irradiation  of  the  whole  lungs  will  be 
utilized  in  some  patients  in  addition  to  the 
drugs  to  see  if  this  treatment  can  further  pre- 
vent metastatic  tumor  occurrence. 

There  is  precedent  that  this  aggressive  multi- 
modality therapeutic  approach  will  accomplish 
its  goal.  For  example,  the  five-year  survival  in 
Wilm  s tumor  and  childhood  acute  lymphob- 
lastic leukemia  have  been  markedlv  improved 
in  recent  years  by  the  same  approach. 

Osteosarcoma 

Osteogenic  sarcoma  is  the  most  common  pri- 
mary bone  cancer.  The  peak  incidence  occurs 
in  the  age  range  of  10-25  years,  so  again  it  af- 
fects young  people.  There  is  well-documented 
occurrence  of  osteosarcoma  in  bones  affected  by 
long-standing  Paget’s  disease  and  in  bones 
which  previously  have  been  subjected  to  high 
doses  of  radiation  therapy.  These  two  predis- 
posing factors  account  for  many  of  the  osteo- 
sarcomas seen  in  older  age  groups.  The  most 
frequent  site  of  origin  is  in  long  bones  and  the 
femur  accounts  for  over  half  the  primary  sites 
of  tumor.  There  are  no  significant  changes  in 
the  serum  calcium  or  phosphorus  levels,  but  the 
alkaline  phosphatase  which  reflects  new  bone 
formation  is  usually  significantly  elevated.2 

Case  Presentation 

The  patient  is  a 15-year-old  bey  who  first 
had  trouble  with  his  left  knee  two  months  prior 
to  admission  when  he  fell  while  playing  bas- 
ketball. The  knee  became  stiff  and  painful  and 
he  saw  his  local  physician  who  advised  rest 
and  use  of  crutches.  After  two  weeks  the  knee 
was  more  swollen  and  an  arthrocentesis  was 
performed.  The  procedure  provided  no  improve- 
ment so  he  was  referred  to  an  orthopedist  who 
removed  more  fluid  and  prescribed  ice  packs. 
Six  weeks  after  the  initial  injury  an  x-ray  was 
done  (Figures  3 and  4)  which  showed  changes 
in  the  distal  femur  compatible  with  malig- 
nancy. An  open  biopsy  was  peformed  and  the 
interpretation  was  osteogenic  sarcoma. 

Four  days  after  the  biopsy  he  had  a sudden, 
spontaneous  pneumothorax  on  the  left,  and  a 
chest  tube  was  inserted.  A small  amount  of 
pleural  fluid  was  aspirated  by  the  suction  tube 
and  cell  blocks  of  this  material  revealed  metas- 
tatic osteogenic  sarcoma.  There  had  been  no 
previous  chest  x-ray  evidence  of  metastases.  A 
skeletal  survey  revealed  no  other  bony  lesions. 
He  was  then  referred  to  WVU  for  therapeutic 
management. 

Since  he  already  had  pulmonary  metastases, 
no  leg  amputation  was  done.  The  pneumothorax 
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Figures  3 and  4.  AP  and  lateral  views  of  the  distal  femur  of  the  patient  with  osteogenic  sarcoma.  The  distal  femur 
is  the  most  common  primary  site  of  this  tumor,  and  the  new  bone  formation  (arrows)  with  periosteal  reaction  in  a 
young  patient  make  the  diagnosis  of  osteosarcoma  almost  a certainty. 


responded  to  instillation  of  nitrogen  mustard 
and  suction  drainage.  He  was  begun  on  cobalt 
therapy  to  his  leg  and  intravenous  adriamycin 
chemotherapy.  One  abnormal  lab  test  was  a 
serum  alkaline  phosphatase  of  372  ( normal  30- 
80);  the  calcium  was  normal. 

Discussion 

The  etiology  of  osteosarcoma  has  been  inves- 
tigated in  some  detail.  It  is  a frequent  com- 
plaint of  the  patient  that  he  sustained  some 
sort  of  minor  trauma  and  then  pain  and  swell- 
ing (the  most  common  presenting  symptoms) 
began  within  a few  weeks.  It  is  difficult  to 
really  implicate  trauma  as  a precipitating  fac- 
tor as  thousands  of  people  sustain  major  bony 
injuries  and  don’t  develop  cancer. 

There  have  been  some  isolated  reports  of 
several  members  of  one  family  (usually  sib- 
lings) developing  osteosarcomas  and/or  chon- 
drosarcomas. This  occasional  familial  occur- 
rence raises  the  question  of  either  genetic  or 
infectious  etiologic  factors,  or  what  is  more 
likely,  both  of  these. 

It  has  long  been  known  that  chicken  and 
mouse  osteosarcomas  can  be  induced  by 


viruses.  Rous  proved  the  viral  etiology  of 
chicken  osteosarcoma  back  in  1912.  If  cell-free 
extracts  of  mouse  osteosarcoma  are  injected 
into  newborn  mice,  osteosarcoma  will  later  de- 
velop in  these  mice.  Pritchard  et  al9  have  re- 
peatedly successfully  induced  osteosarcomas  in 
hamsters  by  injecting  cell-free  extracts  of  hu- 
man osteosarcoma  tissue  in  the  animals  at 
birth.  This  tumor  is  rare  in  hamsters  under 
natural  conditions. 

Tumors  that  are  induced  by  a given  animal 
oncogenic  virus  express  a common  cell  surface 
antigen,  the  tumor-specific  antigen.  Morton  et 
al10  have  demonstrated  the  presence  of  tumor- 
specific  antibodies  against  osteosarcoma  tissue 
from  six  different  patients  in  80  per  cent  of  a 
series  of  other  patients  with  the  same  tumor. 
Presumably  most  all  osteosarcomas  contain  the 
same  tumor-specific  antigen  (a  virus  or  virus 
product?)  which  excites  the  production  of  sim- 
ilar antibodies. 

These  antibodies  were  cytotoxic  to  the  tumor 
cells  (meaning  they  inhibited  growth  in  tissue 
culture),  but  were  not  toxic  to  normal  fibro- 
blasts. There  was  no  reaction  when  serum  from 


September,  1974,  Vol.  70,  No.  9 


233 


the  osteosarcoma  patients  was  tested  against  a 
variety  of  other  tumor  types.  Thus  there  is  good 
evidence  these  antibodies  are  very  specific  for 
osteosarcoma  cell  antigens. 

A further  very  interesting  finding  in  Morton 
et  al’s  study  was  that  close  associates  and  fam- 
ily members  of  these  osteosarcoma  patients 
also  had  cross-reacting  antibodies  to  the  tumor 
whereas  only  a few  normal,  randomly-selected 
blood  donors  did.  This  evidence  suggests  that 
an  infectious  agent  is  associated  with  this  neo- 
plasm, presumbablv  a virus,  and  that  people 
can  be  exposed  to  it,  develop  antibodies  to  it, 
but  not  develop  the  malignancy. 

So  far  the  evidence  for  an  infectious  virus 
being  the  etiology  of  human  osteosarcoma  is  all 
circumstantial,  but  it  is  evidence  which  is  more 
and  more  incriminating.  If  animal  osteosarco- 
mas are  induced  by  viruses  as  we  know  they 
are,  there  is  no  reason  to  feel  that  the  human 
form  is  any  different. 

Getting  back  to  the  clinical  aspects  of  this 
tumor,  death  is  almost  exclusively  from  lung 
metastases  as  the  tumor  rarely  metastasizes  to 
any  other  site.  Spontaneous  pneumothorax 
which  occurred  in  our  patient  has  been  pre- 
viously reported  as  being  the  first  sign  of  me- 
tastases even  before  they  can  be  seen  on  chest 
x-ray.  It  is  postulated  that  a subpleural  metas- 
tasis occurs,  and  the  lesion  undergoes  necrosis 
thus  producing  an  air-filled  cyst  that  can  break 
through  the  pleura  and  cause  a pneumothorax. 

Amputation  in  those  patients  who  do  not 
have  obvious  pulmonary  metastases  has  been, 
and  still  is,  the  treatment  of  choice.  These  tu- 


mors are  not  very  radiosensitive,  as  is  Ewing’s 
sarcoma,  and  thus  control  of  the  primary  lesion 
is  best  accomplished  surgically.  However,  again 
the  five-year  survival  rate  is  low,  varying  from 
10  to  23  per  cent  depending  on  the  series  re- 
ported.11 Within  a year  of  diagnosis,  about  half 
the  patients  have  died  of  their  disease. 

For  those  patients  with  pulmonary  metas- 
tases, chemotherapy  has  not  been  too  success- 
ful. However,  not  much  work  has  been  done  in 
this  tumor  as  far  as  chemotherapy  is  concerned. 
Cytoxan,  actinomycin  D,  low  dose  methotrexate, 
mitomycin  C and  a few  others  have  been  tested 
in  patients  with  advanced  disease,  and  the  best 
objective  tumor  regression  rates  have  been 
about  15  per  cent.  In  a small  series  of  patients,12 
very  large  doses  (20-30  grams)  of  Methotrexate 
with  toxicity  reversal  by  the  Methotrexate  anti- 
dote, citrovorum  factor,  have  resulted  in  some 
good  tumor  regressions  and  this  therapy  looks 
promising.  Radiotherapy  can  be  used  for  pallia- 
tion, but  high  doses  have  to  be  given. 

Sarcomas  generally  have  not  been  very  re- 
sponsive to  chemotherapy.  But  there  is  a new 
chemotherapeutic  agent,  adriamycin,  which  has 
been  shown  to  have  good  anti-tumor  effect  in 
a variety  of  solid  tumors  of  which  sarcomas, 
both  bone  and  soft  tissue,  are  one  prominent 
group.  It  is  so  effective  in  the  sarcomas  com- 
pared to  any  other  single  agent  that  I want  to 
now  cover  some  aspects  of  this  drug  and  dem- 
onstrate how  it  will  probably  help  increase  the 
current  rather  low  five-year  survival  for  osteo- 
sarcoma. 


Figure  5.  The  chest  x-ray  of  the  patient  with  poorly-differentiated  sarcoma  metastatic  to  the  lungs.  There  are  bilateral 
lesions  (arrows).  (Figure  6).  Same  patient  one  year  later  after  adriamycin  therapy.  No  tumor  lesions  are  present. 
Radiation  fibrosis  is  present  in  the  left  upper  lobe. 
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Case  Presentation 

The  patient  is  a 22-year-old  man  who  first 
had  stiffness  and  limitation  of  motion  in  his 
shoulder  in  1968.  Treatment  for  “arthritis”  was 
given  until  a mass  developed  over  the  scapula 
extending  into  the  axilla.  In  April  1972  he  had  a 
biopsy  and  this  was  interpreted  as  poorly-dif- 
ferentiated sarcoma.  6000  r of  Co60  was  admin- 
istered to  his  shoulder.  He  later  was  treated 
with  chlorambucil,  dactinomycin,  and  vincris- 
tine for  lung  metastases.  These  drugs  were  in- 
effective and  the  lung  lesions  grew.  In  June 
1973  he  was  referred  to  the  WVU  Hospital  for 
further  therapy.  A chest  x-ray  at  that  time 
showed  multiple  lung  metastases  (Figure  5). 

Adriamycin  was  started  and  was  given  at 
three-week  intervals.  He  had  toxicity  in  the 
form  of  nausea  and  vomiting,  stomatitis,  anor- 
exia, and  alopecia,  but  none  of  these  problems 
required  hospitalization.  All  therapy  was  given 
as  an  outpatient. 

The  lung  lesions  progressively  decreased  in 
size  until  by  March  1974,  they  had  entirely  dis- 
appeared. His  most  recent  film  in  May  1974 
(Figure  6)  continues  to  show  no  evidence  of 
tumor,  and  there  has  been  no  recurrence  in  the 
shoulder.  When  the  cumulative  dose  of  520 
mg/m2  was  reached,  the  adriamycin  was 
stopped.  His  complete  remission  is  presently 
being  mantained  by  intermittant  high  - dose 
methotrexate. 

Discussion 

Adriamycin  is  an  antibiotic  that  was  isolated 
in  1968  from  a mutant  strain  of  the  fungus 
Streptomyces  peucetius  by  the  Farmitalia  Com- 
pany of  Milan,  Italy.  It  showed  significant  anti- 
tumor effect  in  animal  models  which  has  now 
been  confirmed  in  human  use.  It  has  activity 
against  a broad  spectrum  of  solid  tumors  and 
also  acute  leukemia  and  lymphomas.13  This  drug 
will  certainly  achieve  wide  clinical  use  when  it 
is  released  on  the  market  in  the  near  future. 

Its  toxicity  is  manifested  by  the  usual  prob- 
lems with  chemotherapeutic  agents  - marrow 
suppression,  nausea  and  vomiting,  alopecia  and 
stomatitis.  But  it  has  a specific  potentially  life- 
threatening  toxicity  also,  cardiomyopathy.  In 
one  series14  of  719  patients  who  received  less 
than  a total  dose  of  550  mg/m2,  only  one  case  of 
severe  cardiomyopathy  occurred.  Of  41  patients 
in  the  same  series  who  received  more  than 
550  mg/m2,  there  were  11  cases  with  eight 
deaths.  These  patients  developed  sudden,  severe 
congestive  heart  failure  one  to  six  months  after 
the  last  dose.  It  is  now  recommended  that  no- 
body receive  more  than  550  mg/m2  total  dose. 


The  EKG  will  show  ST-T  wave  changes,  con- 
duction abnormalities,  and  premature  beats  in 
many  patients  who  have  received  less  than  550 
mg/m2,  but  these  are  not  associated  with  any 
serious  clinical  problems  and  are  generally 
ignored. 

Adriamycin  has  been  used  in  a variety  of 
sarcomas  with  a fairly  consistent  tumor  re- 
sponse rate  of  25  per  cent.  These  responses  are 
defined  as  at  least  50  per  cent  regression  in 
measurable  tumor  lesions.  Looking  at  metasta- 
tic osteosarcoma  specifically  a 22  per  cent  re- 
sponse has  been  reported13,  but  at  Roswell  Park 
Hospital  in  Buffalo  7 of  17  patients  treated  had 
good  objective  remissions.15 

This  initial  experience  with  adriamycin  was 
so  encouraging  that  it  was  postulated  that  it 
could  be  used  as  an  adjuvant  treatment  to  am- 
putation in  osteosarcoma  not  yet  shown  to  have 
metastases.  As  has  previously  been  stated  for 
Ewing’s  sarcoma,  the  low  cure  rate  is  not  due 
to  poor  control  of  the  primary  tumor,  but  the 
early  dissemination  of  subclinical  metastases  to 
the  lung.  If  the  drug  is  given  when  the  number 
of  cancer  cells  is  small,  it  has  a chance  of 
totally  obliterating  all  tumor  and  increasing  the 
cure  rate. 

This  hypothesis  has  been  studied  in  a clini- 
cal trial  by  the  Acute  Leukemia  Group  B.  Early 
results15  show  a definite  decrease  in  the  fre- 
quency of  development  of  lung  metastases  when 
adriamycin  is  given  for  one  year  after  amputa- 
tion. Of  21  patients  entered  in  the  trial  only  five 
have  relapsed  with  metastatic  tumor  and  four 
of  these  did  not  have  the  full  protocol-dictated 
dose  of  drug.  Follow-up  has  been  up  to  24 
months  and  approximately  half  of  the  patients 
should  have  relapsed  by  now. 

High  dose  methotrexate  with  citrcvorum  fac- 
tor has  also  been  used  in  this  surgical  adjuvant 
situation,  and  it  also  has  now  been  demonstrated 
to  decrease  the  incidence  of  metastatic  relapse16. 
Since  there  are  still  patients  who  do  relapse 
with  both  drugs  the  next  step  in  clinical  trials 
is  to  use  both  adriamycin  and  methotrexate  pro- 
phylactically. 

Adriamycin  has  significant  activity  against 
Ewing’s  sarcoma  when  metastatic  disease  is 
present.17  As  progress  is  made  in  utilizing  com- 
bination therapy  in  this  disease,  adriamycin  will 
be  included  in  the  combinations. 

It  appears  it  can  be  said  that  both  Ewing’s 
sarcoma  and  osteosarcoma  will  be  added  to  the 
list  of  malignancies  in  which  the  aggressive, 
multi-therapy  approach  will  pay  off  in  better 
survival  and  a higher  number  of  permanent 
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cures.  For  the  young  people  these  tumors  us- 
ually afflict,  this  is  a distinctive  accomplish- 
ment. 

Summary 

In  summary  I would  like  to  emphasize  some 
points. 

1.  Bone  sarcomas  usually  affect  the  young 
age  groups  and  are  frequently  verv  aggressive 
tumors  that  develop  early,  and  almost  always 
fatal,  pulmonary  metastases. 

2.  There  is  much  circumstantial  evidence  to 
implicate  an  infectious  agent  as  the  etiology  of 
sarcomas. 

3.  Ewing’s  sarcoma  is  a radiosensitive  tumor 
and  radiation  can  effectively  obliterate  all  tumor 
in  the  primary  site.  To  prevent  the  appearance 
of  metastases,  combination  regimens  of  cyclo- 
phosphamide, vincristine,  and  actinomycin  D 
are  being  utilized  as  adjuvants  to  the  radiation 
therapy.  Early  studies  indicate  a much  im- 
proved survival  rate. 


4.  Osteosarcoma  is  not  very  radiosensitive 
and  amputation  has  to  be  done.  Surgical  ad- 
juvant therapy  with  adriamycin  and/or  metho- 
trexate appears  to  be  decreasing  the  frequency 
of  metastases. 

5.  Two  other  bone  sarcomas,  fibrosarcoma 
and  chondrosarcoma,  are  less  aggressive  tumors 
and  are  treated  surgically.  A significant  number 
of  these  patients,  however,  still  succumb  to 
pulmonary  metastases.  Unfortunately  chemo- 
therapy seems  to  not  be  as  efficacious  in  these 
slower  growing  tumors.  Adriamycin  has  oc- 
casionally caused  an  objective  remission  but  not 
with  the  frequency  seen  in  other  sarcomas. 
Hopefully  new  drugs  and  drug  combinations 
will  be  found  to  be  more  active. 
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Therapeutic  comparisons 
in  peptic  ulcer. 

itacids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 
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the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

"Innes,  l.R.,and  Nickerson,  M.,  in  Goodman,  L S„  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company, 

1970,  p.537 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


tr  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
;rse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
mnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
, impotence  and  allergic  dermatitis. 

age  and  Administration:  The  recommended  daily  dosage  for  adult 
therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
nt adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
le. 

-Banthine  P. A.  — Each  tablet  of  Pro-Banthlne  RA.  (propantheline 
aide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


SEARLE 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthlne  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthlne  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 


The  Role 
of  the 

Detail  Man 


Or.  Willard  Gobbell  Jr* 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


Dialogue 


“I  may  be  prejudiced,  but  I i\ 
very  much  in  favor  of  the  detail  m 
I meet.  Most  of  them  are  knowled  - 
able  about  the  drugs  they  promot 
and  can  be  a great  help  in  acquai  j 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most 
the  men  who  visit  me  regularly  ar 
they  in  turn  have  become  aware  c i 
my  particular  interests  and  the  n, 
ture  of  my  practice.  They,  there- 
fore, limittheirdiscussion  as  mu 
as  possible  to  the  areas  of  interes  ] 
to  me.  Since  I usually  see  the  sarr 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  deali > 
with  health  problems  in  this  courl 
there  is  a potential  for  detail  mem 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa 
tives  and  salesmen  of  the  pharrm 
ceutical  industry  is  the  type  of  co 
tact  that  people  in  a medical  cent' 
research  people,  and  academic 
people  have  and  that’s  in  all  likeli : 
on  a somewhat  different  level  fro 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I perso 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — anc 
at  times  actually  are  — dissemina 
tors  of  useful  information.  They 
could  consistently  serve  a real  ed 
cational  function  in  theirability  t< 
discuss  their  products. 

At  present  they  do  distribut< 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific 
ally  sound  and  therefore  truly  use 
ful  — as  well  as  some  excellent  filns 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  tie 


h a Source  of  Information? 

| Yes,  with  certain  reservations, 
verage  sales  representative 
great  fund  of  information 
l the  drug  products  he  is  re- 
;ible  for.  He  is  usually  able  to 
er  most  questions  fully  and 
igently.  He  can  also  supply 
nts  of  articles  that  contain  a 
deal  of  information.  Here, 
'exercise  some  caution.  I usu- 
iccept  most  of  the  statements 
pinions  that  I find  in  the 
rs  and  studies  which  come 
the  largerteachingfacilities. 

■s without  sayingthat  a physi- 
Bhould  also  rely  on  other 
':es  for  his  information  on 
Imacology. 

ingof  Sales  Representatives 

Ideally,  a candidate  for  the 
ion  as  a sales  representative 
iharmaceutical  company 
Id  be  a graduate  pharmacist 

Inas  a questioning  mind.  I don’t 
this  is  possible  in  every  case, 

;o  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individualscomprehen- 
sively.  It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  orderto  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


| city  they  are  indeed  useful; 
cularly  in  the  fact  that  they 

i?minate  broadly  based  educa- 
il  material  and  serve  not  just 
>ushers”  of  theirdrugs. 

)ther  Side  of  the  Coin 

(Obviously,  the  pharmaceuti- 
ompanies  are  not  producing  all 
naterial  as  a labor  of  love- 
are  in  the  business  of  selling 
’ ucts  for  profit.  In  this  regard 
mbitious  and  improperly  moti- 
f sales  representative  can 
, t a negative  influence  on  the 
I ticing  physician,  both  by  pre- 
1 ing  a one-sided  picture  of  his 
uct,  and  by  encouraging  the 
J titioner  to  depend  too  heavily 
' rugs  for  his  total  therapy.  In 
eways,  the  salesman  hasoften 
: )rted  objective  reality  and 
3rmined  his  potential  role  as  an 
:ator. 

t!  Industry  Responsibility 

Since  the  detail  man  must  be 
] lformation  resource  as  well  as 
aresentative  of  his  particular 
rmaceutical  company,  he 
TcHa^arefull^ele^e^n^^ 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoingone. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  trainingof  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willingtoaccept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentativ^^oweveMh^ 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


A CALL  TO  ARMS! 

tn  the  few  years  that  I have  closely  observed  the  official  family  of 

The  West  Virginia  State  Medical  Association,  dedication,  devotion, 
loyalty  and  service  of  its  membership  have  been  the  hallmark  of  the 
organization.  Many  men  and  women  quickly  come  to  mind. 

With  each  advancing  year,  opportunities  and  responsibilities  in- 
crease at  an  enormous  pace!  (Never  more  than  in  1975)  The  clear 
conclusion  is  that  there  is  more  attention  and  work  to  be  given  to  the 
Association,  and  that  more  manpower  is  needed. 

All  of  us  are  busily  engaged  in  service  to  our  patients;  in  this  we 
must  always  be  unfettered.  But , there  are  24  hours  in  every  day  for 
each  of  us.  And,  though  we  are  all  of  the  same  heritage  in  this  noble 
profession,  and  though  we  experience  similar  events  in  our  profes- 
sional lives,  we  are  of  different  attitudes,  opinions  and  preferences. 
This  is  to  our  benefit,  and  organization  of  our  Federation  comes  nat- 
urally. 

We  owe  so  much  to  so  many  generous  physicians,  spouses  and 
staff  who  have  labored  long  in  the  past.  We  still  need  you!  We  also 
need  every  breathing  soul  who  practices  medicine  in  West  Virginia  to 
think,  to  speak,  to  represent,  to  serve. 


William  E.  Gilmore,  M.  D.,  President 
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EDITORIALS 


Hardly  a day  goes  by  but  what  doctors  are 
exhorted  to  communicate  with  their  patients. 
This  communication  is  not  only  for  good  patient 
relationships,  and  so  that  one  may  be  rec- 
ognized as  practicing 
COMMUNICATION  m oder  n progressive 

medicine  — but  may 
be  mandatory  to  avoid  malpractice  suits.  I cer- 
tainly favor  communicating  with  one’s  patient 
and  making  every  effort  to  be  sure  that  she 
understands  her  disease  and  the  planned  treat- 
ment. There  are  times,  however,  when  I feel 
very  frustrated  in  attempting  this  communica- 
tion. 

One  of  the  areas  in  which  I feel  this  frustra- 
tion is  in  deciding  upon  the  type  of  anesthesia 
to  be  used.  Given  a situation  where  a decision 
must  be  made  between  the  use  of  general  an- 
esthesia or  spinal  anesthesia,  the  doctor  can  only 
approach  his  patient  with  his  recommendation. 
Drawn  from  years  of  study,  and  weighing  the 
imponderables  of  the  situation,  he  says  to  the 
patient  that  he  feels  that  spinal  anesthesia  is 
best  in  her  case. 

However,  if  the  patient  from  some  misinfor- 
mation or  misconception  fears  spinal  anesthesia, 
she  has  the  immediate  right  to  contradict  the 
doctor  and  veto  his  decision.  For  the  surgeon  to 
persist  in  his  demand  for  spinal  anesthesia  the 
patient  may  subsequently  sue  him  and  bring 
charges  of  assault  and  battery  — particularly  if 
somthing  untoward  occurs. 


Recently  in  the  office  I was  thinking  about 
communication  and  resolved  to  try  to  make 
every  effort  to  communicate  better  with  my 
patients.  With  these  thoughts  in  mind  I inform 
my  patient:  “Mrs.  Jones,  you  have  a small  cyst 
on  the  cervix  which  1 will  treat  with  the  cau- 
tery.” 

“Cyst!  What  kind  of  cyst?”,  Mrs.  Jones  re- 
plied. 

“Well,  it’s  called  a Nabothian  cyst,  Mrs.  [ones. 
That  is  after  the  name  of  the  doctor  who  first 
described  it.”  I tried  to  be  reassuring. 

She  raised  her  head  up  from  the  table  and 
fixed  me  with  a beady  stare  between  her  knees: 
Is  it  a cancer?” 

“No,  no,  Mrs.  Jones,”  I assured  her,  “It  is  just 
a cystic  change  in  the  cervix.” 

“Oh,”  she  replied,  “I’ve  had  a cyst  before.  It 
was  over  here  on  the  left  ovary,  but  it  never 
amounted  to  nothing.” 

“Well,  this  is  not  exactly  the  same  thing.  This 
small  cyst  is  on  your  cervix.” 

“Do  you  mean  the  cervix  is  infected?  ”,  she 
asked. 

Thoughts  of  bacteria  and  viruses  and  infec- 
tions like  pneumonia  filtered  through  my  mind: 

I replied,  “No,  it  is  not  exactly  an  infection;  it’s 
an  inflammatory  change.  One  of  the  glands  of 
the  cervix  has  become  stopped  up  and  has  swol- 
len up  to  become  a cyst.” 
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She  was  silent  a minute  as  I cauterized  the 
cyst  and  noticed  the  glary  mucous  extrude  and 
cook  on  the  tip  of  the  cautery.  I thought  about 
what  I had  just  told  her  and  warmed  to  my 
theme:  “Mrs.  Jones,  you  know  what  a black- 
head is  don’t  you?  Well  a blackhead  is  a gland 
on  the  skin  of  the  face  that  has  become  plugged 
and  fills  with  a black  sebaceous  material.  The 
cyst  on  your  cervix  is  something  like  that  only 
the  gland  can  become  much  larger  and  fills 
with  a white  glary  material.  In  your  case  the 
cyst  was  about  as  large  as  the  end  of  my  little 
finger.” 

I could  see  the  alarm  rising  in  her  eyes 
again.  Her  pupils  dilated  slightly,  her  nose 
Hared  and  she  asked:  “Can  it  turn  into  cancer?” 

Now  this  is  a hard  question  to  answer.  I have 
read  articles  that  showed  how  inflamed  cervices 
and  cervices  infected  with  trichomonas  appear 
to  develop  cancer  more  frequently  than  those 
that  are  cared  for  carefully.  However  I felt  that 
I was  dealing  with  a high-strung  individual 
who  would  react  hysterically  to  any  such  ideas 
and  who  would  have  difficulty  in  handling  the 
statistics  involved  in  articles  that  discussed 
thousands  of  people  in  paired  groups  involving 
“subjects  and  controls.”  Consequently,  I said 
simply  that  there  was  no  real  evidence  that 
Nabothian  cysts  turned  into  cancer. 

By  this  time  she  was  sitting  up  on  the  end 
of  the  table  with  the  sheet  wrapped  around  her 
while  I was  trying  to  write  a prescription  for 
Flagyl.  Trichomonas  had  been  found  in  her  wet 
smear. 

“Where  did  I get  it?”,  she  asked. 

“Get  what,”  I replied  thinking  of  the  prescrip- 
tion, “the  trichomonas?” 

“No,”  she  said,  “the  cyst.” 

“Oh,  they  are  fairly  common,”  I said,  “Espe- 
cially in  people  who  are  married,  are  having 
sexual  relations,  or  who  have  an  infection. 

“I  am  a widow,”  she  replied  in  a flat  voice. 

By  now  I was  ready  to  tear  up  the  prescrip- 
tion and  start  again  having  written  “q.d.”  where 
I had  intended  to  put  “q.i.d.”  I looked  her  in 
the  eye  and  said,  “I  did  not  mean  to  imply  any- 
thing, I was  only  trying  to  make  the  point  that 
Nabothian  cysts  are  very  common.” 

“Oh,”  she  said. 

By  this  time  I had  somehow  lost  my  en- 
thusiasm for  communicating  with  my  patient— 
so  I said:  “Nabothian  cysts  appear  to  be  mucous 
dilatations  of  obstructed  cervical  glands  that 
are  of  no  great  pathological  significance,  but 


your  health  will  be  better  if  cauterization  is 
performed.” 

“You  mean  it’s  infected,”  she  said. 

With  a sigh,  I thought  of  the  story  of  Ein- 
stein who  was  asked  by  his  hostess  at  a tea  to 
explain  the  theory  of  relativity.  He  is  reported 
to  have  replied,  “Madam  how  would  you  tell 
someone  who  did  not  know  what  flour  is  how 
to  make  biscuits?” 

However,  I kept  these  thoughts  to  myself 
and  replied,  “Yes,  it’s  infected.” 

— Guest  Editorial  by  T.  Keith  Edwards, 
M.  D.,  Member  of  the  Staff,  Department  of 
Obstetrics  and  Gynecology,  Bluefield  Sani- 
tarium, Blucfield,  West  Virginia. 


The  American  Medical  Association’s  20th  an- 
nual compilation  of  continuing  education  courses 
for  physicians  lists  3,677  courses  offered  by  876 
institutions  in  44  states  and  the  District  of  Co- 
lumbia in  the  year 
GAINS  IN  CONTINUING  September  1,  1974 

MEDICAL  EDUCATION  through  August  31, 

1975. 

This  is  a major  increase  over  the  number  of 
courses  offered  in  the  current  year  (2,441),  and 
is  the  largest  increase  in  the  number  of  courses 
ever  reported  in  a single  year,  says  the  report. 
It  was  published  in  the  August  12  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  list  is  published  each  year  as  a service  to 
all  physicians  who  are  interested  in  maintaining 
their  competence  and  skill  through  formal 
courses  and  other  organized  activities  in  con- 
tinuing education. 

A major  stimulus  to  continuing  education  in 
medicine  has  been  the  American  Medical  As- 
sociation’s Physician’s  Recognition  Award.  This 
is  a certificate  presented  to  those  who  have 
successfully  completed  150  hours  of  continuing 
education  courses  in  a three-year  period.  More 
than  13,000  physicians  qualified  for  the  award 
in  1973.  There  are  now  24,498  physicians  in  the 
United  States  who  hold  a valid  award. 

Eleven  state  medical  associations  have  adopted 
programs  that  may  have  the  effect  of  requiring 
continuing  medical  education  as  a condition  of 
membership,  and  others  have  the  subject  under 
consideration.  Many  of  the  medical  specialty 
societies  also  are  in  process  of  instituting  similar 
requirements.  Four  states  now  have  permissive 
legislation  that  authorizes  a requirement  of  con- 
tinuing education  as  a part  of  the  process  of 
reregistering  the  license  to  practice  medicine. 
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GENERAL  NEWS 


Plans  Announced  For  Eighth 
Mid-Winter  Conference 

Plans  are  under  way  for  the  Eighth  Mid-Winter 
Clinical  Conference  which  will  be  held  next  Jan- 
uary 24-26  in  Charleston  at  the  Daniel  Boone 
Hotel. 

The  Conference  will  begin  Friday  afternoon, 
January  24,  and  conclude  at  noon  on  Sunday,  Jan- 
uary 26.  Drs.  Ralph  H.  Nestmann  and  Joseph  T. 
Skaggs  of  Charleston,  Co-Chairmen,  said  there 
had  been  a number  of  requests  for  the  Conference 
to  end  earlier  on  Sunday  instead  of  later  in  the 
afternoon  as  has  been  the  practice. 


U.  G.  Turner,  III,  M.  D.  C.  E.  Buckley,  III,  M.  D. 


Scientific  sessions  will  be  held  Friday  afternoon, 
Saturday  morning  and  afternoon,  and  Sunday 
morning.  Following  last  January’s  pattern,  there 
will  be  concurrent  sessions  on  Friday  evening. 
There  will  be  a public  session  on  the  “Problems 
of  Adolescents”  while  physicians  attend  a session 
on  PSRO  entitled  “PSRO  Revisited  One  Year 
Later.” 

The  public  session,  which  again  will  be  spon- 
sored by  the  Woman’s  Auxiliary  to  the  Kanawha 
Medical  Society,  will  explore  teenage  pregnancies, 
teenage  suicides  and  drugs  and  alcoholism.  A med- 
ically-oriented session  on  the  “Problems  of  Ado- 
lescents,” with  the  same  speakers,  is  scheduled  for 
Saturday  morning.  One  of  the  speakers  for  these 
sessions  will  be  Dr.  U.  G.  Turner,  Assistant  Pro- 
fessor, Department  of  Obstetrics  and  Gynecology, 
University  of  Virginia  School  of  Medicine  at 


Charlottesville,  where  he  also  is  Gynecology  Con- 
sultant to  the  Department  of  Student  Health. 

Speaking  at  the  PSRO  concurrent  session  Friday 
evening  will  be  Dr.  James  C.  Respess,  Department 
of  Internal  Medicine,  University  of  Virginia  School 
of  Medicine,  and  Dr.  William  C.  Felch  of  Rye, 
New  York,  the  1973-74  President  of  the  American 
Society  of  Internal  Medicine. 

The  Friday  afternoon  session  will  be  on  heart 
diseases  and  will  include  as  one  of  the  speakers 
Dr.  Richard  S.  Crampton  from  the  University  of 
Virginia  Medical  Center,  whose  topic  will  be  “Mo- 
bile Coronary  Care  Unit.” 

Other  speakers  and  their  topics  scheduled  to  date 
include  Dr.  Arthur  L.  Poffenbarger  of  Charleston, 
“The  Diagnosis  and  Medical  Management  of  Cere- 
bral Vascular  Disease;” 

Dr.  C.  E.  Buckley,  III,  Department  of  Medicine, 
Duke  University  Medical  Center  (a  native  of 
Charleston),  “Pulmonary  Disease  in  Adolescents;” 

Stanley  E.  Preiser,  Charleston  attorney,  “How  to 
Avoid  Malpractice.” 

To  be  announced  are  additional  speakers  for 
vascular  diseases  and  cancer. 

The  West  Virginia  University  School  of  Med- 
icine Alumni  Association  will  meet  Friday  after- 
noon preceding  the  evening  session. 

Physicians,  wives  and  guests  will  be  invited  to 
attend  the  annual  dinner  dance  of  the  Kanawha 
Medical  Society  Saturday  evening  at  the  Daniel 
Boone. 

Also  serving  on  the  Conference  Planning  Com- 


Convention  Story  Will  Appear 
In  October  Journal 

The  107th  Annual  Meeting  of  the  West 
Virginia  State  Medical  Association  was  be- 
ing held  at  The  Greenbrier  in  White  Sul- 
phur Springs  as  this  issue  of  The  Journal 
went  to  press. 

The  full  convention  story,  including  in- 
formation concerning  new  officers  of  both 
the  State  Medical  Association  and  Aux- 
iliary, as  well  as  heads  of  sections  and 
affiliated  societies  and  associations,  will  be 
carried  in  the  October  issue. 
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mittee  with  Drs.  Nestmann  and  Skaggs  are  Drs. 
William  O.  McMillan,  Jr.  of  Charleston  and 
C.  Carl  Tully  of  South  Charleston. 

The  annual  Mid-Winter  Conference  is  spon- 
sored by  the  State  Medical  Association  in  con- 
junction with  some  of  its  component  medical 
groups  and  volunteer  health  agencies. 

Additional  details  will  be  provided  in  later  is- 
sues of  The  Journal  as  the  program  takes  final 
shape. 


Education  — Hospitals  Committee 

Holds  Meeting  In  Charleston 

A meeting  of  the  State  Medical  Association’s 
Committee  on  Medical  Education  and  Hospitals 
was  held  at  the  Heart-O-Town  Motor  Inn  in 
Charleston  on  Sunday,  July  14.  Dr.  Pat  A.  Tuck- 
willer  of  Charleston  presided  as  Chairman  of  the 
Committee. 

The  following  members  of  the  Committee  were 
present:  Drs.  Pat  A.  Tuckwiller,  Chairman, 

Charleston;  William  O.  McMillan,  Jr.,  Charleston, 
Vice  Chairman;  Richard  V.  Lynch,  Jr.,  Morgan- 
town, Vice  Chairman;  Charles  E.  Andrews,  Mor- 
gantown; Del  Roy  R.  Davis,  Kingwood";  William 
E.  Gilmore,  Parkersburg;  Robert  D.  Hess,  Bridge- 
port; Upshur  Higginbotham,  Bluefield;  and  Mary 
Lou  Lewis,  Herbert  H.  Pomerance,  Edwin  M. 
Shepherd  and  Hartwell  G.  Thompson,  all  of 
Charleston. 

Others  present  were  J.  Randall  McCutcheon, 
Ph.D.,  Charleston,  Director  of  Continuing  Educa- 
tion for  the  Charleston  Division  of  the  West  Vir- 
ginia University  Medical  Center;  Mr.  Charles  R. 
Lewis,  Charleston,  Executive  Director  of  the  West 
Virginia  Medical  Institute,  Inc.;  Mr.  William  H. 
Lively,  Executive  Secretary  of  the  State  Medical 
Association,  and  Mr.  Custer  B.  Holliday,  Executive 
Assistant. 

Continuing  Education  Accreditation 

In  re  accreditation  of  continuing  medical  ed- 
ucation programs  of  two  hospitals  and  two  spe- 
cialty organizations,  Doctor  Andrews  moved  that 
the  recommendations  of  the  site  survey  team 
chairmen  and  the  Review  Sub-Committee  be  ap- 
proved. The  recommendations  were:  Beckley  Ap- 
palachian Regional  Hospital,  full  three-year  ac- 
creditation; West  Virginia  Academy  of  Ophthal- 
mology and  Otolaryngology,  full  three-year  ac- 
creditation; West  Virginia  Chapter  of  the  Ameri- 
can College  of  Surgeons,  full  three-year  accredita- 
tion; and  the  Veterans  Administration  Center, 
Martinsburg,  two-year  provisional  accreditation 
for  a newly-developing  program.  The  motion  was 
unanimously  approved. 

Doctor  Lewis  suggested  that  there  should  be 
some  way  to  see  that  institutions  and  organiza- 


tions have  better  evaluation  of  their  continuing 
medical  education  programs. 

Doctor  Andrews  moved  that  Doctor  McCutcheon 
organize  within  the  next  year  an  appropriate 
workshop  to  help  representatives  of  institutions 
and  organizations  having  responsibilities  for  con- 
tinuing medical  education  develop  better  methods 
of  evaluation  of  their  CME  programs.  The  motion 
was  passed. 

Doctor  Tuckwiller  reviewed  past  efforts  of  the 
Committee  to  determine  CME  needs  by  regions 
in  the  State  and  raised  the  question  of  whether 
regional  CME  should  be  continued. 

CME  Feedback  Wanted 

Doctor  Thompson,  Dean  of  the  Charleston  Di- 
vision of  the  West  Virginia  University  Medical 
Center,  informed  the  Committee  of  the  current  ef- 
forts of  the  Charleston  Division  to  develop  a CME 
program,  noting  that  the  Charleston  Division 
needs  feedback  from  different  sections  of  the  State 
concerning  their  needs  in  CME. 

There  followed  some  general  discussion  as  to 
how  more  interest  in  CME  can  be  developed. 

Doctor  Thompson  asked  Committee  members  to 
report  back  on  CME  needs  in  their  area  at  the 
Annual  Meeting  of  the  State  Medical  Association 
in  August.  He  reviewed  how  CME  had  been 
planned  for  in  the  establishment  of  the  Charles- 
ton Division,  and  then  introduced  Doctor  Mc- 
Cutcheon to  the  Committee. 

Doctor  McCutcheon  commented  that  he  needs 
individual  physician  profiles  to  see  what  kinds  of 
things  they  are  doing  and  raised  the  question  as 
to  whether  it  might  be  worthwhile  to  work  in 
this  manner  with  family  physicians. 

Mr.  Lewis  said  that  the  Medical  Institute  might 
be  able  to  help  Doctor  McCutcheon  by  providing 
information  from  some  of  its  programs,  such  as 
hospital  profiles,  which  the  Institute  would  be 
glad  to  share  with  Doctor  McCutcheon. 

There  followed  a general  discussion  on  recerti- 
fication requirements  of  other  allied  health  groups 
with  the  observation  by  Doctor  Andrews  that 
nurses,  pharmacists  and  others  are  better  organized 
in  CME  and  pushing  much  harder  for  it  than 
doctors. 

Pass  Resolution  On  VOSAS 

Mr.  Lewis  then  discussed  with  the  Committee 
the  educational  role  of  the  West  Virginia  Medical 
Institute,  Inc.  in  the  State.  He  said  the  Institute 
had  two  principal  objectives:  medical  education 
and  the  implementation  of  PSRO.  He  said  the  In- 
stitute’s early  CME  activity  has  included  assist- 
ance to  St.  Mary’s  Hospital  in  Huntington  in  de- 
velopment of  a medical  audit  system. 

Mr.  Lewis  then  explained  that  the  Institute  had 
inherited  the  Voluntary  Office  Self-Audit  Service 
(VOSAS)  project  from  the  original  sponsors,  the 
Medical  Association  and  the  West  Virginia  Reg- 
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ional  Medical  Program.  He  summarized  the  re- 
port, “VOSAS,  Evolution  of  an  Experimental 
Self-Assessment  Program  in  Continuing  Medical 
Education.”  A copy  of  this  report  was  given  to 
Chairman  Tuckwiller,  and  Mr.  Lewis  said  addi- 
tional copies  of  the  report  could  be  obtained  from 
his  office.  A section  of  the  report  was  an  evalua- 
tion of  VOSAS  based  on  a survey  of  physician 
participants,  reviewers  and  participant/reviewers. 
The  42  physicians  responding  were  in  general  posi- 
tive to  quite  positive  toward  VOSAS.  Mr.  Lewis 
then  asked  the  Committee  to  express  its  feelings 
as  to  whether  VOSAS  was  worthwhile  and  whether 
it  should  be  continued. 

Doctor  Lewis  then  offered  a resolution  rec- 
ognizing that  VOSAS  can  be  a valuable  tool  to 
physicians  desiring  alternate  means  of  meeting 
their  CME  needs,  that  VOSAS  can  play  an  im- 
portant role  in  determining  the  State’s  CME 
needs,  and  proposing  that  a resolution  be  intro- 
duced in  the  House  of  Delegates  of  the  West  Vir- 
ginia State  Medical  Association  recommending 
that  the  West  Virginia  Medcal  Institute,  Inc.  con- 
tinue development  of  the  Voluntary  Office  Self- 
Audit  Service  program.  The  resolution  was 
passed. 

Changes  At  WVU  Significant 

Doctor  Andrews  reviewed  a number  of  staff 
changes  and  additions  at  WVU  which  he  consi- 
dered the  most  significant  of  any  in  the  last  13 
years  to  the  further  beneficial  development  of  the 
medical  school.  He  then  briefly  reviewed  some 
pending  federal  legislation  which  could  adversely 
affect  the  medical  school  and  individual  phy- 
sicians because  of  various  restrictive  controls  in 
the  bills.  He  observed  that,  if  enacted,  this  leg- 
islation could  have  a profound  effect  on  continu- 
ing medical  education. 

(The  Sub-Committee  on  Continuing  Education 
met  prior  (10:00  a.  m.)  to  the  whole  Committee. 
Members  present  were  Drs.  Pat  A.  Tuckwiller, 
Robert  D.  Hess  and  William  O.  McMillan,  Jr.  Ab- 
sent were  Drs.  Richard  G.  Starr,  Rowland  H. 
Burns,  Joe  W.  Rhudy  and  Alfred  D.  Ghaphery. 
Also  attending  were  Drs.  Thompson  and  McCutch- 
eon.  Doctor  Tuckwiller  explained  the  purpose  of 
the  formation  of  the  new  sub-committee,  noting 
that  its  members  were  selected  to  represent  each 
region  of  the  state.  He  said  he  felt  a small  commit- 
tee was  more  effective  than  a larger  group  as  a 
mechanism  for  getting  a link  with  physicians  in 
the  field.  The  sub-committee  is  to  identify  regional 
CME  needs  and  to  relate  these  needs  to  the 
newly-developing  CME  program  at  the  Charleston 
Division  of  WVU  Medical  Center.) 

(The  Review  Sub-Committee  also  met  at 
10:00  A.  M.,  prior  to  the  meeting  of  the  whole 
Committee,  and  voted  approval  of  the  site  survey 
team  chairmen’s  recommendations  in  re  the  afore- 
mentioned CME  accreditations.  The  sub-commit- 
tee’s  recommendations,  in  turn,  were  presented  to 


the  whole  Committee.  Those  present  were  Drs. 
Richard  V.  Lynch,  Jr.,  Chairman;  William  E.  Gil- 
more and  Mary  Lou  Lewis.  Absent  were  Drs. 
George  M.  Kellas  and  Richard  G.  Starr.  It  was 
reported  to  the  sub-committee  that  Doctor  Starr 
had  called  the  office  of  the  State  Medical  Associa- 
tion prior  to  the  meeting  of  the  sub-committee  to 
give  his  approval  of  the  recommendations  of  the 
site  survey  chairmen.) 


Program  Completed  For  Heart 
Assn.  Meeting  In  Wheeling 

Five  separate  but  interrelated  topics  will  be  dis- 
cussed by  a panel  at  the  Scientific  Session  during 
the  Annual  Meeting  of  the  West  Virginia  Affiliate 
of  the  American  Heart  Association  September  27 
and  28. 

The  Annual  Meeting  will  be  held  at  Wilson 
Lodge  at  Oglebay  Park  in  Wheeling.  The  Scien- 
tific Session,  entitled  “Coronary  Heart  Disease  — 
Modern  Evaluation  and  Treatment,”  will  be  from 
9 A.  M.  to  Noon  on  Saturday,  September  28. 

The  panel  will  include  Drs.  Creel  S.  Cornwell 
of  Clarksburg,  Murray  B.  Hunter  of  Fairmont, 
Harold  Selinger  of  Charleston  and,  from  the  West 
Virginia  University  School  of  Medicine,  Drs.  Allen 
F.  Bowyer,  Abnash  C.  Jain,  David  Z.  Morgan  and 
Thomas  J.  Tarnay.  Dr.  Nanette  K.  Wenger  of  At- 
lanta will  be  a special  guest  panelist.  Doctor  Wen- 
ger is  Professor  of  Medicine  (Cardiology)  at 
Emory  University  School  of  Medicine,  and  Direc- 
tor, Cardiac  Clinics,  Grady  Memorial  Hospital  in 
Atlanta. 

Five  Sub-Topics  Under  Theme 

The  first  of  the  five  sub-topics  under  the  gen- 
eral theme  of  the  Scientific  Session  will  be  “Eval- 
uation of  Risk  Factors”  (“What  are  they  and  how 
important  in  the  evaluation  of  office  patients?”). 
Presentation  of  the  concept  will  be  by  Doctor  Wen- 
ger with  a Clinical  Example  given  by  Doctor  Jain. 
Panel  discussion  will  follow. 

The  other  four  sub-topics,  with  panel  discussion 
to  follow  in  each  case,  are: 

“Coronary  Arteriography”  (“Who  should  have  it 
and  what  does  it  tell  us?”);  Presentation,  Doctor 
Bowyer;  Clinical  Example,  Doctor  Cornwell; 

“Collateral  Vessels”  (“When  do  they  develop 
and  how  do  they  preserve  the  myocardium  follow- 
ing coronary  occlusion?”);  Presentation,  Doctor 
Jain;  Clinical  Example,  Doctor  Hunter; 

“Medical  Treatment”  (“What  drugs  and  who 
should  be  given  medical  management?”);  Presen- 
tation, Doctor  Selinger;  Clinical  Example,  Doctor 
Morgan; 

“Surgical  Treatment”  (“Who  are  candidates  for 
revascularization;  what  are  the  current  best  tech- 
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niques;  what  is  the  natural  history  of  the  by- 
pass?”); Presentation,  Doctor  Tarnay;  Clinical  Ex- 
ample, Doctor  Bowyer. 

Registration  for  the  Annual  Meeting  will  begin 
at  10  A.  M.  on  Friday,  September  27,  with  the  Gen- 
eral Assembly  convening  at  2 P.  M.  The  keynote 
address  will  be  delivered  by  Dr.  Leo  H.  T.  Bern- 
stein of  Martinsburg,  President-Elect. 

Native  Of  New'  York  City 

Doctor  Wenger  will  address  the  annual  member- 
ship banquet  Friday  evening.  A native  of  New 
York  City,  she  graduated  from  Hunter  College  in 
New  York  and  received  her  M.  D.  degree  in  1954 
from  Harvard  Medical  School.  She  interned  at 
Mount  Sinai  Hospital  in  New  York  City,  where 
she  also  served  residencies  in  medicine  and  car- 
diology. In  1958  she  became  Senior  Assistant  Resi- 
dent in  Medicine  at  Grady  Memorial  Hospital  in 
Atlanta  and  a Fellow  in  cardiology  at  Emory  Uni- 
versity. 

Doctor  Wenger  is  a Fellow  of  the  American 
College  of  Cardiology,  the  American  Heart  Asso- 
ciation’s Council  on  Clinical  Cardiology,  and  is  a 
member  of  a number  of  other  AHA  committees. 
She  is  the  author  or  co-author  of  almost  100  scien- 
tific publications,  including  “Coronary  Care  Re- 
habilitation After  Myocardial  Infarction.”  This 
was  a 1973  publication  of  the  Coronary  Care  Com- 
mittee of  the  Council  on  Clinical  Cardiology,  the 
Committee  on  Medical  Education,  American  Heart 
Association. 

Ross  Reid  of  New  York  City,  Chairman  of  the 
Board  of  the  American  Heart  Association,  will 
speak  at  the  Awards  Luncheon  on  Saturday.  This 
will  be  followed  by  panel  discussion  groups  and 
the  second  General  Assembly  in  the  afternoon. 
The  program  will  conclude  with  a Board  of  Di- 
rectors dinner  meeting  Saturday  evening. 


The  Wheeling  Clinic  Announces 

‘Golden  Jubilee’  Program 

The  program  has  been  completed  for  the 
“Golden  Jubilee”  Scientific  Seminar  of  the  Wheel- 
ing Clinic  to  be  held  October  18-19  at  Oglebay 
Park  in  Wheeling. 

The  two-day  seminar  in  medicine  and  surgery 
will  begin  with  a round-table  conference  Friday 
morning,  October  18.  The  speakers  and  their  topics 
will  be  “Psychiatric  Problems  in  the  Aging,”  Wil- 
ford  W.  Spradlin,  M.  D.,  Chairman  of  the  Depart- 
ment of  Behavioral  Medicine  and  Psychiatry  at  the 
West  Virginia  University  Medical  Center;  and 
“Recognition  and  Management  of  Spasticity,”  Rich- 
ard Herman,  M.  D.,  of  Philadelphia,  Chairman  and 
Professor  of  the  Department  of  Rehabilitation 
Medicine  at  Temple  University  School  of  Med- 
icine; and  Director  of  the  Krusen  Center  For  Re- 
search and  Engineering,  Moss  Rehabilitation  Hos- 
pital in  Philadelphia. 

The  Moderator  will  be  A.  L.  Wanner,  M.  D.,  of 
the  Department  of  Psychiatry,  Neurology  and  Psy- 
chology at  the  Wheeling  Clinic.  Other  members  of 
the  clinic  staff  participating  will  be  Drs.  Stephen 
D.  Ward,  David  H.  Smith,  Michael  D.  McNeer, 
David  P.  Hill  and  Robert  L.  Mendelson,  Ed.  D. 

Doctor  Andrew's  Luncheon  Speaker 

“Changing  Concepts  in  Medical  Relationships” 
will  be  the  subject  of  the  luncheon  speaker,  Dr. 
Charles  E.  Andrews  of  Morgantown.  Doctor  An- 
drews is  Provost  for  Health  Services  at  the  WVU 
Medical  Center.  Dr.  Milton  E.  Nugent,  Chairman 
of  the  Wheeling  Clinic  Executive  Committee,  will 
preside  at  the  luncheon. 

Friday  Afternoon 

Scheduled  for  Friday  afternoon  is  a round-table 


W’ilson  I.odge,  left,  will  be  the  site  at  Oglebay  Park  in  Wheeling  for  the  Wheeling  Clinic’s  Golden  Jubilee  Scientific 
Seminar  in  Medicine  and  Surgery  on  October  18  and  19.  On  the  right  is  the  landmark  for  the  Park,  the  historic 
Oglebay  Mansion  Museum.  Tours  of  the  museum  will  be  a part  of  the  ladies  program  arranged  by  the  Auxiliary  of 
the  Wheeling  Clinic.  The  Clinic  is  celebrating  50  years  of  operation  during  1974. 
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Richard  Herman,  M.  D.  Wilford  W.  Spradlin,  M.  D. 


conference  in  internal  medicine  which  will  include 
five  topics.  Charles  H.  Hiles,  M.  D.,  Department  of 
Internal  Medicine,  Wheeling  Clinic,  will  be  Mod- 
erator. A question-and-answer  period  will  be  con- 
ducted after  each  topic.  The  speakers  and  their 
topics  are: 

“Dilemmas  of  Hypertensive  Therapy,”  Michael 
F.  Michelis,  M.  D.,  Chief  Director,  Diagnostic 
USVA,  Pittsburgh;  and  Associate  Professor  of 
Medicine,  University  of  Pittsburgh;  “Current  Con- 
cepts in  the  Treatment  of  Peptic  Ulcer,”  Thomas 
E.  Chvasta,  M.  D.,  Department  of  Internal  Medi- 
cine, Wheeling  Clinic;  “Pacemakers,”  A.  M.  Valen- 
tine, M.  D.,  Department  of  Internal  Medicine, 
Wheeling  Clinic;  “Birth  Control  Pills,  Folic  Acid 
and  Pap  Smear,”  Robert  W.  Kellermeyer,  M.  D., 
Associate  Professor  of  Medicine  and  Pharmacology, 
University  Hospitals  of  Cleveland  (Ohio),  and 
“The  Treatment  of  Diabetes  in  Pregnancy,” 
Jerome  H.  Aarons,  M.  D.,  Magee  Womens  Hospital, 
Pittsburgh. 

Friday  Evening 

Friday’s  schedule  will  conclude  in  the  evening 
with  cocktails  and  a dinner-dance. 

Saturday  Morning 

Sectional  Conferences  will  be  held  Saturday 
morning.  Drs.  William  C.  Andrews  and  H.  Robert 
Holtrop  will  be  guest  speakers  at  the  conference 


on  obstetrics  and  gynecology.  Doctor  Andrews  is 
Associate  Professor  of  Obstetrics  and  Gynecology 
at  Eastern  Virginia  Medical  School  in  Norfolk.  His 
topic  will  be  “Current  Status  of  Contraception.” 
Doctor  Holtrop  formerly  was  with  the  Wheeling 
Clinic  and  now  is  located  in  Boston. 

The  Moderator  will  be  Robert  W.  Leibold,  M.  D., 
Department  of  Obstetrics  and  Gynecology,  Wheel- 
ing Clinic.  Other  clinic  staff  members  participat- 
ing will  be  Drs.  Robert  T.  Brandfass,  A.  Athari 
and  James  W.  Campbell. 

Other  sectional  conferences  and  the  Wheeling 
Clinic  staff  members  presiding  include  “Thoracic 
Medicine,”  Dr.  Daniel  W.  Dickinson,  Department 
of  Surgery;  “Dermatology,”  Drs.  Sheldon  Widlan 
and  K.  William  Waterson,  Department  of  Derm- 
atology; “Otolaryngology,”  Dr.  Wilfredo  A.  Tiu, 
Department  of  Otologic  Surgery  and  Othorhin- 
olaryngology,  and  James  P.  Frum,  M.  S.,  Depart- 
ment of  Audiology  and  Speech  Pathology;  “Oph- 
thalmology,” Drs.  William  F.  Park,  Milton  E.  Nu- 
gent and  R.  V.  Pangilinan,  all  from  the  Depart- 
ment of  Ophthalmology. 

Dr.  Charles  D.  Hershey,  Department  of  Surgery, 
will  be  Moderator  for  the  conference  on  surgery. 
Guest  speakers  and  their  topics  will  be  “Local 
Treatment  of  Small  Cancers  of  the  Rectum,”  Ru- 
pert B.  Turnbull,  M.  D.,  Department  of  Colon  and 
Rectal  Surgery,  Cleveland  Clinic;  and  “Acute 
Therapy  of  Major  Burns,”  Harvey  Slater,  M.  D., 
West  Penn  Burn  Center,  Pittsburgh. 

Saturday  Afternoon 

A round-table  conference  will  be  held  Saturday 
afternoon  with  Doctor  Pangilinan  as  the  Modera- 
tor. The  speakers  and  their  topics  will  be  “Anti- 
biotic Selection  In  the  Critically  111  Patient,”  Dr. 
William  J.  Holloway  of  Wilmington,  Delaware,  Di- 
rector of  the  Infectious  Diseases  Research  Labora- 
tory at  the  Wilmington  Medical  Center;  and  “Ve- 
nereal Disease  — Can  It  Be  Prevented?,”  Dr. 
Hans  H.  Neumann,  Director  of  Preventive  Med- 
icine for  the  Department  of  Health  in  New  Haven, 
Connecticut.  A question-and-answer  period  will  be 
held  after  each  of  these  topics. 

Saturday  Evening 

The  Saturday  evening  schedule  will  include 
cocktails  and  dinner  followed  by  a special  guest 
speaker  to  be  announced. 

For  wives,  the  Auxiliary  of  the  Wheeling  Clinic 
has  arranged  tours  of  various  features  at  Oglebay 
Park  and  other  interesting  spots  in  the  Wheeling 
area.  Ample  time  has  been  allotted  for  recreational 
activities. 

The  meeting  has  been  approved  for  12  hours  of 
credit  by  the  American  Academy  of  Family  Phy- 
sicians and  the  registration  fee  for  the  entire  con- 
ference is  $25.  Registration  will  be  limited  to  100 
physicians. 
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Dr.  C.  Carl  Tully,  left,  Director  of  the  Kanawha  Valley  Family  Practice  Center,  is  shown  with  the  five  residents 
on  the  Center  staff  during  an  open  house  held  at  the  new  facility  in  South  Charleston  this  summer.  The  residents 
are,  from  left,  Dr.  William  L.  Harris  of  Fenwick,  in  Nicholas  County,  Dr.  Donald  A.  Blum  of  New  Martinsville,  Dr. 
Richard  D.  Hayes.  Jr.  of  Nitro,  Dr.  John  P.  MacCallum  of  Madison,  and  Dr.  James  L.  Kwako  of  Bismarck,  North  Da- 
kota, all  graduates  of  West  Virginia  University’s  School  of  Medicine. 


Family  Practice  Residency 
Program  Begins  Smoothly 

West  Virginia’s  first  Family  Practice  residency 
program  has  been  moving  through  its  orientation 
phase  smoothly. 

Dr.  John  W.  Traubert,  Chairman  of  the  re- 
cently established  Department  of  Family  Practice 
at  the  West  Virginia  University  School  of  Med- 
icine, said  all  of  the  nine  young  doctors  approved 
for  the  three-year  specialty  medical  program  in 
Morgantown  and  in  the  Kanawha  Valley  have 
been  in  residence  since  July. 

Dr.  Patrick  Kelleher  arrived  at  WVU  on  time 
after  a 10-day,  900-mile  bicycle  trip  from  his  home 
in  Vermont.  He  joined  Drs.  Michael  J.  Lewis  of 
Charleston,  David  W.  Nesselroade  of  Williamstown 
and  Dale  J.  Luketich  of  Weirton,  all  1974  WVU 
graduates. 

The  other  five  residents  are  in  the  Kanawha 
Valley  program  directed  by  Dr.  C.  Carl  Tully  of 
South  Charleston.  He  will  supervise  training  cen- 
tered at  Herbert  J.  Thomas  Memorial  Hospital. 
The  Charleston  Area  Medical  Center  will  provide 
the  medical  specialty  guidance. 

The  residents  in  the  Kanawha  Valley  program 
are  Drs.  Donald  A.  Blum  of  New  Martinsville, 
William  Harris  of  Fenwick,  in  Nicholas  County; 
Richard  D.  Hayes  of  Nitro,  John  P.  MacCallum  of 


Madison  and  James  Kwako  of  Bismarck,  North 
Dakota. 

Doctor  Traubert  said  all  of  the  young  physicians 
have  expressed  a desire  to  establish  a medical 
practice  in  the  State.  During  their  residency,  they 
will  get  a chance  to  go  into  communities  without 
medical  practitioners  as  part  of  their  elective  work. 

The  West  Virginia  Academy  of  Family  Phy- 
sicians sees  the  new  program  as  a major  contribu- 
tion toward  relieving  the  State’s  present  doctor 
shortage  within  the  next  10  years. 


WVU  Medical  Center  Conducting 

Chemotherapy  Studies 

The  Department  of  Medicine  of  the  West  Vir- 
ginia University  Medical  Center  is  conducting 
chemotherapy  studies  in  women  with  breast  carci- 
noma who  have  recently  had  a mastectomy  and 
have  four  or  more  axillary  nodes  positive  for  tu- 
mor. These  patients  should  be  seen  within  one 
month  after  the  surgery  and  should  have  had  no 
radiation  therapy.  Physicians  interested  in  refer- 
ring patients  for  this  study  which  is  being  done  in 
cooperation  with  the  National  Cancer  Institute 
should  contact  Dr.  Raymond  B.  Weiss  or  Dr.  Lowell 
Smith  at  the  Medical  Center.  Telephone  (304)  293- 
4229  or  293-4536. 
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WVU  School  of  Medicine 
Greets  Class  of  ’77 

Thirteen  women,  the  largest  number  ever  ad- 
mitted in  one  year,  are  among  the  84-member 
class  which  entered  the  West  Virginia  University 
School  of  Medicine  when  the  fall  semester  began 
on  August  26. 

Reflecting  the  preference  given  to  West  Virginia 
residents,  82  of  those  selected  are  from  the  State. 

One  of  the  out-of-state  residents  named  is  WVU 
graduate  Ade  Dillon,  former  varsity  football  team 
quarterback.  He  is  a native  of  Wisconsin. 

Selection,  based  on  scholastic  standing,  Medical 
College  Admission  Test  scores  and  the  results  of 
interviews,  was  again  a difficult  task  for  the  12- 
member  Committee  on  Student  Admissions. 

More  than  1,400  inquiries  were  received  by  the 
School  of  Medicine  concerning  admission.  Of  this 
number,  656  firm  applications  were  made.  Further 
screening  resulted  in  interviews  for  283  West  Vir- 
ginians and  40  non-residents,  including  nine  resi- 
dents of  foreign  countries. 

Overall  cumulative  grade  point  average  for  the 
84  admitted  was  3.49  with  a science  GPA  of  3.53. 

Undergraduate  study  was  completed  at  WVU  by 
46  of  the  accepted  students.  The  remainder  are 
graduates  of  either  Marshall  University  or  eight 
colleges  within  the  State  or  from  25  out-of-state 
institutions. 

Counties  providing  the  most  medical  students 
weer  Kanawha,  with  14,  and  Cabell,  nine. 

Those  accepted  for  the  1974  freshmen  class  in 
the  WVU  School  of  Medicine  include: 

BARBOUR  COUNTY— Ernest  Samuel  Guy, 
Morgan  Hertzog  Lyons,  Jr.,  and  Jeff  Lee  Poling, 
all  of  Philippi. 

BRAXTON  COUNTY— David  Wayne  Thomas  of 
Sutton. 

BROOKE  COUNTY  — Patsy  Paul  Cipoletti, 
Jr.,  Wellsburg. 

CABELL  COUNTY  — John  Robert  Beatty,  Law- 
rence Stuart  Gross,  David  Arthur  Guthrie,  John 
Michael  Haught,  Joseph  Moore  Neal,  William  Neil 
Payne,  II,  Charles  David  Petit,  Richard  Glenn 
Spurlock  and  Susan  Kathryn  Woelfel,  all  of  Hun- 
tington. 

DODDRIDGE  COUNTY— D o n a 1 d Hastings 
Michels,  West  Union. 

FAYETTE  COUNTY  — Gregory  Lee  Eads,  Kin- 
caid; and  Thomas  William  Howard,  II,  Mount 
Hope. 

GILMER  COUNTY  — Larry  J.  Godfrey,  Glen- 
ville. 

GRANT  COUNTY — Gordon  Keith  Wolfe,  Peters- 
burg. 


GREENBRIER  COUNTY— Sheila  Joan  Walkup, 
Leslie. 

HANCOCK  COUNTY— Charles  Peter  Capito, 
James  Richard  Judge,  Jr.,  and  Mark  Christopher 
Leeson,  all  of  Weirton. 

HARRISON  COUNTY— Robin  Kim  Conner,  An- 
moore;  Joseph  Carl  Franz,  Janis  Leigh  Hurst, 
David  Henry  McDaniel  and  John  Michael  Rollins, 
all  of  Bridgeport;  Virginia  Robbins  Beall,  Ronald 
Lee  Cleavenger  and  Pamela  Joan  Mardones,  all 
of  Clarksburg. 

JACKSON  COUNTY— James  Carter  Jarrell, 
Ravenswood. 

JEFFERSON  COUNTY— Edward  Joseph  Gallag- 
her, Shepherdstown. 

KANAWHA  COUNTY— Billy  Franklin  Gardner, 
III,  Belle;  Stephen  Paul  Casiss,  Malcolm  Lindsay 
Chaney,  Paul  Frederick  Francke,  Robert  Craig 
Armstrong  Gilpin,  David  Craig  McCarus,  George 
Edward  Pritt,  II,  Richard  Arrington  Silman,  Deb- 
orah Ann  Willard  and  Patricia  Joan  Zekan,  all  of 
Charleston;  Marilyn  Ann  Martin,  Glasgow;  William 
Kent  Hamilton,  Nitro;  John  Andrew  Hostler  and 
Peter  Joseph  Lukowski,  South  Charleston. 

LEWIS  COUNTY— Andrew  Harold  Mace,  Jr., 
Weston. 

MARION  COUNTY — John  Joseph  Astrino  and 
Richard  Ellison  McWhorter,  Fairmont;  Ellen 
Susan  Shaw,  Monongah. 

MARSHALL  COUNTY— Patricia  Rae  Corrall 
and  Thomas  Oscar  Dickey,  Glendale. 

MERCER  COUNTY — David  Alan  Bowman, 
Michael  Anthony  Malamisura  and  Bruce  Neal  Nel- 
son, all  of  Bluefield;  Terry  Lee  Barrett,  Princeton. 

MINERAL  COUNTY— James  Marshall  Carrier, 
Keyser. 

MONONGALIA  COUNTY— Robert  Wesley  Farr, 
Mark  Kelly  Joy,  Lucille  K.  Kirchner,  Rodney 
Frederick  Kovach,  Jerry  Ewing  Squires  and 
Thomas  Linson  Warren,  all  of  Morgantown. 

NICHOLAS  COUNTY — Norman  Leon  Rexrode, 
Summersville. 

OHIO  COUNTY— Richard  William  Ball,  Triadel- 
phia;  Edwyn  Lee  Boyd,  Robert  Earl  Gaylor,  Jef- 
frey Stewart  Hallett,  Dale  Robert  Pokorney  and 
Charles  John  Singer,  all  of  Wheeling. 

PENDLETON  COUNTY— George  Edward  Love- 
grove,  Franklin. 

PRESTON  COUNTY— James  H.  L.  Beeghly, 
Bruceton  Mills;  James  Curtis  Lesnett,  Kingwood. 

RALEIGH  COUNTY— William  Cecil  Thompson, 
III,  Beckley. 

SUMMERS  COUNTY— Robert  Edward  Boyd, 
Talcott. 
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TYLER  COUNTY — John  Charles  Young  Wright, 
Jr.,  Sistersville. 

WETZEL  COUNTY— Edward  Eugene  Wright, 
Pine  Grove;  and  Gary  Allen  Kocher,  Reader. 

WOOD  COUNTY — Jay  David  Angeluzzi  and 
Frank  Lee  Schwartz,  Parkersburg;  Eleanor  Jo  Al- 
len, Williamstown. 

Members  of  the  class  from  out-of-state  are 
Charles  William  Gardner,  Virginia  Beach,  Virginia, 
and  Ade  Robert  Dillon,  Appleton,  Wisconsin. 


Exam  Applications  Soar, 

ABFP  Directors  Hear 

Announcement  that  more  than  1,700  family  doc- 
tors have  applied  to  take  the  October  examination, 
a reaffirmation  of  the  1978  cutoff  date  for  practice- 
eligible  candidates,  a statement  on  “lateral  mo- 
bility” among  primary-care  residencies,  and  a 
definition  of  “board  eligibility”  were  highlights  of 
the  interim  meeting  of  the  American  Board  of 
Family  Practice  (ABFP)  July  19-20  at  Colorado 
Springs. 

ABFP  is  the  certifying  board  in  family  practice. 
It  was  approved  by  the  American  Board  of  Medical 
Specialties  and  the  Council  on  Medical  Education 
of  AMA  in  February,  1969.  More  than  5,800  family 
doctors  have  been  certified  since  its  first  examina- 
tion in  1970. 

According  to  Dr.  Arthur  Nelson,  ABFP  President, 
the  heavy  registration  of  applicants  resulted  from 
an  increase  in  residency  graduates  and  an  apparent 
“recognition  on  the  part  of  Academy  of  Family 
Physicians  members  that  board  certification  will 
affect  their  future.” 

Doctor  Nelson  noted  that  the  directors  upheld 
an  earlier  decision  that  1978  would  mark  the  end 
of  a practice-eligible  category  of  diplomate  candi- 
dates. However,  he  said,  it  was  decided  to  change 
the  effect  date  from  January  1,  1978,  to  July  1,  1978. 
He  added  that  this  was  done  to  make  the  change- 
over coincide  with  the  graduate  education  wheel. 

The  board  of  directors  adopted  part  of  a state- 
ment on  “lateral  mobility,”  a concept  aimed  at  per- 
mitting interchange  after  the  first  year  between 
family  practice  residencies  and  residencies  in  in- 
ternal medicine  and  pediatrics  and  possibly  other 
primary-care  specialties.  The  adopted  portion:  “The 
American  Board  of  Family  Practice  reaffirms  its 
position  that  all  three  years  of  the  family  practice 
residency  should  be  under  the  direct  supervision 
of  the  director  and  his  faculty.  The  importance  of 
the  resident  having  a learning  experience  in  a 
family  practice  center  throughout  all  three  years 
is  recognized  and  stressed.” 

Doctor  Nelson  said  the  remainder  of  the  state- 
ment dealt  with  methodology  for  achieving  lateral 
mobility.  He  added  that  input  would  be  sought 
from  AAFP,  the  AMA  Section  on  Family/ General 
Practice  and  the  Residency  Review  Committee  for 
Family  Practice  before  considering  the  full  state- 
ment at  the  ABFP’s  annual  meeting  next  January. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1974 

Sept.  4-7— Am.  Assn.  Ob.-Cyn.,  Hot  Springs,  Va. 

Sept.  5-7— Tri-State  Otolaryngology 
Meeting,  Sea  Island,  Ga. 

Sept.  9-11— AMA  Congress  Oceupat.  Health,  Chicago. 
Sept.  18-20— Int.  Symp.  Epidemiology  of  Hypertension, 
Chicago. 

Sept.  18-21— Am.  Thyroid  Assn.,  St.  Louis. 

Sept.  20-21— Symp.  on  Neonatology,  El  Paso. 

Sept.  24-26— Kentucky  Medical,  Louisville. 

Sept.  24-27— Am.  Roentgen  Ray  Soc.,  San  Francisco 
Sept.  27-28— Am.  Heart  Assn.,  W.  Va.  Affiliate,  Annual 
Meeting  & Scientific,  Wheeling. 

Sept.  27-Oet.  2— Intemat.  Coll,  of  Surgeons,  Portland. 

Oct.  5-8— Am.  Assn,  of  Ophthalmology,  Dallas. 

Oct.  6-10— Am.  Acad.  Oph.  & Otol.,  Dallas. 

Oct.  14-17— AAFP,  L.  A. 

Oct.  16-18— Am.  Cancer  Society,  New  York. 

Oct.  17-19— Am.  Assn,  for  Surgery  of  Trauma, 

Hot  Springs,  Va. 

Oct.  18-19— Colden  Jubilee  Sem.  In  Med.  and  Surgery 
(Wheeling  Clinic),  Wheeling. 

Oct.  19-24— Am.  Acad.  Pediatrics,  San  Fran. 

Oct.  20-22— Am.  Coll.  Preventive  Med.,  N.  Orleans. 
Oct.  21-25— ACS  Clinical,  Miami  Beach. 

Oct.  21-26— Am.  Coll.  Gastroent.,  Bal  Harbour,  Fla. 
Oct.  23-26— Pa.  Medical  Soc.  Scientific,  Harrisburg. 
Oct.  24-27— Am.  Acad.  Child  Psychiatry,  San  Fran. 
Oct.  29-30— Am.  Assn.  Study  of  Liver  Diseases,  Chicago. 

Nov.  1-3— Med.  Soc.  of  D.  C.,  White  Sul.  Springs. 
Nov.  3-6— Med.  Soc.  Va.,  Williamsburg. 

Nov.  6-9— Am.  Soc.  Cytology,  N.  Y.  City. 

Nov.  14-16— W.  Va.  Chap.,  ACS,  Morgantown. 

Now  16-20— Amer.  Acad,  for  Cerebral  Palsy,  Denver. 
Nov.  17-20— Southern  Med  Assn.,  Atlanta. 

Nov.  21-24— Clinical  Immunology  and  Allergy', 

Ft.  Lauderdale,  Fla. 

Nov.  30-Dec.  4— AMA  Clinical,  Portland. 

Dec.  7-10— Am.  Soc.  Hematology',  San.  Fran. 

Dec.  7-12— Am.  Acad.  Dermatology,  Chicago. 

Dec.  9-12— Southern  Surgical  Assn.,  Atlanta. 

1975 

Jan.  24-26— 8th  Annual  Mid- Winter  Clinical  Conf., 
Charleston. 

Jan.  31-Feb.  2— Southern  Radiological  Conf.,  Point 
Clear,  Ala. 

Feb.  10-13— Am.  College  Cardiology,  Houston. 
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WHEELING  CLINIC 


1924  Colilen  Jubilee  1974 

Scientific  Seminar 
in 

Medicine  and  Surgery 

October  18th  and  19th,  1974 
at  Beautiful 

Oglcbay  Park,  Wheeling,  W.  Va. 


APPROVED  FOR  12  HOURS  CREDIT 
AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 


THE  PROGRAM  will  offer  a wide-ranging  clinical  and  educational  experience  for  the  physi- 
cian. On  FRIDAY  MORNING  there  will  be  a round-table  conference  concerning  psychiatric 
problems  in  the  aging  and  recognition  and  management  of  spasticity.  FRIDAY  AFTERNOON 
such  subjects  as  hypertensive  therapy,  treatment  of  peptic  ulcer,  pacemakers  and  birth  con- 
trol pills  will  be  discussed.  Sectional  conferences  will  open  SATURDAY  MORNING’S  ses- 
sion, with  lectures  on  rectal  cancers  and  major  burn  therapy,  followed  SATURDAY  AFTER- 
NOON by  a round-table  conference  with  reference  to  antibiotics  in  the  critically  ill  patient 
and  venereal  disease. 


THE  FACULTY  WILL  INCLUDE: 


Richard  Herman,  M.  D.,  Temple  University 
Michael  F.  Michelis,  M.  D.,  University  of  Pittsburgh 
Robert  W.  Kellermeyer,  M.  D.  University  Hospitals 
of  Cleveland 

Charles  E.  Andrews,  M.  D.  West  Virginia  University 
Medical  Center 

Jerome  H.  Aarons,  M.  D.,  Magee  Women's  Hospital, 
Pittsburgh,  Pennsylvania 


William  J.  Holloway,  M.  D.,  Wilmington  Medical 
Center,  Wilmington,  Delaware 
Hans  A.  Neumann,  M.  D.  New  Haven,  Connecticut 
Rupert  B.  Turnbull,  M.  D.  Cleveland  Clinic 
Harvey  Slater,  M.  D.,  West  Penn  Burn  Center, 
Pittsburgh,  Penna. 

William  C.  Andrews,  M.  D.,  Eastern  Medical  School, 
Norfolk,  Virginia 


THE  REGISTRATION  FEE  of  $25.00  for  the  entire  conference  will  be  charged  all  registrants  and  will  include 
admission  to  luncheon  on  Friday  and  Saturday  and  evening  entertainment  and  dinner  for  the  registrants 
and  their  wives  on  Friday  and  Saturday. 


LADIES  PROGRAM: 

The  Auxiliary  of  the  Wheeling  Clinic  has  ar- 
ranged for  tours  (of  the  historic  Oglebay  Mansion 
House,  Museum  and  Art  Gallery;  and,  of  a Hand- 
craft Glass  Plant)  for  those  who  are  interested. 
Also,  golf  or  tennis,  plus  plenty  of  “free”  time. 

Mail  to:  Golden  Jubilee  Committee, 


OVERNIGHT  ACCOMMODATIONS 

Registrants  are  responsible  for  their  own  lodg- 
ing at  their  choice  of  hotel  or  motels.  A block 
of  rooms  is  available  (on  a first-come  first-served 
basis)  at  Wilson  Lodge  in  Oglebay  Park  and  you 
may  contact  Mr.  Russ  Bond  at  242-3000. 

Wheeling  Clinic,  Wheeling,  W.  Va.  26003 


Please  register  me  for  the  Golden  Jubilee  Seminar  of  the  Wheeling  Clinic,  October  18th  and  19th.  My  regis- 
tration fee  of  $25.00  is  enclosed.  I understand  the  registration  is  limited  to  One  Hundred  Physicians. 


Name: Specialty: 

(Please  Print) 

Address: City: State: 

My  wife  will  attend  Phone: Zip  Code:_ 

won’t 


SATURDAY  NIGHT  SPEAKER:  DAVID  BRINKLEY 


WVU  Medical  Center 
—News  - 


THE  appointment  of  Dr.  Dale  D.  Lindholm  as 
Professor  of  Medicine  and  Chairman  of  the 
recently-established  Division  of  Nephrology  at  the 
West  Virginia  University  Medical  Center  has  been 
announced  by  WVU  President  James  G.  Harlow. 

Prevention,  diagnosis  and  the  medical  manage- 
ment of  kidney  disease  will  be  the  emphasis  of  the 
new  teaching  and  clinical  service  within  the  De- 
partment of  Medicine. 

Doctor  Lindholm  comes  to  WVU  from  Tulane 
University  where  he  was  Head  of  the  Section  of 
Kidney  Disease  at  the  School  of  Medicine  and 
Chief  of  the  Nephrology  Section  at  the  Depart- 
ment of  Medicine  at  the  New  Orleans  Veterans 
Administration  Hospital. 

A native  of  Duluth,  he  received  his  bachelor’s 
and  M.  D.  degrees  from  the  University  of  Min- 
nesota and  completed  his  internship  at. St.  Luke’s 
Hospital  in  Duluth.  During  the  eight  years  he  was 
a commissioned  officer  with  the  United  States 
Public  Health  Service,  he  completed  his  residency 
in  internal  medicine  at  the  USPHS  Hospital  in 
Seattle  and  also  was  a National  Heart  Institute 
Research  Fellow  in  nephrology  at  the  University 
of  Washington  School  of  Medicine  and  Chief  of 
Research  at  the  USPHS  Hospital  and  Seamen’s 
Memorial  Research  Laboratory  in  New  Orleans. 

He  is  a member  of  a number  of  professional 
societies  including  the  American  and  International 
Societies  of  Nephrology,  The  Southeastern  Dialy- 
sis and  Transplantation  Association  and  the  As- 
sociation of  Veterans  Administration  Renal  Phy- 
sicians. 

He  is  the  author  or  co-author  of  more  than  30 
scientific  articles,  most  of  them  concerning  kidney 
disease  and  hemodialysis  and  their  effect  on  the 
body. 

Former  WVU  Residents  Return 

Two  former  residents  at  West  Virginia  Univer- 
sity Hospital  have  returned  to  the  Medical  Center 
as  assistant  professors  in  the  School  of  Medicine. 

Dr.  Douglas  V.  Jewson,  who  holds  his  appoint- 
ment both  in  the  Departments  of  Surgery  and 
Medicine,  will  be  a full-time  member  of  the 
emergency  room  staff. 

A native  of  Minneapolis,  he  received  his  B.  A. 
and  M.  D.  degrees  from  the  University  of  Minne- 
sota before  coming  here  for  his  internship  in 
1966.  After  completing  his  residency  in  internal 
medicine,  he  spent  an  additional  year  at  the  Medi- 
cal Center  as  a Fellow  in  cardiology. 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Prior  to  opening  a private  practice  in  Duluth, 
Minnesota,  he  served  two  years  as  a major  in  the 
United  States  Army  Medical  Corps  at  Irwin  Army 
Hospital  in  Fort  Riley,  Kansas. 

Also  a native  of  Minneapolis  and  a graduate 
of  the  University  of  Minnesota  is  Dr.  Irma  H. 
Ullrich.  She  will  serve  as  Assistant  Professor  in 
the  Division  of  Metabolism  - Endocrinology,  De- 
partment of  Medicine. 

After  serving  both  her  internship  and  residency 
at  WVU,  she  spent  the  past  year  as  a Fellow  in 
endocrinology  and  an  Instructor  in  Medicine  at  the 
VA  Hospital  and  Medical  University  of  South 
Carolina  in  Charleston. 

TV  Health  Series  Coming 

More  than  60  of  the  state’s  health,  program  and 
civic  leaders  met  recently  at  West  Virginia  Uni- 
versity’s Coliseum  to  help  promote  and  find  ways 
to  best  utilize  “Alive  and  Well,”  the  upcoming  tele- 
vision series  that  has  been  termed  “probably  the 
boldest  single  attempt  at  mass  health  education 
by  the  media.” 

The  complete  “Alive  and  Well”  series  may  be 
seen  on  WWVU-TV,  the  University-operated  pub- 
lic non-commercial  television  station  that  serves 
northern  and  eastern  West  Virginia. 

Hosts  for  the  planning  session  were  WWVU-TV 
staff  members  concerned  both  with  informing 
viewers  about  the  series  and  mobilizing  the  local 
responses  to  inquiries  for  help  which  the  pro- 
grams are  expected  to  stimulate. 

First  of  the  26  hour-long  programs,  produced  in 
New  York  for  the  Public  Broadcasting  Service  by 
the  Children’s  Television  Workshop,  is  set  for 
8 P.  M.  Wednesday,  November  20,  with  a repeat 
showing  scheduled  at  5:30  P.  M.,  Sunday,  Novem- 
ber 24. 

Creators  of  “Sesame  Street”  and  “The  Electric 
Company,”  the  CTW  producers  have  used  similar 
entertainment  techniques  for  their  first  adult  pro- 
grams. Singing,  dancing,  documentaries  and  situa- 
tion comedy,  much  of  it  featuring  stage,  motion 
picture  and  television  personalities,  will  be  em- 
ployed on  the  health  series  each  week  to  treat 
subjects  ranging  from  nutrition  to  exercise  and 
from  hypertension  to  breast  self-examination. 
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Protecting 
a reputation  is 
as  important 

building  one 


That’s  why  there’s  a special 
program  for  loss  control  and 
education  in  the  WVSMA  Liability 
Insurance  Package  from  /Etna 
Life  & Casualty.  How  does  it  help 
you?  By  giving  you  information 
on  losses.  Information  about  actual 
claims  and  suits,  potential  sources 
and  causes  of  malpractice,  even 
suggestions  as  to  how  claims  might 
be  prevented.  When  you’re  better 
informed,  you’re  better  able  to 
avoid  a malpractice  incident  and 
thus  protect  your  reputation.  What’s 
more,  your  total  insurance  costs 
may  be  significantly  reduced 
through  a special  dividend  feature. 


w Of  course,  you  also  get  broad 
m liability  protection  under  /Etna’s 
5^  plan.  Protection  that  includes 
professional,  office  premise  and 
catastrophe  liability.  It  can  even  be 
extended  to  cover  your  professional 
equipment.  Find  out  more  about 
this  important  package  of  liability 
insurance.  It’s  officially  endorsed 
and  recommended  by  the  West 
Virginia  State  Medical  Association. 
Contact  your  WVSMA  office  or 
your  nearest  /Etna  Life  & Casualty  " 
agent. 


You  get  action  with  /Etna 

The  Standard  Fire  Insurance  Company 
Hartford,  Conn. 


LI  FE&  CASUALTY 
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in  Washington 


CHANCES  of  passage  this  year  of  any  national 
health  insurance  (NHI)  proposal  by  either  the 
Senate  or  the  House  seem  to  be  dwindling  away. 
The  indefinite  postponement  of  Senate  Finance 
Committee  hearings  on  NHI,  plus  the  now  ended 
lackluster  once-a-week  hearings  by  the  House 
Ways  and  Means  Committee  that  dragged  out 
through  the  Spring  and  early  Summer  seems  to 
indicate  the  Congress  feels  it  has  more  pressing 
matters  to  deal  with,  or  is  baffled  as  to  how  to 
proceed  with  mandating  health  insurance  for  all. 

Some  veteran  Capitol  Hill  observers  believe  the 
most  important  factor  in  congressional  dawdling 
on  the  NHI  issue  is  genuine  bafflement  — which 
has  led  to  sharp  controversy  — on  how  such  a 
program  should  be  financed. 

Most  of  the  NHI  proposals  vary  little  in  the 
scope  of  benefits.  And  there  is  no  sharp  disagree- 
ment that  the  program  should  be  comprehensive 
in  nature.  And  all  but  one  or  two  of  the  proposals 
agree  that  the  administration  of  the  program 
should  be  derived  from  a combination  of  the  fed- 
eral and  private  sectors,  using  the  existing  private 
health  insurance  industry,  controlled  by  federal 
guidelines  and  regulations. 

The  catch  comes  as  to  how  the  program  should 
be  financed.  Should  the  program  be  financed  by  a 
Social  Security  payroll  tax,  or  by  mandated  em- 
ployer-employee financing,  or  by  a tax  credit  sys- 
tem, such  as  proposed  by  the  American  Medical 
Association  in  its  Medicredit  plan? 

It  is  in  the  area  of  financing  that  conservatives 
find  the  dangers  of  NHI.  When  a program  is  fi- 
nanced directly  through  federal  revenues,  it  is  an 
open  invitation  for  government  to  use  those  dol- 
lars as  a lever  to  manipulate  the  entire  program 
— “an  inappropriate  intervention  of  the  federal 
government  into  private  affairs  and  responsibili- 
ties”. 

Each  of  the  proposed  methods  for  financing  a 
NHI  program  has  powerful  allies,  both  in  the  Con- 
gress and  in  the  private  sector.  And  it  would  seem 
that  this  Mexican  standoff  is  a major  reason  for 
this  Congress’  delay.  Short  of  an  unlikely  com- 
promise brought  on  by  a complete  about  face  by 
one  of  the  major  contending  forces,  it  would  ap- 
pear that  the  93rd  Congress  will  not  legislate  a 
national  health  insurance  program. 

Another  reason  for  congressional  foot-dragging 
on  NHI  is  that  time  is  running  out  for  the  93rd 


• From  the  Woshington  Office  of  the  American 
Medical  Association. 


Congress  and  its  “must”  work  is  still  piled  high. 
For  example,  still  to  surface  from  the  powerful 
House  Ways  and  Means  Committee  is  its  promised 
tax  reform  measure,  the  long  ago  announced 
number  one  priority  of  the  Committee. 

And  overshadowing  all  congressional  priorities 
is  the  loom  of  time-consuming  impeachment  pro- 
ceedings on  the  near  horizon.  “If  the  House  votes 
to  impeach  President  Nixon,  forget  national 
health  insurance  this  year,”  says  Sen.  Abraham 
Ribicoff  (D-Conn.),  sponsor  of  a leading  NHI  bill. 

‘Public  Utility’  Plan  Defeated 

The  House’s  Interstate  and  Foreign  Commerce 
sub-committee  on  health  has  crushed  by  an  8 to 
1 vote  a public  utility-like  plan  that  would  control 
physician  fees  and  hospital  charges,  a provision 
regarded  by  many  as  the  most  threatening  health 
measure  on  Capitol  Hill. 

The  vote  appeared  to  assure  the  doom  of  the 
public  utility  concept  both  in  the  full  House  Com- 
merce Committee  and  the  House.  There  remains 
the  possibility  of  Senate  approval,  however. 

The  controversial  provision  is  part  of  a compre- 
hensive and  complicated  rewriting  of  the  Compre- 
hensive Health  Planning  and  Regional  Medical 
Programs  of  the  federal  government.  The  proposed 
strict  rate  controls  exercised  by  the  states  are 
backed  by  Sen.  Edward  Kennedy  (D-Mass.)  and 
Rep.  William  Roy  (D-Kans.),  the  latter  a phy- 
sician who  cast  the  lone  vote  for  the  provision  in 
the  House  sub-committee. 

The  vote  was  on  a motion  to  strike  from  the 
bill  language  that  would  have  authorized  federal 
funding  for  State  Health  Commission  programs  of 
regulating  charges  in  the  medical  field  with  ulti- 
mate authority  in  the  HEW  Department. 

Health  providers  have  opposed  the  plan.  De- 
claring that  the  legislation  has  “far  reaching  im- 
plications for  the  future  delivery  of  health  care 
services,”  Richard  Palmer,  M.D.,  Chairman  of  the 
American  Medical  Association’s  Board  of  Trus- 
tees, told  the  sub-committee  earlier  this  year  that 
under  the  disputed  plan  “the  health  sector  in  ef- 
fect would  be  deemed  to  be  one  vast,  monolithic 
public  utility.” 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 
EDWARD  J.  FLYNN,  M.  D. 

R.  A.  RANA.  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  HILLIER,  M.  D. 

E.  L.  GAGE,  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D. 
M.  S.  HAJJAR,  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR..  M.  D. 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR..  M.  D. 

JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M D. 

GEORGE  C.  KING.  M.  D 
BRENNAN  PURKALL.  JR.,  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 

JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 

Phone:  l-(304)-343-4371 

OPHTHALMOLOGY 

OTOLOGY 

Ancillary  Services 

Edwin  M.  Shepherd,  M.D. 

William  C Morgan,  Jr.,  M.D. 

Orthoptics 

Diplomate,  American  Board 
of  Ophthalmology 

Diplomate,  American  Board 
of  Otolaryngology 

Visual  Fields — Flow  Studies 
Laboratory 

Milton  J.  Lilly,  Jr.  M.D. 

OTOLARYNGOLOGY 

X-ray 

Diplomate,  American  Board 

Romeo  Y.  Lim,  M.D. 

Audiometry 

of  Ophthalmology 

Diplomate,  American  Board 

of  Otolaryngology 

Robert  E.  O'Connor,  M.D. 

Micro-surgery 

Audiology 

Diplomate,  American  Board 
of  Ophthalmology 

Maxillo-facial  Surgery 
Reconstructive  Surgery 

Nancy  McClung,  M.S. 

Moseley  H.  Winkler,  M.D. 

Head  & Neck  Surgery 
Cryosurgery 

Anesthesia 

Diplomate,  American  Board 
of  Ophthalmology 

Endoscopy 

Oncology 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 

Retinal  Surgery 
Fluorescein  Angiography 
Argon  Laser  Photocoagulation 
Contact  Lenses 
Strontium  90  Beta  Irradiation 

OPHTHALMOLOGY  and 
OTOLARYNGOLOGY 

John  B.  Haley,  M.D. 
John  A.  B.  Holt,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Muriel  Dodds,  CRNA 

September,  1974,  Vol.  70,  No.  9 
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Anesthesiology: 

G.  E.  Hartle,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


Make  Your  Plans  Now! 


niki 

[kill 

□ml 

Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Karl  J.  Myers,  Jr.  M.  D. 

Radiology: 

Karl  J.  Myers,  M.  D. 
Rashid  Ahmed,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


“The  Eighth  Mid-Winter 
Clinical  Conference” 


The  Conference  Will  Offer  a Wonderful 
Opportunity  For  Physicians  to  Keep  Up- 
To-Date  in  the  Field  of  Continuing 
Medical  Education. 


Sponsored  by  the  West  Virginia  State 
Medical  Association  and  other  medical 
and  volunteer  organizations,  the  1975 
Conference  will  be  held  in  Charleston. 


The  Daniel  Boone  Hotel  January  24-26 
Watch  for  Further  Details 


OVER  110,000  PHYSICIANS  AND  DENTISTS  HAVE  FOUND  THE 
ANSWER  TO  THEIR  PERSONAL  AND  PROFESSIONAL 

FINANCIAL  NEEDS  . . . 

SUCH  AS: 

• Low-Cost  Group  Insurance 

• Omni-Purpose  Loan  Plans 

• Mass  Buying  Discounts 

• Incorporation  and  Investment  Advice 

• Personal  Estate  and  Tax  Planning 

• Practice  Management  Seminars 

• Bi-Monthly  Economic  Newsletters 

In  all,  some  40+  economic  benefits  not  available  from  any  other  single  source  . . . 

THROUGH  MEMBERSHIP  IN  THE  AMERICAN  PROFESSIONAL  PRACTICE  ASSOCIATION 
(APPA)  OR  THE  NATIONAL  ASSOCIATION  OF  RESIDENTS  AND  INTERNS  (NARI)  YOU 
TOO  CAN  BENEFIT  FROM  THESE  SERVICES. 

For  more  information  contact:  WILLIAM  W.  JONES, 

PHYSICIANS  PLANNING  SERVICE  CORP. 

(Local  Group  Plans  Administrators 
for  APPA  and  NARI) 

510  Prichard  Building 

Telephone:  (304)  529-7366  Huntington,  W.  Va.  25712 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $1,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — - 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — -Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


BURDICK’S 

EK/5A 

CARDIOGRAPH 
- NOW  WITH 
NEW  PATIENT 
ISOLATION 


automatic  lead  marking 


Engineering  advancements  that 
made  the  Burdick  EK/5  highly 
respected  by  the  medical  profes- 
sion have  been  retained  in  the 
new  EK/5A  that  also  gives  you 
new  patient  isolation  (extremely 
low  leakage  current  for  maxi- 
mum patient  safety)  and  auto- 
matic lead  marking  activated  by 
the  lead  selector  switch. 
Important  refinements  have  also 
been  added:  long-life  gold  con- 
tacts on  circuit  boards,  fewer 
and  smaller  circuit  boards,  high 
safety  margins  on  components. 
But  safety  and  service-free  oper- 
ation are  not  the  whole  story! 
Burdick  gives  you  operating  con- 
venience, diagnostic  accuracy, 
reliable  performance  — all  in  a 
smartly  styled  17-lb.  instrument. 


It  always  happens  so  fast. 

And,  this  time,  you’re 
right.  It  did  happen  to  “the 
other  guy.” 

You  know:  The  guy  who 
wouldn’t  hurt  a fly,  turn 
down  a friendly  drink— or 
take  a cab  home  instead  of 
driving.  A nice  guy  who’d 
now  and  then  smoke  in  bed, 
maybe  swim  out  a little  too 
far,  sometimes  hurry  a 
little  down  the  stairs. 

We  know  you  knew  him. 
And  that  you’ll  miss  him. 

We  just  don’t  want  you  to 
join  him. 

“Oops”  is  a pitiful 
epitaph. 


Write  us  today  for  a demonstration  in  your  office. 

General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 


National,- 
Safety  jSm 
Council 


If  you  don’t  like 
thinking  about  safety, 
think  where  you’d  be 
without  it. 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF 

William  D.  Keck,  M.  D. 

Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 

James  P.  King,  M.  D. 

Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 

Carl  McGraw,  Ph.  D. 

Allen  S.  Rowe,  Ph.  D. 


Delano  W.  Bolter,  M.  D. 
Edward  E.  Cale,  M.  D. 

Terkild  Vinding,  M.  D. 
(Emeritus) 

George  K.  White,  Administrator 
Richard  A.  Kennedy  Jr., 

Asst.  Administrator 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

• Twice  the  light  intensity  of  conventional 
instruments 

• Twice  the  life  between  lamp  replacements 

• Superior  color  fidelity — closer  to  natural 
sunlight 

• Higher  percentage  of  initial  output  throughout 
lamp  life 

• Distinctive  black  chrome  rechargeable 
battery  handles 


WELCH  ALLYN,  INC. 

Skaneateles  Falls.  N.  Y 13153 


WELCH 

V, 

ALLYN 

Ask  for  a demonstration. 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 

CHARLESTON,  WEST  VIRGINIA 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 
Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A.  Athari,  M.  D. 

Urology: 

D.  C.  T rapp,  M.  D. 
Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M.  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 

T.  E.  Chvasta,  M.  D. 


Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 

David  Hill,  M.  D. 

David  H.  Smith,  M.  D. 

Robert  L.  Mendelson,  Ed  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 
James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 

Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 


General  and  Thoracic  Surgery 


Internal  Medicine 


Stephen  T.  J.  Lee,  M.  D. 
James  A.  Gardner,  M D. 


Orthopedics 

Clifford  A.  Stevenson,  M.  D. 
S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 


Obstetrics-Gynecology 

A.  Ray  Jacobson,  M.  D. 


Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D. 
Jose  L.  Oyco,  M.  D. 

Eugene  Warvariv,  M.  D. 

R.  James  Yates,  M.  D. 

S.  L.  Bembalkar,  M.  D. 

L.  H.  Subbaraya,  M.  D. 

Pediatrics 

P.  B.  Gogo,  M.  D. 

R.  G.  D.  Concepcion,  M.  D. 


Ophthalmology 

Edward  T.  Liu,  M.  D. 

Urology 

S.  L.  Francis,  M.  D. 


Stanaford  Road,  P.  O.  Box  50 
Beckley,  West  Virginia  25801 
Phone  (304)  252-7331 


Ear,  Nose  & Throat 

P.  C.  Corro,  M.  D. 

Radiology 

Thomas  L.  Martin,  M.  D. 


Clinic  Manager 

James  P.  Bland 
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CLASSIFIED 


WANTED— Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


EXCEPTIONAL  OPPORTUNITY— For  an  in- 
ternist to  become  established  in  a progressive  com- 
munity of  50,000  by  associating  with  an  established, 
successful  physician.  Guaranteed  annual  income, 
fringe  benefits,  and  option  to  form  own  practice 
after  one  year.  Potential  unlimited.  Contact  Mr. 
Michael  F.  Black,  5476  Big  Tyler  Road,  Charles- 
ton, West  Virginia  (304)  776-2046. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 

equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 
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WANTED — Physician  desires  relief  work  for  one 
to  four  weeks.  Experienced  in  coal  fields  and  pri- 
vate practice.  Phone:  (304)  758-4918  or  write  Box 
27,  Middlebourne,  W.  Va.  26149. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable— based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact James  J.  Mathews,  M.  D.,  Director,  Emergency 
and  Ambulatory  Care,  Beckley  Appalachian  Re- 
gional Hospital,  Beckley,  W.  Va.  25801.  Phone: 
(304)  255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modem 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modem  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 
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For  your  patient  who  may  have  a psychiatric  problem  — 

HARDING  HOSPITAL  offers  complete  diagnostic,  evaluative  and  treatment 

services. 

Special  care  for  the  acutely  disturbed  patient 

Designed  program  for  the  adolescent  patient, 
including  accredited  school  program  grades  7-12 

Treatment  of  alcoholism  and  drug  abuse 

Skilled  attention  to  families 

Out  Patient  program  Partial  Hospitalization  plans 

Halfway  House  and  Family  Care  Consultation 

For  further  information,  call  (614)  885-5381 

The  H ARDING  H OSPITAL 

445  EAST  GRANVILLE  ROAD  WORTHINGTON,  OHIO  43085 

George  T.  Harding,  Jr.,  M.  D.  Donald  L.  Hanson 

Medical  Director  Administrator 

MEMBER  BLUE  CROSS  OF  CENTRAL  OHIO 
ACCREDITED  BY  THE  JOINT  COMMISSION  ON 
ACCREDITATION  OF  HOSPITALS 
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Before  prescribing,  please  consult 
e lplete  product  information,  a summary 
a rfiich  follows: 

Indications:  Relief  of  anxiety  and 
t<  .ion  occurring  alone  or  accompanying 
j ous  disease  states. 

Contraindications:  Patients  with  known 
i ersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
3 sible  combined  effects  with  alcohol  and 
3 >r  CNS  depressants.  As  with  all 
: j-acting  drugs,  caution  patients 
a inst  hazardous  occupations  requiring 
; iplete  mental  alertness  (e  g.,  oper- 
i g machinery,  driving).  Though  physi- 
: and  psychological  dependence  have 

• ;ly  been  reported  on  recommended 
: es,  use  caution  in  administering  to 

i iction-prone  individuals  or  those  who 

• ,ht  increase  dosage;  withdrawal  symp- 

• is  (including  convulsions),  following 
: ;ontinuation  of  the  drug  and  similar 

t hose  seen  with  barbiturates,  have  been 
i orted.  Use  of  any  drug  in  pregnancy, 
ation,  or  in  women  of  childbearing 
i requires  that  its  potential  benefits 
|i  weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  de- 

I tated,  and  in  children  over  six,  limit  to 
i allest  effective  dosage  (initially  10 

• or  less  per  day)  to  preclude  ataxia  or 
: rsedation,  increasing  gradually  as 

: ided  and  tolerated.  Not  recommended 
i hildren  under  six.  Though  generally 
i recommended,  if  combination  therapy 

I I other  psychotropics  seems  indicated, 
i efully  consider  individual  pharmaco- 

|j  ic  effects,  particularly  in  use  of  poten- 
ing  drugs  such  as  MAO  inhibitors 
, j phenothiazines.  Observe  usual  precau- 
ps  in  presence  of  impaired  renal 
lepatic  function.  Paradoxical  reac- 
Ij ns  (e.g.,  excitement,  stimulation  and 
Tte  rage)  have  been  reported  in  psychi- 
ic  patients  and  hyperactive  aggressive 
Idren.  Employ  usual  precautions  in  treat- 
nt  of  anxiety  states  with  evidence  of 
sending  depression;  suicidal  tendencies 
iy  be  present  and  protective  measures 
cessary.  Variable  effects  on  blood 
agulation  have  been  reported  very  rarely 
Datients  receiving  the  drug  and  oral 
:icoagulants;  causal  relationship  has 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
xia  and  confusion  may  occur,  espe- 


dally  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 
RDCHl  ✓ Division  of  Hoffmann-ta  Roche  Ine, 
Nutley.  N.J  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

up  to  100  mg  daily  in 
severe  anxiety 


Librium 


(chlordiazepoxide  HCI) 


Please  see  following  page. 


r -• 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physicia 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium  10-mg  capsules 

(chlordiazepoxide  HCI) 
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U-lOO  Iletin®  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 


This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Leadership  in  Diabetes  Research 
for  Half  a Century 
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Additional  informatio 
available  to  the  profession  on  request 


OCTOBER  1974 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  ir 
and/or  severity  of  grand  mal  se 
require  increased  dosage  of  sta 
convulsant  medication;  abrupt 1 
may  be  associated  with  tempor. 
crease  in  frequency  and/or  sev 
seizures.  Advise  against  simultc 
gestion  of  alcohol  and  other  CN 
sants.  Withdrawal  symptoms  (s 
those  with  barbiturates  and  alci 
occurred  following  abrupt  discc 
(convulsions,  tremor,  abdomin; 
cle  cramps,  vomiting  and  sweat 
addiction-prone  individuals  unc 


ing  to  her  major 
she  is  a psychoneu- 
t with  severe 
t according  to  the 
she  gives  of  her 
rtof  the  problem 
r like  depression, 
e iuse  her  problem, 
i imarily  one  of  ex- 
,]  iety,  is  often  accom- 
i’  lepressive  symptom- 
ilium  (diazepam) 

•ji  relief  for  both— as 
i/e  anxiety  is  re- 
• depressive  symp- 
i lated  with  it  are  also 
i ed. 

| ire  other  advan- 
ng  Valium  for  the 
nt  of  psychoneu- 
ty  with  secondary 
symptoms:  the 
apeutic  effect  of 
ironounced  and 
; means  that  im- 
is  usually  apparent 
;nt  within  a few 
r than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

] . Henry  BW,  cl  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24: 273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


because  of  their  predisposi- 
uation  and  dependence.  In 
lactation  or  women  of  child- 
, weigh  potential  benefit 
;ible  hazard. 

: If  combined  with  other  psy- 
>r  anticonvulsants,  consider 
armacology  of  agents  em- 
issuch  as  phenothiazines, 
arbiturates,  MAO  inhibitors 
itidepressants  may  potentiate 
sual  precautions  indicated  in 
erely  depressed,  or  with  latent 
or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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The  more  physicians 
consider  the  hemodynamics  ol 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,_  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


In  most  cases  of  sustained  moderate  hypertension 


Dwering  blood  pressure.  But 
here  are  other  considerations 
s well.  Cardiac  output  is  usu- 
llymaintained  with  nocardiac 
icceleration;  in  some  patients 
he  heart  rate  is  actually 
lowed.  Peripheral  resistance 
s apparently  reduced. 
\LDOMET  does  not  usually 
:ompromise  existing  renal 
unction;  it  generally  does  not 
educe  renal  blood  flow,  glo- 
nerular  filtration  rate,  or  fil- 
ration  fraction.  And  ALDOMET 
jsuallydoes  not  cause  sympto- 
matic postural  or  exercise 
typotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA  I MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  Tor  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  /tye-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 


\ 


' 


“Required 

Reading” 

For  Your 

Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “High 
Blood  Pressure,”  a concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 


Burns 


1ERE 


/ hen  parenteral  analgesia 
, no  longer  required, 
mpirin  Compound  with 
odeine  usually  provides  the 
elief  needed. 


MERE 


Sutures 


impirin  Compound  with 
Codeine  is  effective  for 
'isceral  as  well  as  soft  tissue 
>ain— provides  an  antitussive 
aonus  in  addition  to  its 
)rompt,  predictable 
analgesia. 


prescribing  convenience: 

™ up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
'estricted  by  state  law);  by 
elephone  order  in  many  states. 


impirin  Compound  with 
Codeine  No.  3,  codeine 
ahosphate*  32.4  mg.  (gr.  V2 ); 
'Jo.  4,  codeine  phosphate* 
34.8  mg.  (gr.  l).*Warning  — 
nay  be  habit-forming.  Each 
ablet  also  contains:  aspirin 
\r.  3V2,  phenacetin  gr.  2V2, 
:affeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


COMPOUND 

c CODEINE 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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HOURS 


begins  within 
17  minutes,  on  average ... 

an  initial  benefit  of 

Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Uverage  Time  Required 
o Fall  Asleep  (4  Studies 
.6  Subjects2  5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'* 2 3 4 5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

)almane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
ifrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
een  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
hould  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

lefore  prescribing  Dalmane  ( flurazepam  HCI),  please  consult  Complete  Product  Information, 
summary  of  which  follows: 

ndications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
requent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
[ nsomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
leep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
lot  necessary  or  recommended. 

I Contraindications:  Known  hypersensitivity  to  flurazepam  HCI 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
xjtential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
eported  on  recommended  doses,  use  caution  in  administering  to 
iddiction-prone  individuals  or  those  who  might  increase  dosage. 

’recautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
united  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

I combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
;ffects,  consider  potential  additive  effects.  Employ  usual  precautions 
n patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
unction  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 

REFERENCES:  1 Kales  A.  et  a!  Arch  Gen  Psychiatry  23: 226-232.  Sep  1970 
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sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 
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5.  Dement  WC  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc.  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 
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efore  prescribing,  see  complete  prescribing 
[formation  in  SK&F  literature  or  PDR  The 
blowing  is  a brief  summary, 
dications:  Edema  associated  with  congestive 
;art  failure,  cirrhosis  of  the  liver,  the  nephrotic 
mdrome;  steroid-induced  and  idiopathic 
lema;  edema  resistant  to  other  diuretic  therapy. 
Iso,  mild  to  moderate  hypertension, 
ontraindications:  Pre-existing  elevated  serum 
Jtassium.  Hypersensitivity  to  either  com- 
ment. Continued  use  in  progressive  renal  or 
■patic  dysfunction  or  developing  hyperkalemia, 
arnings:  Do  not  use  dietary  potassium  supple- 
ents  or  potassium  salts  unless  hypokalemia 
:velops  or  dietary'  potassium  intake  is  markedly 
ipaired.  Enteric-coated  potassium  salts  may 
mse  small  bowel  stenosis  with  or  without 
ceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
>en  reported  in  4%  of  patients  under  60  years, 
12%  of  patients  over  60  years,  and  in  less 
an  8%  of  patients  overall.  Rarely,  cases  have 
*en  associated  with  cardiac  irregularities, 
ccordingly,  check  serum  potassium  during 
erapy,  particularly  in  patients  with  suspected 
confirmed  renal  insufficiency  (e.g.,  elderly  or 
abetics).  If  hyperkalemia  develops,  substitute 
thiazide  alone.  If  spironolactone  is  used 
mcomitantly  with  ‘Dyazide’,  check  serum 
>tassium  frequently — both  can  cause  potassium 
tention  and  sometimes  hyperkalemia.  Two 
:aths  have  been  reported  in  patients  on  such 
■mbined  therapy  (in  one,  recommended 
>sage  was  exceeded;  in  the  other,  serum  elec- 
olytes  were  not  properly  monitored).  Observe 
itients  on  ‘Dyazide’  regularly  for  possible 
ood  dyscrasias,  liver  damage  or  other  idio- 
ncratic  reactions.  Blood  dyscrasias  have  been 
ported  in  patients  receiving  Dyrenium 
•iamterene,  SK&F).  Rarely,  leukopenia, 
rombocytopenia.  agranulocytosis,  and  aplastic 
lemia  have  been  reported  with  the  thiazides, 
atch  for  signs  of  impending  coma  in  acutely 
cirrhotics.  Thiazides  are  reported  to  cross  the 
acental  barrier  and  appear  in  breast  milk, 
lis  may  result  in  fetal  or  neonatal  hyperbili- 
binemia,  thrombocytopenia,  altered  carbo- 
-drate  metabolism  and  possibly  other  adverse 
actions  that  have  occurred  in  the  adult.  When 
ed  during  pregnancy  or  in  women  who  might 
ar  children,  weigh  potential  benefits  against 
issible  hazards  to  fetus, 
ecautions:  Do  periodic  serum  electrolyte  and 
JN  determinations.  Do  periodic  hematologic 
adies  in  cirrhotics  with  splenomegaly.  Anti- 
pertensive  effects  may  be  enhanced  in  post- 
mpathectomy  patients.  The  following  may 
cur:  hyperuricemia  and  gout,  reversible 
trogen  retention,  descreasing  alkali  reserve 
th  possible  metabolic  acidosis,  hyperglycemia 
id  glycosuria  (diabetic  insulin  requirements 
ay  be  altered),  digitalis  intoxication  (in 
pokalemia).  Use  cautiously  in  surgical 
tients.  Concomitant  use  with  antihypertensive 
ents  may  result  in  an  additive  hypotensive 
feet. 

Iverse  Reactions:  Muscle  cramps,  weakness, 
zziness.  headache,  dry  mouth;  anaphylaxis; 
sh,  urticaria,  photosensitivity,  purpura,  other 
rmatological  conditions;  nausea  and  vomiting 
lay  indicate  electrolyte  imbalance),  diarrhea, 
nstipation.  other  gastrointestinal  dista- 
nces. Rarely,  necrotizing  vasculitis,  pares- 
esias,  icterus,  pancreatitis,  and  xanthopsia 
ve  occurred  with  thiazides  alone, 
ipplied:  Bottles  and  Single  Unit  Packages  of 
0 capsules. 

<,&F  CO. 

arolina,  P.R.  00630 

tbsidiary  of 
nithKhne  Corporation 


KEEPTHE  HYPERTENSIVE  PATIEN1 
ON  THERAPY 

KEEP  THERAPY  SIMPLE  WITH 

DYAZIDE 


Each  capsule  contains  50  mg.  of  Dyrenium®  ( brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

No  potassium  supplements 

No  special  K+  rich  diets 

Just  ‘Dyazide*  once  daily  or  twice  daily 


Trademark 


Studies  have  demonstrated  that  two  prime  reasons  patients  drop  out  of 
hypertensive  therapy  are:  ( 1 ) the  patient  failed  to  understand  directions, 
and  (2)  the  regimen  was  overly  complicated.*  Dosage  is  simple  with 
‘Dyazide’,  easily  understood,  once  or  twice  daily,  depending  on  response. 
There’s  no  need  to  complicate  the  regimen  with  potassium  supplements 
or  unwieldy  potassium-rich  diets. 


*E.D.  Freis:  The  Modem  Management  of  Hypertension,  V.A.  Information 
Bulletin,  1 1-35. 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


The  Rx  that  says 
kA  “Relax" 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 

begins  to  work  within  30  minutes. ..yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster"  nor  a “hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

on  surveys  of  average  daily  prescription  costs. 


Butisol 


SODIUM® 


(SODIUM  BUTABARBITAL) 
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Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  orq.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 CC. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Breast 

self-examination 

KEY  ROLE 
OF  THE  PHYSICIAN 


item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 
1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this — 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American 


WEST  VIRGINIA  DIVISION,  INC. 
325  Professional  Building 
Charleston,  West  Virginia 


Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bo-sd 


Keflex 

cephalexin  monohydrate 


makes 

sense 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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'The  Thomas  L.  Harris  Address' 

(1974) 


Hon.  Robert 

tt  is  a pleasure  for  me  to  be  with  you  in  one 
4 of  West  Virginia’s  most  renowned  show- 
places.  If  I were  a doctor,  I would  imagine  that 
to  be  the  resident  physician  at  The  Greenbrier 
Hotel  would  be  a most  pleasant  professional 
assignment.  I would  not  expect  to  end  up  a 
wealthy  man,  but  I might  well  become  the  golf 
champion  of  the  American  Medical  Association. 

As  I look  around  this  distinguished  gathering 
of  West  Virginia’s  men  and  women  of  medicine, 

I am  reminded  of  four  lines  written  by  an  anon- 
ymous poet— very  possibly  a doctor— sometime 
in  the  19th  century: 

“Three  faces  wears  the  doctor; 
when  first  sought— 

An  angels;  and  a god's,  the 
cure  half-ivrought; 

But  when,  the  cure  complete, 
he  seeks  his  fee, 

The  Devil  looks  less  terrible 
than  he.” 

Well,  I see  no  one  in  this  audience  who  even 
faintly  resembles  the  Devil,  so  I can  only  con- 
clude that  the  physicians  in  West  Virginia 
practice  for  no  fees. 

These  remarks,  I understand,  are  dedicated  to 
the  memory  of  Dr.  Thomas  L.  Harris  of  Park- 
ersburg, who  was  a man  of  much  more  than 
high  professional  competence.  He  was  also  a 
man  of  infinite  human  compassion,  and  he  de- 
voted much  of  his  life  toward  unselfish  serv- 
ice, above  and  beyond  the  call  of  duty.  When 
Doctor  Harris  recited  the  Physician’s  Oath, 
perhaps  he  read  further  into  the  philosophy  of 


♦Presented  by  the  Hon.  Robert  C.  Byrd,  United  States 
Senator  from  West  Virginia  and  Majority  Whip  of  the 
Senate,  during  the  107th  Annual  Meeting  of  the  West 
Virginia  State  Medical  Association  at  The  Greenbrier  in 
White  Sulphur  Springs,  August  22,  1974. 
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Hippocrates.  Perhaps  he  also  read  Hippocrates’ 
“Precepts”  in  which  it  is  written:  “In  all  abun- 
dance there  is  lack.” 

And  perhaps  it  was  that  realization  that  in- 
spired Tom  Harris  to  give  so  much  of  himself 
in  order  to  alleviate  the  suffering  that  he  saw 
all  around  him. 

There  are  few  professions  in  which  more  op- 
portunity is  given  for  selfless  service  than  in 
the  practice  of  medicine.  Though  the  days  are 
gone  when  the  venerable  general  practitioner 
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drove  his  horse  and  buggy  through  sleet  and 
snow  and  the  dark  of  night  on  errands  of  medi- 
cal mercy,  instances  still  abound  where  the  doc- 
tor emulates  his  earlier  counterpart  in  the  mod- 
ern context  of  healing.  The  image  is  not  quite 
so  romantic,  but  the  services  performed  are  just 
as  important. 

The  highly  regarded  School  of  Medicine  at 
West  Virginia  University  owes  much  to  Doctor 
Harris’  devoted  attention  to  its  founding  and 
to  its  staffing,  and  to  his  continued  interest  in 
the  School’s  progress. 

The  West  Virginia  State  Medical  Association 
never  had  a more  enthusiastic  member  than 
Doctor  Harris.  His  enthusiasm  for  the  Associa- 
tion and  his  deep  commitment  to  its  value  for 
West  Virginia’s  physicians  were  proved  by  his 
bequest  to  the  Association  in  his  will,  to  be  de- 
voted to  the  furtherance  of  the  State  Medical 
Association  as  a valuable  facet  of  medical  prac- 
tice in  West  Virginia. 

The  decision  of  the  Executive  Committee 
that  the  Keynote  Address  at  the  Association’s 
Annual  Convention  shall  henceforth  be  known 
as  “The  Thomas  L.  Harris  Address”  ensures 
that  Doctor  Harris’  name  will  be  enshrined,  as 
it  should  be,  as  long  as  the  West  Virginia  State 
Medical  Association  shall  survive. 

I am  aware  that,  traditionally,  the  keynote 
speaker  should  deliver  an  address  that  sets  the 
tone  for  subsequent  deliberations  and  actions 
for  the  duration  of  the  gathering.  In  my  case, 
however,  I could  not  presume  to  present  a dis- 
course on  medical  science  or  discuss  the  pro- 
fessional technicalities  with  which  this  distin- 
guished group  will  doubtless  be  concerned. 

I propose,  therefore,  to  think  of  you  today, 
not  so  much  as  physicians,  but  as  Americans 
with  a keen  interest  in  the  affairs  of  the  nation, 
and  with  a genuine  devotion  to  its  future  well 
being. 

Physicians  and  Public  Affairs 

Over  the  years  I have  found  that  doctors,  as 
busy  as  most  of  you  are,  are  intensely  interested 
in  public  affairs  and  are  deeply  concerned 
about  our  government  and  our  country.  I would, 
therefore,  like  to  discuss  with  you  some  thoughts 
about  the  recent  events  through  which  our  coun- 
try has  passed. 

For  the  first  time  in  our  history  an  American 
President  has  resigned  his  office,  and  a Vice 
President  who  was  not  elected  to  office  has 
succeeded  him;  and  we  have  heard  from  many 
sources  that  our  system  does,  indeed,  work.  The 
fact  that  we  have  a new  President,  and  that  the 


government  has  continued  to  function,  has  wide- 
ly been  heralded  as  conclusive  proof  of  the 
soundness  of  the  concepts  upon  which  the 
founding  fathers  and  the  framers  of  our  Con- 
stitution built. 

We  have  all  read  and  heard  the  statements  of 
satisfaction  that  even  in  the  hour  of  our  na- 
tional travail  and  crisis,  our  system  worked. 
Much  has  been  made  of  the  fact  that  Republi- 
can members  of  the  House  Judiciary  Commit- 
tee, and  conservative  Southern  Democrats  who 
might  have  been  expected  to  be  sympathetic 
to  President  Nixon,  did  indeed  vote  for  the  im- 
peachment articles. 

The  Constitutional  System 

The  8 to  0 decision  by  the  Justices  of  the  Su- 
preme Court  upholding  the  Special  Prosecutor’s 
subpoena  of  the  White  House  tapes  is  also  right- 
ly cited  as  a constitutional  strength. 

I believe  in  our  constitutional  system;  but  I 
suggest  that  any  euphoria  may  be  a little  pre- 
mature. I think  it  is  not  amiss  for  us  to  take  an- 
other look,  to  ask  some  questions,  and  to  face 
some  hard  realities. 

There  is  no  doubt  that  the  men  who  met  in 
Philadelphia  nearly  200  years  ago  gave  us  a re- 
markable and  enduring  document  in  the  Con- 
stitution they  drafted.  Considering  the  times 
and  circumstances  in  which  they  lived,  and  the 
vastly  different  and  more  complicated  times 
and  circumstances  in  which  we  live,  it  is  aston- 
ishing that  we  can  still  carry  on  the  affairs  of 
government  under  our  original  charter. 

That  we  are  able  to  do  so,  I believe,  is  due, 
in  great  measure,  to  the  fact  that  the  men  who 
devised  the  Constitution  trusted  no  one  with 
unchecked  power.  They  understood  that  power 
corrupts  and  that  absolute  power  corrupts  ab- 
solutely. That  is  why  we  have  three  equal  and 
coordinate  branches  of  government,  each  act- 
ing as  a check  and  a balance  against  the  other. 
Based  upon  that  concept,  our  system  has  worked 
remarkably  well. 

But  let  us  not  forget  that  the  United  States 
Constitution  has  been  amended  16  times— in  ad- 
dition to  the  original  10  amendments,  adopted 
as  the  Bill  of  Rights— and  that  other  amend- 
ments are  constantly  being  proposed.  And  let 
us  also  not  forget  that  many  practices,  govern- 
mental and  political,  have  grown  up  and  become 
a part  of  our  system  without  having  been  sanc- 
tioned by  the  Constitution— the  political  party 
system,  for  example— while  at  the  same  time 
some  institutions  provided  for  in  the  Constitu- 


250 


The  West  Virginia  Medical  Journal 


tion,  like  the  Electoral  College,  do  not  now 
really  serve  the  purposes  originally  intended. 

So,  while  we  believe  our  Constitutional  sys- 
tem to  be  firmly  grounded  in  philosophy  and 
concept,  there  is  nothing  heretical  in  raising 
questions  about  its  practical  operation  in  re- 
spect of  inpeachment.  Troubling  questions  in 
that  connection  remain  in  the  aftermath  of 
Watergate.  Richard  Nixon  was  not  removed 
from  the  presidency  by  the  process  expressly 
provided  for  in  the  Constitution.  Despite  the 
enormously  damaging  evidence  against  him,  his 
guilt  or  innocence  has  not  yet  been  formally 
established— and  there  is  no  consensus  about 
what  to  do  now. 

The  fact  also  remains  that  our  current  Presi- 
dent is  a man  who  has  never  run  for  national 
office.  When  his  Party  last  went  to  the  people, 
less  than  two  years  ago,  and  asked  the  people 
to  express  their  will  in  a national  election, 
Gerald  Ford  was  not  even  remotely  considered 
for  the  Vice  Presidency. 

President  Ford  has  himself  now  chosen  the 
man  to  be  his  own  Vice  President,  and  we  find 
ourselves— this  honored  and  honorable  repre- 
sentative democracy— in  the  position  of  having 
the  two  highest  offices  in  the  land  occupied  by 
men  who  have  not  been  elected  by  the  people 
in  a national  referendum. 

This  is  not  to  say  that  President  Ford  and  Vice 
President  Designate  Rockefeller— if  he  is  con- 
firmed by  the  Congress— will  not  be  a success- 
ful team.  It  may  well  turn  out  that  both  will  be 
most  felicitous  choices  for  the  future  well-being 
of  the  United  States. 

Watergate 

Moreover,  had  it  not  been  for  two  almost  ac- 
cidental occurrences,  the  offenses  now  known 
under  the  generic  name  of  Watergate  might 
never  have  come  to  light,  and  Mr.  Nixon  would 
almost  surely  still  be  in  office.  I refer,  of  course, 
to  the  fortuitous  discovery  in  June  1972  of  the 
piece  of  tape  on  the  door  that  led  police  to  the 
so-called  “third  rate  burglary”  at  Democratic 
National  Headquarters—  an  incredibly  clumsy 
and  stupid  action— and  to  the  totally  unexpected 
disclosure  last  summer  of  the  existence  of  the 
White  House  tapes. 

Our  Constitutional  processes  were  working 
well  before  the  existence  of  the  incriminating 
tapes  was  known.  But  I doubt  that  those  pro- 
cesses alone  would  have  led  us  to  the  point  we 
have  now  reached. 

The  burglars  were  caught,  an  election  was 
held  in  which  Mr.  Nixon  won  by  a landslide, 


and  the  burglars  were  tried  and  sentenced.  But 
again,  almost  by  chance,  a judge  wasn’t  satis- 
fied; a newspaper  began  to  dig;  and  a highly 
placed  White  House  aide  decided  to  talk— all  of 
which  was  as  unexpected  as  was  the  revelation 
by  a witness  before  the  Senate  Watergate  Com- 
mittee that  conversations  in  the  Oval  Office  had 
been  taped. 

I believe  that  had  Mr.  Nixon  remained  as 
President,  he  would  have  been  impeached  by 
the  House  of  Representatives.  And  I think  it 
very  likely  that,  on  the  basis  of  the  mounting 
evidence,  he  probably  would  have  been  con- 
victed by  the  Senate.  But  would  the  Judiciary 
Committee  of  the  House  have  voted  articles  of 
impeachment,  and  would  the  House  have  im- 
peached, and  would  the  Senate  have  convicted 
had  it  not  been  for  the  damaging  evidence  pro- 
vided by  the  White  House  tapes? 

The  impeachment  process,  we  have  discover- 
ed, is  agonizingly  slow,  and  it  could  have  gone 
on  for  months  longer,  continuing  to  paralyze 
much  of  the  Executive  Branch.  Moreover,  there 
is  no  assurance  that  the  President  would  have 
been  removed  from  office,  despite  any  proven 
abuse  of  power  and  the  seeming  obstruction  of 
justice,  had  it  not  been  for  his  own  apparent 
self-incrimination  as  revealed  by  the  tapes. 

I do  not  come  before  you  today  to  advocate 
changes  in  our  constitutional  system,  but  rather 
to  raise  questions  which  all  of  us  should  ponder. 
Ours  is  not  a parliamentary  form  of  government 
in  which  a leader  can  be  forced  out  of  office  on 
the  issue  of  no  confidence,  and  there  is  much 
to  be  said  for  the  fixed  term  of  office. 

Constitutional  Machinery  Adequate? 

But  in  the  increasingly  complex  and  insecure 
world  in  which  we  live,  are  we  sufficiently 
equipped  to  deal  with  the  kind  of  crisis  in  lead- 
ership through  which  we  have  passed?  Is  our 
constitutional  machinery  adequate?  Even  the 
framers  of  the  Constitution  were  troubled  by 
the  impeachment  mechanism  they  had  provided. 
The  impeachment  clause  caused  intense  debate 
at  the  Constitutional  Convention  and  during  the 
ratification  process,  and  I think  we  can  now 
perceive  the  difficulties  impeachment  involves. 

I do  not  believe  the  White  House  should  pro- 
vide a sanctuary  for  any  kind  of  activity  that 
is  above  and  beyond  the  law;  but  I also  do  not 
believe  that  it  should  be  possible  to  remove  a 
President,  or  to  force  him  from  office,  for  any 
save  the  most  serious  and  compelling  of  reasons. 
Political  animosity  or  standing  in  the  polls 
should  have  nothing  whatsoever  to  do  with  it. 

But  in  this  age  of  instant  communication— 
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and  possible  instant  war— two  or  three  or  four 
years  of  incompetence  or  wrongdoing  could  be 
disastrous  for  our  country.  Ideally,  the  voters 
should  elect  as  President  only  men  of  proven 
integrity  and  demonstrated  ability;  but,  human 
frailty  and  our  election  processes  being  what 
they  are,  that  is  probably  too  much  to  expect. 

The  end  product  of  Watergate,  so  far  as  im- 
peachment is  concerned,  I believe,  will  be  to 
make  impeachment  and  removal  from  office  of 
a future  President— should  the  need  arise— more 
difficult,  regardless  of  what  he  might  do,  unless 
he  commits  outright  and  blatant  crimes,  or 
helpfully  furnishes  the  evidence  needed  for  his 
conviction— which  I am  convinced  no  President 
will  ever  do  again  by  the  tape  recording  of  in- 
criminating conversations. 

The  1970’s  and  80’s  are  far  removed  from  the 
1770’s  and  80’s  when  our  government  and  our 
system  had  their  beginning.  Then,  it  could  take 
days  for  messages  to  travel  from  Boston  or  Sa- 
vannah to  Washington,  and  weeks  for  ships  to 
cross  the  oceans.  Impeachment  may  have  been 
adequate  in  18th  century  America— or  in  14th 
century  England.  But,  today  we  have  seen  what 
neglect  and  delay  can  do  to  our  economy  and 
to  other  fast-paced  problems  while  impeach- 
ment procedures  are  underway. 

Proposed  Changes 

Our  system  is  not  static.  Much  of  its  genius 
lies  in  the  fact  that  improvements  can  be  made 
through  orderly  change.  Many  improvements 
have  been  made,  as  constitutional  amendments 
testify.  What  is  needed  now,  in  my  judgment, 
is  a re-examination  of  the  impeachment  process 
with  the  objective  of  improving  and  strengthen- 
ing it.  If  it  is  possible  to  make  the  machinery 
less  ponderous,  it  should  be  done. 

There  are  proposals  already  in  committees  of 
Congress  for  different  methods  of  dealing  with 
a crisis  in  leadership  and  for  removal  of  a Presi- 
dent from  office,  if  warranted— among  them,  sug- 
gestions for  referendum  or  recall  elections.  I 
believe  that  study,  and  debate,  and  considera- 
tions of  such  proposals  are  very  much  in  order 


by  Congress  and  the  American  people.  I don’t 
say  we  should  adopt  such  proposals,  but  they 
are  worth  study. 

The  legacy  of  Watergate  and  the  manner  of 
Mr.  Nixon’s  departure  from  office  will  be  with 
us  to  color  American  opinions  and  attitudes  for 
years  to  come. 

I applaud  Gerald  Ford’s  efforts  to  unite  the 
country  again  and  to  get  on  with  the  business 
of  the  nation,  and  I support  him  in  those  ef- 
forts. But  the  forced  resignation  of  Mr.  Nixon 
and  the  difficult  and  unresolved  question  of  his 
possible  subsequent  prosecution  are  deeply  di- 
visive issues.  The  first  rush  of  relief  that  Water- 
gate is  behind  us  has  been  replaced  by  the  sober 
realization  that  Watergate  is,  as  yet,  by  no 
means  altogether  behind  us,  and  that  we  now 
should  face  as  well  the  question  of  the  efficacy 
of  the  impeachment  process. 

Regard  for  Duty  and  Responsibility  Needed 

So,  perhaps  it  is  comforting  to  console  our- 
selves, now  that  the  danger  has  receded,  with 
the  rationalization  that  the  system  worked.  But 
it  is  more  important  for  the  future  that  we  stop 
taking  the  system  for  granted,  and  remain  con- 
stantly and  acutely  aware  that  however  strong 
our  Nation’s  foundations  may  be,  it  is  only  pru- 
dent that  they  be  kept  in  sound  repair  at  all 
times— and  improved  where  possible.  It  is  at  all 
times  essential  that  we  remind  ourselves  and 
those  who  govern  us  that  the  Constitution  of 
the  United  States,  while  conferring  upon  all 
our  citizens  inalienable  rights,  also  requires  of 
our  citizens  and  our  leaders  in  government,  a 
high  regard  for  duty  and  responsibility. 

Almost  150  years  ago,  the  German  philoso- 
pher, Hegel,  wrote  in  his  Philosophy  of  History: 

“What  experience  and  history  teach  is  this— 
that  people  and  governments  have  never  learned 
anything  from  history,  or  acted  on  principles 
deduced  from  it.” 

Let  it  not  be  said  that  that  cynical  appraisal 
of  man’s  capacity  to  learn  is  still  applicable  to 
this  Republic  just  two  years  short  of  our  Bi- 
centennial. 
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Doctor  Georg  Kelling,  a surgeon  of  Dresden, 
Germany,  demonstrated  that  the  intra-ab- 
dominal organs  of  a dog  could  be  visualized  by 
inserting  a cystoscope  through  the  abdominal 
wall  in  1901. 1 In  1910,  Jacobaeus  of  Sweden  was 
the  first  to  apply  this  new  procedure  to  human 
patients.  It  was  he  who  coined  the  name  laparos- 
copy.2 The  first  use  of  the  laparoscope  in  the 
United  States  was  by  Bemheim  in  1911.3  The 
concept  of  using  pneumoperitoneum  and  Tren- 
delenburg were  added  in  1912.4  On  May  3,  1937 
Doctor  Ruddock,  from  the  Medical  Depart- 
ment of  the  University  of  Southern  California 
Medical  School  in  Los  Angeles,  gave  the  Chair- 
man’s address  to  the  general  medical  section  of 
the  California  Medical  Association.  He  reported 
500  cases  of  peritoneoscopy  and  urged  a more 
general  acceptance  of  the  procedure.5 

However,  it  was  not  until  fiber  optics  came 
into  their  own  that  the  laparoscopic  procedure 
was  generally  accepted  in  the  field  of  medicine. 
Furthermore,  when  this  procedure  was  applied 
to  the  field  of  gynecology  and  obstetrics  it  came 
into  its  own  for  several  reasons.  With  the  patient 
in  a high  Trendelenburg  position  the  pelvic  or- 
gans, which  are  securely  attached  in  the  pelvis, 
will  remain  easily  visible  while  the  more  mov- 
able abdominal  viscera  drops  away  towards  the 
diaphragm.  Secondly,  the  sterilization  procedure 


♦Presented  before  the  regular  monthly  meeting  of  the 
Mercer  County  Medical  Society  In  Princeton  on  March 
18,  1974. 


is  one  which  is  frequently  requested  in  the  field 
of  obstetrics  and  gynecology  and  can  be  more 
easily  performed  through  the  laparoscope  with 
less  patient  morbidity  than  by  any  other  ap- 
proach. 

This  paper  is  to  simply  present  the  number 
of  cases  of  permanent  sterilizations  performed 
at  the  Bluefield  Sanitarium  in  1973  by  the  lap- 
aroscopic method.  There  were  221  cases  of  per- 
manent sterilization  attempted  by  using  the  lap- 
aroscope. Of  these,  120  were  interim  steriliza- 
tions, while  93  were  post-partum  sterilizations 
and  eight  were  post-abortal  sterilizations. 

In  the  cases  of  the  interim  sterilizations  the 
patients  were  placed  in  a dorsal  ski  position,  a 
high  Trendelenburg  tilt  to  the  table  and  an  in- 
strument was  introduced  into  the  endometrial 
cavity  to  help  in  moving  the  uterus.  In  the  cases 
of  post-partum  sterilization  the  patient  was 
placed  in  a dorsal  supine  position,  a moderately 
high  Trendelenburg  position  and  no  instrument 
was  needed  in  the  endometrial  cavity  for  manip- 
ulation of  the  uterus. 

Table  1 gives  the  average  parity,  age  and  the 


TABLE  1 

PARITY 

AGE 

AGE  X 

PARITY 

Zero 

1 

19 

1 

<50 

21 

1 

11 

20-24 

33 

50-75 

50 

2 

46 

25-29 

68 

76-100 

53 

3 

68 

30-34 

61 

101-125 

42 

4 

40 

35-39 

43 

125  + 

55 

5+ 

55 

40  + 

15 

221 

221 

221 
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TABLE  2 


Summary  of 

Untoward  Occurrences 

Not  Directly 

Complications: 

Related  to  Procedure: 

2M>% 

Pomeroy’s  done 

6 = 

<3% 

Sub-involution-D.  & C. 

1 

Untoward  Occurrences 

5 = 

<2y2% 

6 Weeks  Later  P.I.D. 

1 

Typhoid  Fever 

1 

Salpingitis 

1 

Endometritis 

1 

Infected  Wounds 

2 

Cervical  Biopsy-bleeding 

1 

Sore  Throat 

1 

product  of  age  multiplied  by  parity  for  this 
group  of  patients.  It  may  be  noted  that  the  age 
range  is  from  19  years  to  in  the  40’s;  and,  there- 
fore, there  were  other  indications  besides  simple 
age  and  parity.  Seven  of  these  patients  had  dia- 
betes and  some  of  these  patients  had  poor  ob- 
stetrical histories  which  frequently  accompany 
diabetes.  Four  of  the  patients  had  Rh  sensitiza- 
tion. Two  were  severely  mentally  retarded  and 
in  one  case  there  was  a history  of  familial  men- 
tal retardation.  One  patient  had  a cardiac  con- 
dition which  would  have  necessitated  termina- 
tion of  pregnancy  had  it  occurred.  In  four  cases 
there  was  moderate  to  marked  hypertensive  car- 
diovascular disease.  Three  cases  had  varicosi- 
ties and  in  one  case  there  had  been  a thrombo- 
phlebitis during  the  last  pregnancy  which  re- 
quired hospitalization.  In  three  instances  the  pa- 
tients had  epilepsy  and  in  one  case  a neurosur- 
gical colleague  had  referred  the  patient  because 
of  a contraindication  of  either  pregnancy  or  the 
use  of  birth  control  pills. 

In  six  instances  the  planned  procedure  could 
not  be  carried  out,  and  Pomeroy  sterilization 
was  performed.  In  two  of  these  cases  the  CO- 
gas  instilled  into  the  subcutaneous  tissues.  Both 
of  these  cases  were  moderately  obese  patients 
and  the  verres  needle  had  simply  not  been  in- 
troduced deep  enough  to  enter  the  peritoneal 
cavity.  One  of  these  patients  is  included  in  the 
table  marked  complications  as  an  infected 
wound.  In  two  instances  the  verres  needle  was 
introduced  into  the  greater  omental  sac  and  this 
was  distended  with  gas  so  that  when  the  laparo- 
scope was  introduced  into  the  abdominal  cavity 
a membrane  of  omental  sac  was  surrounding  the 
end  of  the  laparoscope  and  the  pelvic  organs 
could  not  be  visualized.  In  two  cases  visualization 
proved  to  be  extremely  difficult;  one  of  these 
was  an  interim  case  that  had  adhesions  hiding 
the  cornual  portion  of  one  tube,  the  other  was  a 


post-partum  case  in  which  the  tube  could  not  be 
mobilized  from  behind  the  large  post-partum 
uterus. 

Table  2 gives  a summary  of  complications  of 
the  procedure  including  untoward  occurrences 
not  directly  related  to  the  procedure.  In  five 
cases  there  were  complications  directly  related 
to  the  procedure.  One  patient  developed  an 
acute  salpingitis  with  a temperature  spike 
to  103  degrees  immediately  following  the  pro- 
cedure. Two  patients  developed  infected  wounds 
of  the  abdominal  site.  One  of  these  has  been 
mentioned  above,  and  the  other  suffered  slight 
cauterization  of  the  skin  at  the  site  of  the  operat- 
ing trocar.  One  patient  developed  a sore  throat 
and  evidence  of  an  upper  respiratory  infection 
following  the  general  endotracheal  anesthesia. 
This  gave  a complication  rate  of  2.5  per  cent  for 
untoward  occurrences  directly  related  to  the  pro- 
cedure. 

In  addition  to  these  complications  there  were 
five  cases  of  untoward  occurrences  that  were  not 
directly  related  to  the  sterilization  procedure.  In 
one  case,  which  was  done  post-partum,  there  was 
subinvolution  of  the  uterus  and  the  patient  had 
to  return  for  a D.  & C.  Six  weeks  following  steri- 
lization one  patient  returned  with  a diagnosis  of 
pelvic  inflammatory  disease  which  responded  to 
conservative  therapy  with  antibiotics.  One  pa- 
tient, following  delivery  and  post-partum  laparo- 
scopic sterilization,  was  returned  to  the  hospital 
with  a high  fever,  signs  of  abdominal  disturbance 
and  hallucinations.  Of  course  the  admitting  diag- 
nosis included  the  possibility  of  accidental  cau- 
terization of  the  bowel.  However,  when  the  pa- 
tient was  completely  worked  up  it  was  found  that 
she  had  typhoid  fever.  This  case  was  reported 
to  the  county  health  department  and  four  more 
cases  of  typhoid  fever  were  found  in  families 
who  were  using  the  same  water  supply.  One 
patient  developed  an  endometritis:  this  was  a 
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post-partum  case  and  no  instruments  were  intro- 
duced into  the  endometrial  cavity  at  the  time  of 
sterilization.  One  patient,  who  had  evidence  of 
squamous  dysplasia  on  her  pap  smear,  had  a 
cervical  biopsy  performed  at  the  same  time  as 
her  interim  sterilization.  She  had  to  return  to  the 
hospital  approximately  five  days  later  because  of 
post  operative  cervical  bleeding.  Including  these 
cases  we  have  a complication  rate  of  5 per  cent 
for  the  year  1973  roughly  divided  in  half  be- 
tween complications  directly  related  to  the 
sterilization  procedure  and  complications  that 
were  unrelated  to  the  sterilization  procedure. 

Summary  and  Comment 

Two  hundred  and  twenty-one  cases  of  per- 


manent sterilization  attempted  by  the  laparo- 
scopic method  at  a small  community  hospital 
have  been  presented.  In  three  per  cent  of  the 
cases  Pomeroy  procedures  were  necessary.  An 
overall  complication  rate  of  five  per  cent  is  noted. 
Because  of  the  simplicity  of  this  procedure  and 
the  opportunity  to  perform  it  frequently,  because 
of  patients  requesting  permanent  sterilization,  it 
is  felt  that  gynecologists  should  be  able  to  under- 
take this  procedure  in  a small  community  hos- 
pital with  substantial  benefit  to  the  community 
and  a low  risk  of  complications. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Athlete’s  Foot 

The  term  “athlete’s  foot”  was  coined  by  an  advertising  man  in  the  early  1930’s  to 
promote  a patent  remedy  for  fungus  infections  of  the  feet.  The  popular  term 
is  a misnomer,  says  the  American  Medical  Association.  You  don’t  have  to  be  an 
athlete  to  have  a fungus  infection  of  the  feet.  Anyone  can  have  it. 

Some  people  are  more  susceptible  than  others.  A man  may  have  the  ailment 
for  years  and  his  wife  will  remain  free  of  it.  Doctors  know  that  most  of  the  efforts 
to  prevent  athlete’s  foot  — chlorine  foot  baths  at  the  swimming  pool,  disposable 
slippers,  boiling  of  socks  and  treatment  of  shoes  — are  not  helpful.  Athlete’s  foot 
is  almost  never  “picked  up.” 

The  most  common  form  of  athlete’s  foot  is  that  which  causes  redness,  cracks 
in  the  skin,  itching  and  burning  of  the  feet,  particularly  between  the  toes.  The 
same  fungus  can  cause  blister  eruptions  of  the  soles  of  the  feet. 

Prevention  requires  that  the  skin  of  the  feet,  and  most  particularly  between 
the  toes,  be  kept  cool  and  dry.  When  successfully  done,  this  is  more  effective  than 
the  use  of  medicated  powders,  lotions,  creams  or  ointments.  Relief  may  be  obtained 
by  simple  and  bland  substances,  but  a specific  approach  to  treatment  will  often 
require  the  attention  of  a specialist  with  laboratory  facilities  for  confirmation. 
Treatment  should  be  aimed  at  the  type  of  fungus  causing  the  infection.  Self  medica- 
tion may  encourage  complications  and  prolong  discomfort  and  disability. 

Warm,  moist  skin  encourages  the  growth  of  all  types  of  fungi.  It  is  difficult 
to  eliminate  the  fungi  entirely,  but  their  ill  effects  can  be  kept  under  control  by 
keeping  the  feet  cool  and  dry. 


October,  1974,  Vol.  70,  No.  10 


255 


Familial  Polyposis  and  Pituitary  Chromophobe  Adenoma 

Philip  P.  Metzger , Albert  S.  Klainer,  M.  D R.  Brooks 
Gainer,  M.  D.,  and  William  M.  Chadduck,  M.  D. 


THamelial  polyposis  is  an  uncommon  disease 
entity,  one  type  of  which  has  been  described 
previously  to  have  some  association  with  endo- 
crine adenomatosis.1'6  The  purpose  of  this 
report  is  to  describe  a case  of  a 22-year-old 
white  female  with  familial  polyposis  and  an  as- 
sociated pituitary  chromophobe  adenoma.  To 
the  best  of  our  knowledge,  such  an  association 
is  unique,  with  the  exception  that  Turcot,  Des- 
pres  and  St.  Pierre7  described  a brother  and 
sister  with  multiple  polyposis  of  the  large  intes- 
tine and  central  nervous  system  tumors:  one  had 
a medulloblastoma  of  the  spinal  cord,  and  the 
other  a frontal  lobe  glioblastoma  and  an  associa- 
ted chromophobe  adenoma  of  the  pituitary 
gland. 

Case  Report 

S.  G.  (W.  V.  U.  No.  251336),  a 22-year-old 
girl,  was  admitted  to  West  Virginia  University 
Medical  Center  on  September  7,  1972  with  a 
diagnosis  of  pituitary  tumor  presenting  first  as 
periods  of  amenorrhea— each  lasting  four  to  five 
months.  Radiographs  of  the  skull  showed  an  en- 
larged pituitary  fossa  (Figure  1)  which  precipi- 
tated appropriate  neuro-endocrinologic  visual 
system  examinations.  At  the  time  of  admission 
she  had  had  generalized  headaches  and  inter- 
mittent blurred  vision  with  progressive  droop- 
ing of  the  left  eyelid  of  approximately  five 
months’  duration.  Ophthalmologic  examination 
revealed  a left  third  nerve  palsy,  normal  visu- 
al fields,  and  a slight  refractive  error  with  vis- 
ual acuity  correctable  to  20/20  bilaterally.  The 
patient  was  known  for  at  least  two  and  a half 
years  to  have  had  asymptomatic  familial  polypo- 
sis diagnosed  by  proctosigmoidoscopic  examina- 
tion and  barium  enema  which  revealed  multiple 
polyps  of  the  large  intestine  (Figure  2A).  Be- 
cause of  the  possibility  of  a metastatic  lesion  in- 
volving the  pituitary  fossa,  she  was  referred  to 
the  West  Virginia  University  Medical  Center 
for  further  diagnostic  studies. 

The  patient’s  family  history  is  significant  in 
that  her  brother  and  mother  are  known  to  have 
familial  polyposis  diagnosed  by  proctosigmoid- 
oscopic examinations  and  barium  enemas  ( Fig- 
ure 2B).  Evidence  of  familial  polyposis  has  not 
been  discovered  in  other  family  members.  No 
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members  of  the  family  have  been  shown  to  have 
demonstrable  pituitary  or  other  endocrine  dis- 
ease. 

On  physical  exam,  the  patient  was  a well- 
developed,  slightly  over-weight  female.  The  left 
pupil  was  widely  dilated  and  unreactive  to  light. 
The  left  globe  was  externally  deviated,  and 
there  was  marked  ptosis  with  a suggestion  of 
proptosis.  There  were  no  cranial,  orbital  or  fa- 
cial bruits.  The  remainder  of  the  cranial  nerves 
were  intact.  Motor,  sensory,  reflex  and  cerebel- 
lar testing  were  normal;  and  there  were  no 
pathological  reflexes.  There  were  no  obvious 
changes  in  the  hair  or  skin  to  suggest  hypopi- 
tuitarism, and  the  remainder  of  the  physical  ex- 
amination was  normal. 

Laboratory  data  included  a normal  hemogram 
(hemoglobin  12.9  gm;  hematocrit  39.4  per  cent; 
leukocyte  count  6,100;  and  red  blood  cell  count 
4.33  x 106).  Urinalysis  was  normal.  The  serology 
was  non-reactive.  Serum  electrolytes  (chloride 
103  meq/1;  CO-  content  26  meq/1;  potassium 
3.7  meq/1;  sodium  141  meq/1),  blood  urea  ni- 
trogen (13  mg.  per  cent),  glucose  (73  mg.  per 
cent),  calcium  (9.6  mg.  per  cent),  phosphorus 
(4.4  mg.  per  cent),  and  alkaline  phosphatase 
(45  mu/ml)  were  normal.  T-3  was  32.8  per 
cent,  and  T-4  was  4.0  ugm.  per  cent.  Urinary  17- 
ketosteroids  were  8.3  mg./24  hours,  and  17-hy- 
droxycorticosteroids  were  5.6  mg./24  hours. 
Plasma  LH  levels  were  6 M-IU/ml.,  and  plasma 
FSH  by  radioimmunassay  was  9 M-IU/ml. 
Cranial  arteriography  showed  no  aneurysm,  vas- 
cular blush,  or  suprasellar  mass.  A pneumoen- 
cephalogram demonstrated  no  significant  supra- 
sellar extension.  An  attempt  to  obtain  a cav- 
ernous sinus  venogram  was  unsuccessful.  Fol- 
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Figure  1.  Roentgenograph  of  the  skull  of  the  patient 
(lateral  view)  showing  enlargement  and  erosion  of  the 
sella  turcica. 


lowing  evaluation  of  the  endocrine  and  optic 
systems,  a transsphenoidal  biopsy  of  the  tumor 
was  performed.  At  the  time  of  operation,  the 
septum  of  the  sphenoid  sinus  abutted  against 
soft  tissue  rather  than  bone;  there  was  no  bony 
anterior  wall  of  the  sella  turcica.  Definite  in- 
ferior, lateral  and  anterior  extension  of  the  tu- 
mor were  visible;  however,  the  tumor  did  not 
break  through  the  dura.  After  biopsy  and  par- 
tial removal  of  the  tumor,  the  sphenoid  sinus 
was  packed  with  fat;  and  an  acrylic  plate  was 


placed  over  the  opening  in  the  sphenoid  sinus. 
The  diagnosis  of  chromophobe  adenoma  of  the 
pituitary  gland  was  confirmed  by  histologic  ex- 
amination (Figure  3).  She  received  cobalt  irradi- 
ation of  the  tumor  post-operatively  and,  inter- 
estingly, had  her  first  menstrual  period  in  14 
months  midway  through  the  radiation  therapy. 
She  has  remained  in  good  health  since  her  op- 
eration and  has  continued  to  have  regular  men- 
strual periods. 

Comments 

Familial  polyposis  is  transmitted  as  an  au- 
tosomal Mendelian  dominant  trait  involving 
both  sexes  and  manifested  by  multiple  polyps 
in  the  large  intestine  from  the  ileocecal  junction 
to  the  anus.  Other  terms  applied  to  this  entity 
are  familial  adenomatosis,  multiple  adenomas, 
hereditary  multiple  polyps  or  papillomas.  Theo- 
retically, half  of  the  offspring  of  a patient  har- 
boring the  disease  are  affected,  regardless  of 
the  sex  of  the  parent  or  offspring.  Approxi- 
mately half  of  the  patients  found  to  have  fa- 
milial polyposis  give  a definite  history  for  in- 
heritance.8 

McKusick4  has  subdivided  intestinal  polyposis 
into  six  genetically  discrete  variations : ( 1 ) fa- 
milial polyposis  of  the  colon;9  (2)  occasional 
discrete  polyps  of  the  colon  and  rectum;10  (3) 
Peutz-Jeghers  syndrome  (generalized  intestinal 


2B 


Figure  2A.  Barium  enema  of  the  patient  showing  multiple  polyposis  of  the  colon.  (Figure  2B)  Barium  enema  of  the 
patient’s  brother  showing  multiple  polyposis  of  the  colon. 
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Figure  3.  Photomicrograph  (x  1000)  of  biopsy  material 
obtained  from  the  patient  reported  showing  a typical 
i chromophobe  adenoma  of  the  pituitary  gland. 

polyposis  with  melanin  spots  of  the  buccal  mu- 
i cosa,  lips,  and  digits);11  (4)  Gardner’s  syndrome 

(colonic  polyposis  with  osteomata,  fibromata, 
and  sebaceous  cysts);12  (5)  Turcot  syndrome 
(colonic  polyposis  and  brain  tumor);7  and  (6) 
multiple  endocrine  adenomatosis  embracing 
Zollinger  Ellison  syndrome  (colonic  polyposis 
and  associated  endocrine  adenomas).13 

Only  a single  previous  case  of  McKusick  Type 
6 familial  polyposis  has  been  described  by  Wer- 


mer  and  Schlager.5  McKusick,4  through  a per- 
sonal communication  with  Doctor  Wermer,  re- 
lates that  this  66-year-old  man  died  following 
subtotal  gastrectomy  for  bleeding  gastric  ulcers. 
Autopsy  revealed  multiple  polyps  of  the  large 
intestine  and  adenomas  of  the  pancreas  and  left 
adrenal  gland. 

Underdahl,14  in  his  report  on  eight  patients 
with  multiple  endocrine  adenomas,  describes 
two  cases  with  diffuse  gastric  polyps  (Menen- 
trier’s  Disease),  another  gastric  entity  associa- 
ted with  Type  6 syndrome  complex. 

The  patient  in  this  study  had  a pituitary 
chromophobe  adenoma  associated  with  familial 
polyposis  and  most  closely  represents  the  Type 
6 classification  of  McKusick  (colonic  polyposis 
with  associated  endrocrine  adenomas).  The  in- 
heritance in  this  family  appears  to  be  a Mendel- 
ian  dominant  type.  We  suggest  that  familial 
polyposis  can  be  associated  with  a pituitary 
chromophobe  adenoma  resembling  the  Tvpe  6 
classification  of  McKusick  and  may  represent  a 
dual  genetically  inherited  complex. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Cobra  Venom  Used  Against  Heart  Attacks 

Preliminary  studies  by  a Harvard  team  have  shown  that  cobra  venom  factor 
(CVF)  has  markedly  reduced  the  amount  of  dead  tissue  and  the  size  of  that 
necrotic  area  after  heart  attack  in  which  the  flow  of  blood  to  a portion  of  the 
heart  wall  is  obstructed. 

i Dr.  Peter  R.  Maroka,  Assistant  Professor  of  Medicine  at  Harvard  Medical  School, 

says  that  recent  observations  show  the  complement  system  is  important  in  mediating 
nonspecific  injury  to  tissues  following  this  type  of  heart  attack.  Since  CVF  has  anti- 
complementary activity,  it  is  conceivable  that  CVF  treatment  would  result  in  less 
tissue  damage  following  acute  coronary  occlusion.  In  15  anesthetized  laboratory 
dogs,  occlusion  of  the  left  anterior  descending  artery  was  performed.  Results 
showed  that  in  over  half  of  the  dogs,  normal  histology  was  exhibited  showing  pro- 
tection of  tissues  brought  about  by  CVF  injections. 

Further  investigation  is  needed  to  confirm  these  test  results  and  to  show  the 
i procedure  to  be  without  risk.  The  National  Society  for  Medical  Research  supports 

this  research  because  it  could  have  application  in  patients  who  have  undergone  an 
acute  myocardial  infarction,  thereby  reducing  damage  to  heart  tissue. 
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Renal  Neoplasms  in  Children 
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The  diagnosis  and  management  of  renal  neo- 
plasms is  a rare  but  persistent  problem  in 
the  practice  of  pediatrics.  Wilms’  tumor  is  one 
of  the  most  common  intra-abdominal  neoplasms 
in  children.  Benign  tumors,  on  the  other  hand, 
are  quite  rare  in  this  age  group,  and  good  re- 
views are  few. 

Renal  lesions  cause  one-half  of  the  abdominal 
masses  of  surgical  importance  in  the  young,  and, 
of  these,  primary  tumors  comprise  20  to  30  per 
cent.  Renal  tumors  cause  0.7  per  cent  of  all 
deaths  and  eight  per  cent  of  the  deaths  due  to 
cancer  in  children  under  12  years  of  age.1 

This  paper  is  a report  of  our  experience  with 
pediatric  renal  tumors  in  the  past  13  years  at 
West  Virginia  University  Hospital  and  a review 
of  the  literature  on  all  solid  parenchymal  pri- 
mary tumors  in  this  age  group. 

Benign  Tumors 

Three  to  six  per  cent  of  all  solid  renal  tumors 
in  infants  are  benign.1  In  all  large  benign  tu- 
mors, the  incidence  in  females  is  twice  that  in 
males.3  Benign  tumors  may  arise  from  the  renal 
capsule,  perirenal  tissue,  or  renal  parenchyma. 
The  mesenchymal  forms  are  considered  to  rep- 
resent developmental  disorders  arising  from  the 
original  nephrogenic  blastema.  Benign  tumors 
which  are  a mixture  of  various  tissues  of  meso- 
dermal origin  are  referred  to  as  hamartomas.2 

Symptoms  of  benign  neoplasms  are  usual- 
ly due  only  to  their  size,  the  most  common  pre- 
senting problem  being  that  of  a mass  in  the  ab- 
domen. They  may  attain  such  size  as  to  obstruct 
abdominal  vessels  or  the  bowel,  or  to  interfere 
with  renal  function.  The  hemangiomas  often 
present  with  gross  hematuria  with  the  passage  of 
large  clots.  The  diagnosis  is  established  by  lad- 
ing out  the  malignant  causes  of  renal  mass.  All 
tumors  in  the  kidney  parenchyma  will  cause  dis- 
tortion and  displacement  of  the  calyceal  system 
on  pyelogram,  and  angiography  will  then  be 
conclusive. 

The  types  of  benign  renal  tumors  which  have 
been  reported  in  children  will  be  discussed. 

Adenoma 

Renal  adenomas,  which  are  a subject  of  con- 
troversy in  regard  to  their  potential  for  malig- 
nant change,  have  been  reported  in  at  least  eight 


children.4  5 These  tumors  may  be  tubular,  papil- 
lary or  alveolar  in  pattern.  They  may  be  single 
or  multiple  in  one  or  both  kidneys.  When  pres- 
ent as  multiple  adenomatous  cysts  associated 
with  pancreatic  cysts,  hemangiomas  of  the  retina 
and  central  nervous  system,  this  is  known  as 
Lindau’s  disease.6 

Angioma 

There  has  been  only  one  lymphangioma  re- 
ported in  a child.  It  was  a large  multilocular  cys- 
tic tumor  which  was  benign.7 

Hemangiomas  are  much  more  common.  They 
are  usually  small  and  the  cavernous  type  is  the 
most  common.  They  are  often  not  palpable  be- 
cause of  their  small  size  and  they  may  present 
with  hematuria.  Twenty-seven  cases  have  been 
reported  in  the  literature.8 

Fibroma 

This  is  a fairly  common  benign  renal  neo- 
plasm in  children.  Fraser9  reported  one  of  nine 
kilograms  but  most  are  quite  small.  They  are 
encapsulated  and  may  contain  areas  of  cystic 
degeneration  and  calcification.  They  may  de- 
velop from  the  renal  capsule,  smooth  muscle 
rests  in  the  embryonic  kidney,  the  walls  of  ves- 
sels. or  the  renal  pelvis. 

Lipoma 

These  are  sharply  circumscribed  masses  full 
of  mature  fat  cells  with  minimal  stroma.  There 
are  no  reports  of  renal  lipomas  in  children.10 

Angiomyolipomas 

These  are  the  most  common  benign  renal  tu- 
mors found  in  children.  They  are  commonly  as- 
sociated with  tuberous  sclerosis  when  found  in 
this  age  group.  The  diagnosis  should  be  sus- 
pected from  the  coincidence  of  the  renal  lesion, 
particularly  when  bilateral,  with  mental  defi- 
ciency, epilepsy  and  the  facial  rash.  Treatment 
should  always  be  conservative  unless  there  is 
evidence  of  a rapidly  expanding  mass.11 
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Cholesteatoma 

This  is  a rare  benign  form  of  epithelial  meta- 
plasia reported  only  once  in  a child.12  This  child 
had  a palpable  mass  and  supracalyceal  calcifica- 
tion on  the  intravenous  pyelogram.  The  origin 
of  the  tumor  was  the  pyelocalyceal  epithelium 
and  the  pathogenesis  was  thought  to  be  squa- 
mous metaplasia  as  the  result  of  obstruction. 

Teratoma 

Teratoma  usually  arises  in  the  retroperitoneal 
area  rather  than  in  the  kidney,  but  a renal  origin 
has  been  reported  by  McCurdy.13  This  tumor 
contains  derivatives  of  all  three  germ  layers. 

Mesoblastic  Nephroma 

This  is  a congenital  tumor  which  Bolande 
et  al,  in  1967,  distinguished  from  a Wilms’  tu- 
mor because  of  its  benign  cytology.14  The  pri- 
mary clinical  significance  of  this  tumor  is  in  its 
close  histologic  resemblance  to  Wilms’  tumor. 
These  tumors  are  characterized  by  a mixture 
of  mesenchymal  and  epithelial  elements.  Bo- 
lande has  reported  that  as  many  as  50  per  cent 
of  the  renal  tumors  initially  diagnosed  as  Wilms’ 
tumor  in  children  less  than  one  year  old  prov- 
ed to  be  congenital  mesoblastic  nephromas.  De- 
spite the  non-encapsulated  locally  infiltrating 
growth  pattern  of  this  tumor,  it  is  clinically  be- 
nign. Proper  histologic  identification  would 
eliminate  the  morbidity  and  mortality  associa- 
ted with  inappropriate  irradiation  and  chemo- 
therapy.10 

Malignant  Tumors 

Renal  Cell  Carcinoma  — This  tumor  is  the 
most  common  renal  neoplasm  in  adults,  but 
only  about  55  cases  have  been  reported  in  the 
pediatric  age  group.15  It  accounts  for  about  2 
per  cent  of  renal  neoplasms  in  children.  Histo- 
chemical  studies  reveal  them  to  be  derived  from 
renal  tubular  epithelium  and  possibly  from  pre- 
viously present  adenomas.  Treatment  is  neph- 
rectomy and  postoperative  radiation  should  be 
employed. 

Transitional  cell  carcinoma  of  the  renal  pelvis 
is  another  rarity  in  children  and  may  be  con- 
fused with  the  papillary  forms  of  nephroblas- 
toma. 

Nephroblastoma 

Nephroblastoma  is  the  most  common  of  all 
the  tumors  of  the  genito-urinary  tract  and  comes 
second  only  to  neuroblastoma  as  a cause  of 
death  from  malignancy  in  childhood.16  It  may 
present  at  any  age  during  childhood  but  the 
majority  occur  between  the  ages  of  6 months 


and  3 years.  Wilms’  tumor  is  encountered  in 
one  in  every  2,000-3,000  admissions  to  pediatric 
hospitals.17 

The  incidence  of  bilateral  Wilms’  tumor  is 
greater  than  one  would  expect.  Scott  noted  33 
bilateral  cases  in  a comprehensive  review  of 
906  cases  of  Wilms’  tumor,  an  incidence  of  3.6 
per  cent.18 

The  accepted  etiology  presently  is  that  of  a 
failure  of  normal  development  of  the  renal  blas- 
tema which  differentiates  into  all  mesenchymal 
tissues. 

Many  congenital  abnormalities  have  been  as- 
sociated with  Wilms’  tumors.  One  of  the  most 
comprehensive  reviews  is  by  Miller  et  al.19  Some 
of  the  associated  anomalies  are  aniridia,  hemi- 
hypertrophy,  hemangiomas,  congenital  heart  de- 
fects, and  various  genitourinary  anomalies. 

An  abnormal  mass  is  the  most  common  pre- 
senting feature  and  is  present  in  90  per  cent  of 
cases.  Pain  is  the  next  most  frequent  symptom 
occurring  in  about  one-third  of  reported  cases. 
The  tendency  of  this  tumor  to  invade  the  venous 
drainage  makes  a strong  rule  against  unneces- 
sary palpation  of  the  mass  an  important  preop- 
erative precaution.  The  very  high  incidence  of 
pulmonary  metastasis  is  related  to  this  venous 
extension. 

On  intravenous  pyelography  the  soft  tissue 
mass  enlarging  the  renal  shadow  is  commonly 
seen  and  calcification  occurs  in  10  to  15  per 
cent  of  cases.  It  is  unusual  to  find  a completely 
non-functioning  kidney  in  nephroblastoma.  Very 
gross  distortion  of  the  pyelogram  is  the  charac- 
teristic feature  of  nephroblastoma. 

Surgery,  radiotheraphy  and  chemotherapy  all 
have  unquestionable  value  in  the  treatment  of 
nephroblastoma.  The  relative  rarity  of  the  tu- 
mor in  any  one  center  had  prevented  a full  as- 
sessment of  the  advantages  of  any  particular 
regimen.  Since  the  creation  of  the  National 
Wilms’  Tumor  study,  survival  rates  have  risen 
from  20  per  cent  two-year  survival  three  dec- 
ades ago  to  80  per  cent  within  the  last  ten-year 
period.20  This  has  been  the  result  of  collabora- 
tive efforts  encompassing  surgeons,  pediatri- 
cians and  radiotherapists.  Prompt  surgery,  post- 
operative radiation  therapy  and  the  use  of  chem- 
ical anti-cancer  agents  have  contributed  to  these 
good  results.  Both  Vincristine  and  Actinomycin 
D have  been  shown  to  have  anti-tumor  activity. 

Ten  cases  of  Wilms’  tumor  have  been  diag- 
nosed and  treated  at  West  Virginia  University 
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Medical  Center.  The  youngest  child  treated  was 
five  and  one  half  months  and  the  oldest  15 
years.  There  were  no  cases  of  Wilms’  tumor 
which  met  the  qualifications  for  Group  I.  Four 
children  had  tumors  in  Group  II,  three  children 
had  tumors  in  Group  III,  and  three  children  fell 
into  Group  IV  of  the  National  Wilms’  Tumor 
Protocol.  At  the  time  of  this  publication,  all  pa- 
tients were  alive  and  well  with  no  evidence  of 
recurrent  disease.  The  longest  follow-up  was  12 
years  in  a patient  in  Group  II  and  11  years  in 
a patient  m Group  IV. 


Summary 

The  diagnosis  and  treatment  of  benign  and 
malignant  pediatric  renal  neoplasms  has  been 
reported.  Benign  tumors  are  quite  rare  in  this 
age  group  whereas  Wilms’  tumor  is  one  of  the 
most  common  neoplasms  in  children.  A review 
was  made  of  the  world  literature  on  the  subject 
plus  our  experience  at  West  Virginia  University 
Medical  Center. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 
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consecutively,  the  page  number  being  shown  in  the  right  upper  corner 
along  with  the  surname  of  the  author. 

Authors  are  requested  to  submit  a carbon  copy  with  the  original  or  re- 
tain same  in  the  event  the  manuscript  is  lost  in  transmittal. 

Illustrations  should  be  numbered  and  their  approximate  locations  shown 
in  the  text.  Each  should  be  identified  by  placing  on  its  back  the  author’s 
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A Continuing  Medical  Education  Event! 

Such  sponsors  and  participants  as  the  West  Virginia  State  Medical  Association; 
West  Virginia  Diabetes  Association;  West  Virginia  Heart  Association;  West  Vir- 
ginia Lung  Association  and  its  Kanawha  County  Council;  West  Virginia  University 
School  of  Medicine  and  its  Alumni  Association;  West  Virginia  Chapter,  American 
Society  of  Internal  Medicine;  West  Virginia  Medical  Institute,  Inc.;  Kanawha  Medi- 
cal Society  and  Woman’s  Auxiliary  to  the  Kanawha  Medical  Society;  West  Virginia 
Division,  American  Cancer  Society. 

are  pleased  to  announce 


"The  Eighth  Mid-Winter  Clinical 
Conference" 


Daniel  Boone  Hotel 


Washington  and  Capitol  Streets 
Charleston,  West  Virginia 


2 P.M.  and  8 P.M.  Friday,  January  24 
9:30  A.M.  and  2 P.M.  Saturday,  January  25 
9:30  A.M.  Sunday,  January  26 


THE  PROGRAM  again  will  offer  a wide-ranging  clinical  and  educational  experience  for 
the  practicing  physician.  FRIDAY  AFTERNOON,  January  24,  session  on  heart  diseases;  FRIDAY 
EVENING,  presentations  will  include  PSRO's  and  a session  open  to  the  public  on  the  "prob- 
lems of  adolescents.”  A medically  oriented  program  on  problems  of  adolescents  will  be  held 
SATURDAY  MORNING,  January  25  with  these  other  scheduled  subject  areas  to  follow: 
SATURDAY  AFTERNOON,  cerebral  vascular  diseases  and  diabetes;  SUNDAY  MORNING, 
January  26,  pulmonary  disease  in  adolescents,  cancer  and  “How  to  Avoid  Malpractice.” 

THE  FACULTY  will  include  outstanding  specialists  in  their  fields  from  various  educa- 
tional and  other  settings,  both  outside  and  from  within  West  Virginia. 

THE  PROGRAM  CO-CHAIRMEN  again  are  Ralph  H.  Nestmann,  M.  D„  and  Joseph  T. 
Skaggs,  M.  D.,  both  of  Charleston.  Also  on  the  Program  Committee  are  William  O.  McMillan, 
Jr.,  M.  D.,  of  Charleston,  and  C.  Carl  Tully,  M.  D.,  of  South  Charleston. 

THE  REGISTRATION  FEE  of  $15  for  the  entire  conference  will  be  charged  all  regis- 
trants except  nurses,  medical  students,  interns  and  residents.  Advance  registration  is  re- 
quested, and  please  make  checks  payable  to  "WEST  VIRGINIA  STATE  MEDICAL  ASSO- 
CIATION.” 

ACCREDITATION:  Attendance  will  be  acceptable  for  Category  1 credit  toward  the 

Physician’s  Recognition  Award  of  the  American  Medical  Association;  and  the  program  also 
is  expected  to  carry  prescribed  credit  by  the  American  Academy  of  Family  Physicians. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the 

reservation  manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters 
hotel  setting  aside  rooms  for  registrants. 

FOR  ADVANCE  REGISTRATION,  olease  comDlete  the  form  below  and  mail  to:  WEST 
VIRGINIA  STATE  MEDICAL  ASSOCIATION,  P.  6.  BOX  1031,  CHARLESTON,  W.  VA.  25324. 


Please  register  me  for  the  Eighth  Mid-Winter  Clinical  Conference  in  Charleston, 
W.  Va.,  January  24-26,  1975.  My  $15  registration  fee  is  (is  not)  enclosed. 

I will  attend  sessions  at  2 P.  M.  Friday,  January  24  8 P.  M.  Fri- 
day   9:30  A.  M.  Saturday,  January  25  2 P.  M.  Satur- 
day   9:30  A.  M.  Sunday,  January  26  All  sessions  . 


Name  ( please  print)  Specialty 


Address  City 
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All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C 


Woman  (man)  cannot. 


Human  beings  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins.  They  should 
be  replenished  continuously. 

Normally,  people  accomplish  this  in  their  daily 
diet.  But  under  conditions  of  illness,  stress,  in  conva- 
lescence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 


In  such  cases,  Surbex-T  may  be  indicated.  Surbex-T 
makes  it  easy  and  convenient  to  restore  the  water- 
soluble  vitamins.  Each  tablet  provides  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 

Where  nutritional  status  must  be  pre- 
served, Surbex-T  can  help  restore  what 

rr  • i ABBOTT 

the  body  cannot  effectively  store.  403482 


SURBEX-r  500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


In  congestive  heart  failure... 

secondary  aldosteronisir 
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How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure* 
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Aldosteronism 


•adapted  ppom  coooley,  e.1 


is  a primary  factor 


To  "switch  off"  the  aldosterone  factor  in 
congestive  heart  failure 


spironolactone  25-mg.  tablets 

the  only  specific 
aldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

Three  ways  to  use  Aldactone  in 
congestive  heart  failure 

1.  As  the  only  diuretic 

Often  sufficient  alone. 

Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule. 

Avoids  potassium  loss. 

2.  As  the  basic  daily  diuretic  with  an  ''add-on" 
alternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

Aldactone  plus  "A.D.D."  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  "add-on"  diuretic.2 

Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

3.  As  a daily  diuretic  in  combination  with 
a daily  dose  of  a thiazide 

Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications— Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome,  idiopathic  edema  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic. 

Contraindications — Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  tnat  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  ot  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  ochieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration — For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner  Ad|ust  subsequent  dosage  according 
to  response  of  patient 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg.  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred.  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize’'  the  gastrointestinal  tract 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight 

References:  I.  Coodley,  E Consultant  1_2 : 1 06- 1 07,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W.,  and  Lauler,  D.  P Am.  J Med.  53  673-684  (Nov.)  1972. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department 

Box  5110,  Chicago,  Illinois  60680 


SEARLE 


The  Role 
of  the 

Detail  Man 


“I  may  be  prejudiced,  but  I .in 
very  much  in  favor  of  the  detail  rrr 
I meet.  Most  of  them  are  knowled: 
able  about  the  drugs  they  promot 
and  can  be  a great  help  in  acquai U 
ing  me  with  new  medication.” 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


§ 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  tne  detail  man.  Over  the 
years  I have  gotten  to  know  most  < 
the  men  who  visit  me  regularly  ar 
they  in  turn  have  become  aware  o 
my  particular  interests  and  the  n£ 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  muc 
as  possible  to  the  areas  of  interes 
to  me.  Since  I usually  see  the  sam 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


8 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


“In  the  total  picture  of  dealin 
with  health  problems  in  this  count' 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


8< 
© 
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Dialogue 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con 
tact  that  people  in  a medical  cente 
research  people,  and  academic 
people  have  and  that’s  in  all  likelih 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  film 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  thi: 


i e a Source  of  Information? 

Yes,  with  certain  reservations, 
average  sales  representative 
, a great  fund  of  information 
f ut  the  drug  products  he  is  re- 
l nsiblefor.  He  is  usually  able  to 
>>/ver  most  questions  fully  and 
■I  lligently.  He  can  also  supply 
Hnts  of  articles  that  contain  a 
3t deal  of  information.  Here, 

: I exercise  some  caution.  I usu- 
accept  most  of  the  statements 
opinions  that  I find  in  the 
ers  and  studies  which  come 
nthe  larger  teaching  facilities, 
oes  without  saying  that  a physi- 
1 should  also  rely  on  other 
rces  for  his  information  on 
rmacology. 

mingof  Sales  Representatives 

Ideally,  a candidate  for  the 
ition  as  a sales  representative 
pharmaceutical  company 
uld  be  a graduate  pharmacist 
) has  a questioning  mind.  I don’t 
ikthis  is  possible  in  every  case, 
so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


acity  they  are  indeed  useful; 
ticularly  in  the  fact  that  they 
geminate  broadly  based  educa- 
lal  material  and  serve  not  just 
'pushers”  of  their  drugs. 

Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
companies  are  not  producing  all 
material  as  a labor  of  love  — 
/are  in  the  business  of  selling 
ducts  for  profit.  In  this  regard 
ambitious  and  improperly  moti- 
;d  sales  representative  can 
rt  a negative  influence  on  the 
cticing  physician,  both  by  pre- 
tinga  one-sided  picture  of  his 
duct,  and  by  encouraging  the 
ctitioner  to  depend  too  heavily 
irugs  for  his  total  therapy.  In 
se  ways,  the  salesman  has  often 
:orted  objective  reality  and 
lermined  his  potential  role  as  an 
icator. 

■ Industry  Responsibility 

Since  the  detail  man  must  be 
nformation  resource  as  well  as 
ipresentative  of  his  particular 
irmaceutical  company,  he 
uld  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


meMa^e 


rom 


THE  MELODIES  LINGER  ON! 


'“pHE  107th  Annual  Meeting  of  the  West  Virginia  State  Medical  Association  has 
come  and  gone— but  the  melodies  linger  on! 

It  was  a great  meeting  for  our  Association:  Dr.  Malcolm  C.  Todd,  President  of 
the  American  Medical  Association;  Mrs.  Liljestrand,  President  of  the  Woman’s 
Auxiliary  to  the  AMA;  and  Sen.  Robert  C.  Byrd,  the  “Thomas  L.  Harris  Lec- 
turer,” added  great  substance  and  dignity  to  our  deliberations  in  the  beautiful 
setting  of  The  Greenbrier.  Our  leaders  in  the  scientific  sessions  were  stimulat- 
ing and  yet  very  practical— in  subjects  of  high  interest  to  the  primary  physician 
and  specialist  alike. 

Combined  “breakfast-section”  meetings  proved  acceptable  to  most  of  us  so 
that  afternoons  were  freed  for  recreation,  the  savor  of  that  great  resort. 

For  the  Gilmores,  the  reunion  of  our  entire  family  was  pure  delight,  and  to 
include  Bob  and  Marilyn  Schilling  in  our  family  circle  was  a rare  and  genuine 
privilege. 

Our  gratitude  goes  to  all  who  sacrificed  so  many  hours  to  insure  the  success 
of  our  Annual  Meeting.  Now,  a new  year  in  our  Association  is  at  hand.  We 
are  refreshed,  we  are  informed,  and  we  must  be  about  our  raison  d’etre:  pro- 
moting the  art  and  science  of  medicine,  and  the  public  health  of  West  Virginia. 


William  E.  Gilmore,  M.  D.,  President 
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EDITORIALS 


As  described  somewhat  sentimentally  by 
Doctor  Gilmore  on  the  opposite  page,  the  melo- 
dies do  indeed  linger  on  following  the  1974  An- 
nual Meeting  held  at  The  Green- 
THE  NEW  brier  in  late  August.  All  those 
PRESIDENT  persons  in  attendance  seemed  to 
thoroughly  enjoy  and  participate 
in  the  scientific,  business  and  social  activities 
carefully  planned  by  a most  capable  group  of 
physicians  and  members  of  the  Auxiliary. 

As  mentioned  in  the  closing  sentences  of  Doc- 
tor Gilmore’s  message,  however,  all  good  things 
such  as  the  delightful  respite  at  The  Greenbrier 
must  come  to  an  end.  By  this  time  we  know  our 
physician  members  are  back  at  work  looking 
after  sick  patients  and  trying  to  comprehend 
and  cope  with  the  myriad  of  obstacles  which  are 
being  placed  in  their  way  daily  by  unrealistic 
bureaucratic  rules  and  regulations. 

Dr.  William  E.  Gilmore  is  well  aware  of  these 
demands  which  have  been  thrust  upon  members 
of  the  profession.  More  than  20  years  in  the  active 
practice  of  his  specialty  of  surgery  and  an  active 
interest  in  the  affairs  of  organized  medicine 
have  given  him  a good  insight  into  how  private 
practicing  physicians  must  react  in  a positive 
manner. 

There  is  no  doubt  the  record  will  show  next 
August  that  Doctor  Gilmore  provided  strong 
leadership  during  his  term  as  President  of  the 
Association. 

A native  of  Wheeling  and  a graduate  of  West 
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Virginia  University,  the  Parkersburg  surgeon  has 
always  been  loyal  to  the  State  and  its  citizens— 
not  only  in  his  daily  practice  of  medicine  but  in 
the  many  civic  and  community  affairs  in  which 
he  has  given  unselfishly  of  his  time.  A glance 


William  E.  Gilmore,  M.  D.,  President 
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at  a more  complete  biographical  sketch  pub- 
lished in  the  lead  news  article  in  this  issue  of 
The  Journal  will  give  you  further  information 
concerning  his  many  activities  along  this  line. 

Doctor  Gilmore  and  his  wife,  Maxine,  are  the 
parents  of  five  wonderful  children— one  of  whom, 
John,  is  a graduate  of  the  West  Virginia  Uni- 
versity School  of  Medicine  and  now  in  residency 
training  in  Denver,  Colorado. 


Now,  we  would  like  to  commend  a few  per- 
sons responsible  for  the  success  of  this  year’s 
Annual  Meeting. 

Dr.  A.  Thomas  McCoy,  the  Immediate  Past 
President,  is  again  to  be  congratulated  for  a 
fine  year  of  stewardship  for  the  Association.  He 
has  already  been  recognized  for  the  wonderful 
job  he  performed  as  well  as  for  his  visits  to  a 
majority  of  the  component  medical  societies  to 
carry  the  message  of  unity  to  the  profession 
within  West  Virginia. 

One  accomplishment  should  not  be  forgotten. 
He  and  Dr.  J.  Hugh  Wiley  — the  physician  he 
named  to  serve  as  Program  Chairman  for  the 
1974  Annual  Meeting  — had  the  intestinal  forti- 
tude to  make  a big  change  in  the  format  for  this 
year’s  Convention.  The  most  notable  change  in 
scheduling  was  the  switch  of  meetings  of  sections 
and  affiliated  societies  from  the  afternoon  hours 
to  the  breakfast  hour. 

How  well  did  they  succeed?  One  interested 
observer  made  a nose  count  at  each  breakfast 
meeting  and  found  that  attendance  was  as  good 
if  not  better  than  in  previous  years. 

Evidently  our  physicians  liked  the  idea  of 
scheduling  the  popular  scientific  sessions  during 
the  pre-noon  hour  — while  leaving  them  free  to 
pursue  their  favorite  form  of  recreational  activity 
during  the  afternoons. 

A tip  of  the  hat  to  Doctors  McCoy  and  Wiley 
and  we’ve  been  informed  by  the  1975  Program 
Chairman  that  the  same  procedure  will  be  fol- 
lowed at  next  year’s  Annual  Meeting.  Were 
sure  Doctor  McCoy  and  his  close  friend  in 
Morgantown  will  not  allow  this  successful  under- 
taking to  take  the  wind  out  of  their  sails.  We 
expect  to  hear  more  from  these  two  gentlemen. 


Also,  we  would  be  remiss  not  to  commend  Dr. 
Worthy  W.  McKinney,  who  served  faithfully  as 
Chairman  of  the  Council  during  a year  that 
proved  to  be  difficult  — to  say  the  least.  It  was 
his  responsibility  to  keep  the  business  before 
Council  in  order  and  he  responded  to  the  task 
in  a beautiful  manner. 

It  is  doubtful  if  the  Council  had  ever  been 


called  into  session  more  often  in  one  year  and 
for  as  many  varied  reasons.  There  were  instances 
when  the  discussions  became  heated  and  per- 
haps out  of  order.  It  is  to  Doctor  McKinney’s 
credit  — and  for  the  benefit  of  members  of  the 
Association  — that  he  dealt  with  these  matters 
sternly  and  rendered  strong  decisions  in  proper 
parliamentary  fashion.  We  are  all  the  better  for 
his  dedicated  leadership. 


We  know  our  own  members  enjoy  attending 
the  Annual  Meeting  at  The  Greenbrier  and  are 
disappointed  when  they  are  unable  to  be  there 
for  various  reasons.  What  about  our  invited 
speakers  and  honor  guests?  We’ll  quote  from 
one  typical  letter  received  from  a prominent 
physician  who  has  appeared  as  a speaker  at 
numerous  medical  meetings  throughout  the 
country  and  abroad: 

“.  . . I wish  to  thank  you  and  your  colleagues 
for  a genuinely  fine  time.  The  hospitality  was 
first  class  all  the  way.  I have  attended  more  than 
a few  State  Medical  Association  meetings,  and 
I would  like  to  compliment  the  West  Virginia 
State  Medical  Association  on  the  good  attend- 
ance at  its  scientific  sessions.  I went  to  most  of 
your  sessions  on  Thursday,  Friday  and  Saturday 
and  found  them  surprisingly  well  attended.” 

The  headquarters  office  has  received  a num- 
ber of  other  similar  letters  and,  as  usual,  more 
than  one  guest  said  they  planned  to  mark  off 
our  annual  meetings  on  their  calendars  in  the 
future  whether  invited  officially  or  not.  What 
else  can  we  say. 

See  you  at  the  Greenbrier  next  August! 


Winter  will  soon  be  here  and  it  is  this  season 
in  which  the  majority  of  cases  of  carbon  mon- 
oxide poisoning  occur.  Although  during  the  past 

few  years  editorials 
CARBON  MONOXIDE  have  appeared  in  The 

POISONING  Journal  on  the  hazards 

of  carbon  monoxide 
poisoning  it  seems  fitting  to  call  attention  again 
to  the  dangerous  sequelae  which  may  arise  in 
the  patient  who  survives  the  initial  insult.  Car- 
bon monoxide  poisoning  is  in  most  cases  pre- 
ventable and  with  proper  education  of  the 
public  cas  practically  be  eliminated. 

One  of  the  most  common  causes  of  carbon 
monoxide  poisoning  is  that  of  starting  an  auto- 
mobile in  a closed  garage.  This  is  utter  folly 
and  the  public  should  be  warned  of  its  extreme 
danger.  Other  common  causes  are  a leaky  gas 
pipe  in  the  home  or  a gas-burner  which  is  not 
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properly  adjusted  so  that  combustion  of  the  gas 
is  not  complete;  in  some  instances  the  vent  is 
inadequate.  All  these  causes  can  be  eliminated 
if  a little  care  is  exercised. 

The  great  danger  of  carbon  monoxide  poison- 
ing is,  of  course,  the  after  effects  which  it  may 
produce.  In  severe  cases  the  victim,  who  has 
been  exposed  to  carbon  monoxide,  loses  func- 
tion of  many  of  the  cells  in  the  cerebrum,  that 
is,  irreversible  brain  damage  has  been  done,  and 
the  cells  no  longer  are  capable  of  functioning 
normally.  The  survival  time  of  cerebral  cells  in 
oxygen  want  is  much  less  than  those  cells  in  the 
medullary  center  or  the  spinal  cord.  Once  the 
cerebral  cells  have  been  seriously  injured,  noth- 
ing can  be  done  to  remedy  the  damage.  As  a 
consequence,  the  patient  leads  a vegetative  type 
of  existence  the  remainder  of  his  life.  Truly  a 
great  tragedy. 

In  cases  where  minor  damage  has  occurred 
the  sequelae  may  be  much  less  severe  and  only 
a small  amount  of  cerebral  damage  occurs;  for 
example,  there  may  be  only  a blunting  of  the 
finer  sensibilities.  But  even  a slight  amount  of 
cerebral  damage  is  a grave  matter  and  if  pos- 
sible should  by  all  means  be  prevented.  The 
difficulty  is  that  once  the  damage  has  occurred 
not  much  if  anything  can  be  done  to  alleviate  it. 

A patient  who  has  been  exposed  to  carbon 
monoxide  poisoning  needs  immediate  attention. 
He  should  be  removed  at  once  from  the  environ- 
ment which  produced  the  poisoning  and  allowed 
to  breathe  normal  air.  The  carbon  monoxide  is 
gradually  eliminated  from  the  body.  The  patient 
should  be  allowed  to  breathe  pure  oxygen  if 
available;  this  will  hasten  the  elimination  of  car- 
bon monoxide.  A still  more  effective  means  is 
to  supply  oxygen  at  high  pressure,  that  is,  the 
use  of  hyperbaric  oxygenation.  This  procedure 
not  only  causes  the  carbon  monoxide  to  be  elimi- 
nated more  rapidly,  but  also  combats  the  secon- 
dary hypoxia  which  may  have  developed  as  a 
result  of  brain  swelling.  It  is  appreciated  that 
there  are  few,  if  any,  places  in  the  State  in  which 
an  apparatus  for  administering  hyperbaric  oxy- 
genation exists.  It  is  to  be  hoped  that  eventually 
this  will  be  remedied. 

In  sum,  a patient  who  has  been  exposed  to 
carbon  monoxide,  should  receive  immediate  care 
so  as  to  prevent  permanent  damage  to  cerebral 
cells;  no  expense  or  trouble  should  be  spared. 
Furthermore,  the  public  should  be  informed  that 
carbon  monoxide  poisoning  in  nearly  all  cases 
is  preventable. 


I believe  The  West  Virginia  Medical  Journal 
many  times  will  find  its  way  to  many  parts  of 
our  country  and  to  different  corners  of  the  world. 

Recently  I had  published  in  The  Journal  a 
case  of  Gaucher’s  Disease  in  a 32-year-native 
white  female.  I have  received  requests  for  re- 
prints from  Western  Europe,  Eastern  Europe, 
Asia,  South  America,  and  different  states  of  the 
Union. 

To  name  a few,  requests  for  reprints  were  re- 
ceived from  the  University  of  Louvain,  Brussels, 
Belgium;  University  of  Pecs,  Pecs,  Hungary;  Re- 
search Institute,  Wakayama  Medical  College, 
Wakayama,  Japan;  Institucion  Mexicana  De 
Asistencia,  a la  Ninez,  Mexico;  University  of 
M issouri,  Pittsburgh  and  Virginia,  and  from 
the  Memorial  Children’s  Hospital,  Oklahoma 
City,  Oklahoma. 

I believe  this  information  would  be  very  grati- 
fying to  you  and  the  other  editors  of  The  West 
Virginia  Medical  Journal. 

Cordell  A.  De  La  Pena,  M.D. 

United  Hospital  Center.  Inc. 

Clarksburg,  W.  Va.  26301 

* * * * 

VD:  LET’S  CURB  THIS  SCOURGE! 

The  Bureau  of  Venereal  Disease  Control  of  the 
West  Virginia  State  Department  of  Health  is 
concerned  about  the  alarming  increase  in  ve- 
nereal disease.  Without  the  cooperation  from 
physicians  in  private  practice  the  control  of  the 
epidemic  spread  of  venereal  disease  will  be 
practically  impossible.  In  1973,  3,766  cases  were 
recorded  in  West  Virginia,  a 33  per  cent  increase 
over  1972. 

Although  only  5 per  cent  of  the  population  is 
in  the  15-19  age  bracket,  this  age  group  furnishes 
36  per  cent  of  the  total  reported  cases.  I want 
to  call  your  attention  to  House  Bill  No.  622 
passed  in  1971  by  the  West  Virginia  Legislature 
giving  permission  not  only  to  treat  minors  with 
venereal  disease  but  minors  who  have  come  in 
contact  with  venereal  disease.  I quote: 

“Notwithstanding  any  other  provision  of  law, 
any  licensed  physician  may  examine,  diagnose, 
and  treat  any  minor  who  may  have  come  in  con- 
tact with  a venereal  disease  or  who  is  infected 

(Continued  on  Page  xxii) 
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GENERAL  NEWS 


Dr.  William  E.  Gilmore  Assumes 
Association  Presidency 

Dr.  William  E.  Gilmore,  a Parkersburg  surgeon, 
was  installed  by  the  West  Virginia  State  Medical 
Association  as  its  President  at  the  concluding  ses- 
sion of  the  House  of  Delegates  during  the  107th 
Annual  Meeting  Saturday,  August  24,  at  The 
Greenbrier  in  White  Sulphur  Springs. 

The  convention  began  with  Council  and  House 
of  Delegates  sessions  on  Wednesday,  August  21. 
Registration  totaled  525  and  included  288  physi- 
cians. 

Doctor  Gilmore  was  installed  by  Dr.  A.  Thomas 
McCoy  of  Charleston,  the  retiring  President,  who 
had  delivered  the  traditional  President’s  address 
a few  minutes  earlier.  The  text  of  the  address  will 
be  published  in  the  scientific  section  of  the  No- 
vember issue  of  The  Journal. 

Doctor  McCoy  automatically  became  Chairman 
of  the  Council  for  the  new  Association  year,  suc- 
ceeding Dr.  Worthy  W.  McKinney  of  Beckley. 

Other  New  Officers 

Elevated  to  President  Elect  from  Vice  President 
was  Dr.  Jack  Leckie,  a Huntington  family  physi- 


cian who  will  assume  the  Presidency  at  the  1975 
meeting,  also  scheduled  at  The  Greenbrier  next 
August  20-23. 

Dr.  John  J.  Mahood  of  Bluefield  was  elected 
Vice  President  and  Dr.  Kenneth  G.  MacDonald 
of  Charleston  was  re-elected  to  his  10th  one-year 
term  as  Treasurer.  Doctor  Mahood  is  a dermatolo- 
gist and  Doctor  MacDonald  is  a surgeon. 

Dr.  Richard  E.  Flood  of  Weirton  was  re-elected 
as  a Delegate  to  the  American  Medical  Associa- 
tion, with  Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling, 
re-elected  as  an  Alternate  Delegate. 

Five  new  Council  members  were  named  with 
four  other  physicians  re-elected  to  two-year  terms. 
The  new  members  elected  are  Drs.  Lyle  D.  Vin- 
cent of  Parkersburg,  Walter  E.  Klingensmith  of 
Beckley,  Ray  M.  Kessel  of  Logan  and  David  F. 
Bell,  Jr.,  of  Bluefield.  There  being  no  nominations 
from  the  floor,  Doctor  Gilmore,  in  accordance 
with  the  Association’s  By-Laws,  has  appointed  Dr. 
L.  Walter  Fix  of  Martinsburg  as  Councilor  for  the 
Fourth  District.  Doctor  Fix  succeeds  Dr.  Robert 
R.  Pittman,  who  was  not  eligible  for  reelection. 

Reelected  were  Drs.  Robert  G.  Janes  of  Fairmont, 
Harold  N.  Kagan  of  Huntington,  L.  H.  Nefflen  of 
Elkins  and  W.  Alva  Deardorff  of  Charleston. 


In  the  left  photo  are  the  new  officers  installed  by  the  State  Medical  Association  at  its  Annual  Meeting.  Seated,  from 
left,  are  Drs.  Jack  Leckie  of  Huntington,  President  Elect;  William  E.  Gilmore,  Parkersburg,  President,  and  John  J. 
Mahood,  Bluefield,  Vice  President.  Not  shown  is  Kenneth  G.  MacDonald.  Charleston,  Treasurer.  Standing  are  Drs. 
Harry  S.  Weeks,  Jr.,  of  Wheeling  (left).  Alternate  Delegate  to  the  American  Medical  Association,  and  Richard  E. 
Flood,  Weirton,  Delegate  to  the  AM  A.  At  the  right,  Dr.  Worthy  W.  McKinney  of  Beckley  (right)  presents  the  Past 
President’s  Plaque  to  Dr.  A.  Thomas  McCoy,  Charleston. 
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Holdover  Councilors  whose  terms  will  expire 
in  1975  are  Drs.  Robert  R.  Weiler  of  Wheeling, 
Charles  E.  Andrews  of  Morgantown,  Robert  W. 
Bess,  Jr.,  of  Piedmont,  Robert  D.  Hess  of  Bridge- 
port, Louis  W.  Groves,  Jr.,  of  Richwood  and  J.  L. 
Mangus  of  Charleston. 

Dr  Frank  J.  Holroyd  of  Princeton  is  a hold- 
over Delegate  to  the  AMA,  with  Dr.  George  R. 
Callender,  Jr.,  of  Charleston,  as  holdover  Alter- 
nate. 

The  President 

A native  of  Wheeling,  Doctor  Gilmore  was  ed- 
ucated in  the  public  schools  of  Ohio  County  and 
was  graduated  from  West  Virginia  University  in 
1939. 

He  received  his  M.D.  degree  in  1943  from  the 
University  of  Wisconsin  Medical  School  and  served 
an  internship  at  Philadelphia  General  Hospital. 
He  served  as  a Lieutenant  in  the  Medical  Corps 
of  the  U.  S.  Navy  from  1944  to  1946  and  was  sta- 
tioned in  the  Atlantic  and  Pacific  Theaters. 

He  served  a residency  in  surgery  at  University 
Hospitals  in  Madison,  Wisconsin,  1946-50,  and  then 
entered  the  practice  of  his  specialty  in  Parkers- 
burg following  his  residency  training. 

Doctor  Gilmore  is  certified  by  the  American 
Board  of  Surgery  and  is  currently  serving  as  Gov- 
ernor of  the  West  Virginia  Chapter  of  the  Ameri- 
can College  of  Surgeons.  He  is  a staff  surgeon  at 
St.  Joseph’s  and  Camden-Clark  Memorial  hos- 
pitals in  Parkersburg,  and  is  a Past  President  of 
the  medical  staffs  of  both  hospitals. 

In  the  State  Medical  Association,  Doctor  Gil- 
more has  served  as  a member  of  the  Council,  Vice 
President  and  President  Elect.  He  is  a Past  Presi- 
dent of  the  Parkersburg  Academy  of  Medicine 
and  also  is  a member  of  the  American  Medical 
Association  and  Southern  Medical  Association. 


Dr.  Philip  M.  Sprinkle  To  Head 
1975  Program  Committee 

Dr.  Philip  M.  Sprinkle  of  Morgantown 
has  been  named  by  the  President,  Dr. 
William  E.  Gilmore,  to  serve  as  Chairman 
of  the  Program  Committee  for  the  West 
Virginia  State  Medical  Association’s  108th 
Annual  Meeting  at  The  Greenbrier,  Au- 
gust 20-23,  1975. 

Other  Committee  members  are  Drs.  R.  J. 
Bailey  of  Parkersburg,  Fernando  G.  Gius- 
tini  of  Wheeling,  Robert  D.  Hess  of 
Bridgeport,  Jack  Leckie  of  Huntington 
and  Joseph  T.  Skaggs  of  Charleston. 

The  Committee  held  its  initial  meeting 
at  The  Greenbrier  on  August  23,  and  an- 
other session  is  scheduled  to  be  held  dur- 
ing the  month  of  October. 


Jack  Leckie,  M.  D. 
President  Elect 


He  has  been  active  in  civic  and  community  af- 
fairs in  Parkersburg  and  served  for  12  years  as 
team  surgeon  for  the  Parkersburg  High  School 
athletic  teams.  He  also  served  as  President  of  the 
Wood  County  Heart  Association  and  the  Parkers- 
burg Community  Concert  Association.  He  is  a 
Trustee  of  St.  Paul’s  United  Methodist  Church  and 
is  a former  Charge  Lay  Leader. 

Doctor  Gilmore  and  his  wife,  the  former  Max- 
ine Merrill  of  Peoria,  Illinois,  are  the  parents  of 
two  daughters  and  three  sons.  Susan  and  Betsy 
Gilmore  reside  in  Charlotte,  North  Carolina;  Wil- 
liam Gilmore  is  employed  at  the  Fairmont  Hotel 
in  New  Orleans;  Dr.  John  Gilmore  is  taking  resi- 
dency training  in  Denver;  and  Scott  Gilmore  is  a 
junior  at  Parkersburg  High  School. 

The  President  Elect 

Born  in  Toler,  Kentucky,  Doctor  Leckie  received 
his  undergraduate  degree  from  Marshall  Univer- 
sity and  his  M.  D.  degree  in  1950  from  the  George 
Washington  University  School  of  Medicine.  He 
served  his  internship  at  the  United  States  Marine 
Hospital  in  New  Orleans. 

He  is  a Past  President  of  the  Cabell  County 
Medical  Society,  the  West  Virginia  Chapter  of  the 
American  Academy  of  Family  Physicians  and  St. 
Mary’s  Hospital.  He  also  has  served  as  a member  of 
the  Board  of  Trustees  of  Cabell-Huntington  Hos- 
pital. 
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Doctor  Leckie,  who  served  three  years  on  the 
State  Medical  Association’s  Council,  also  is  a mem- 
ber of  the  Medical  Education  and  Hospitals  Com- 
mittee and  the  Legislative  Committee. 

The  Vice  President 

Doctor  Mahood,  a native  of  Bluefield,  is  a grad- 
uate of  the  University  of  Virginia  and  received 
his  M.  D.  degree  in  1947  from  that  institution’s 
Medical  School.  He  served  his  internship  and  resi- 
dency at  Detroit  Receiving  Hospital  and  did  post- 
graduate work  in  dermatology  at  Wayne  State  Uni- 
versity School  of  Medicine,  1948-52. 

Doctor  Mahood  served  as  President  of  the  Mer- 
cer County  Medical  Society  in  1963-64  and  has 
been  Secretary  of  the  Society  since  1965.  He  was 
named  to  fill  an  unexpired  term  on  the  Council  in 
1969  and  later  was  elected  to  two  terms  on  the 
Council  beginning  in  1971. 

He  is  a past  Chairman  of  the  Association’s  Medi- 
cal Emergencies  and  Civil  Defense  Committee,  of 
which  he  has  been  a member  since  1965,  and  also 
is  a member  of  the  Nurses  Liaison  Committee. 

First  House  Session 

Dr.  Malcolm  C.  Todd,  President  of  the  Ameri- 
can Medical  Association,  was  speaker  for  the  first 
session  of  the  House  of  Delegates  on  Wednesday 
afternoon.  Doctor  Todd  told  physicians  it  was  his 
belief  that  there  would  be  no  national  health  in- 
surance legislation  in  Congress  this  year. 

Doctor  McCoy  presented  Dr.  David  Z.  Morgan, 
Associate  Dean  of  the  West  Virginia  University 
School  of  Medicine,  with  a check  for  $13,962  dur- 
ing the  initial  House  session. 

This  represented  an  annual  contribution  by 
West  Virginia  physicians  and  Woman’s  Auxiliary 


members  to  the  School  of  Medicine  through  the 
Education  and  Research  Foundation  of  the  AMA. 

Senator  Byrd  Addresses  Opening  Session 

Sen.  Robert  C.  Byrd  of  West  Virginia,  Majority 
Whip  of  the  United  States  Senate,  addressed  the 
physicians  during  opening  exercises  preceding  the 
first  general  scientific  session. 

Senator  Byrd  reviewed  the  Watergate  case  and 
former  President  Nixon’s  resignation,  then  pro- 
posing that  the  impeachment  process  in  the  United 
States  should  be  made  “less  ponderous.”  He  sug- 
gested the  possibilities  of  a referendum  or  recall 
elections  for  removal  of  a President  from  office, 
adding  “I  don’t  say  we  should  adopt  such  pro- 
posals, but  they  are  worth  study.” 

Resolutions 

Delegates  grappled  with  a record  number  of  12 
resolutions  during  the  final  House  session  on  Satur- 
day, August  24.  The  resolutions  were  addressed  to 
a variety  of  subjects,  including  a new  policy  state- 
ment on  PSRO,  problems  with  third-party  agen- 
cies, an  endorsement  of  Dr.  Carl  B.  Hall  of  Charles- 
ton for  the  office  of  President  Elect  of  the  Ameri- 
can Academy  of  Family  Physicians,  and  the  en- 
dorsement of  the  State  Judicial  Reorganization 
Amendment. 

The  delegates  defeated  a resolution  seeking  in- 
come tax  credit  for  physicians  in  West  Virginia 
who  have  not  received  the  usual  and  customary 
fee  in  rendering  services  to  Welfare  recipients, 
children  enrolled  in  the  Crippled  Children’s  serv- 
ices, Division  of  Vocational  Rehabilitation  patients 
and  those  whose  injuries  are  incurred  under  Work- 
men’s Compensation  law.  In  defeating  the  resolu- 
tion, the  delegates  were  accepting  the  recommen- 


Dr.  Malcolm  C.  Todd  (right),  President  of  the  American  Medical  Association,  talks  with  Dr.  Frank  J.  Holroyd  of 
Princeton  in  the  left  photo.  Doctor  Holroyd  is  a State  Medical  Association  Delegate  to  the  AMA.  Doctor  Todd  was 
speaker  for  the  first  session  of  the  House  of  Delegates  on  Wednesday  at  the  State  Medical  Association’s  Annual 
Meeting.  Dr.  A.  Thomas  McCoy  of  Charleston,  second  from  left  in  the  right  photo,  greets  Sen.  Robert  C.  Byrd  of 
West  Virginia  who  spoke  during  opening  ceremonies  Thursday  morning.  Also  shown  are  Dr.  Hawey  A.  Wells,  Jr.  of 
Princeton  (left)  and  Dr.  J.  Hugh  Wiley  of  Morgantown,  Program  Chairman  for  the  Annual  Meeting. 
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Shown  during  a lighter  moment  at  the  State  Medical  Association’s  Annual  Meeting  are,  in  the  left  photo,  from  left, 
Drs.  William  E.  Gilmore  of  Parkersburg,  President;  Barbara  Jones  of  Morgantown  and  John  A.  Martin  of  Virginia, 
President  of  the  Medical  Society  of  Virginia.  In  the  right  photo,  Dr.  Isaiah  A.  Wiles  of  Morgantown  (left)  and  Dr.  Del 
Roy  R.  Davis  of  Kingwood  (center),  talk  with  Guy  Beaumont  of  Columbus,  Ohio,  the  American  Medical  Association 
Field  Service  Representative  to  West  Virginia. 


dation  of  the  Resolutions  Committee,  which  noted 
that  it  “agreed  in  principle”  with  the  resolution. 

Following  is  a summary  of  the  resolution  adopted 
by  the  delegates  which,  in  each  case: 

• Referred  to  the  Executive  Committee  for 
study  and  report  back  to  the  House  of  Delegates 
at  the  1975  Annual  Meeting  a resolution  pertain- 
ing to  Statewide  Unified  Membership  in  the 
American  Medical  Association. 

• Directed  the  State  Medical  Association  to  take 
whatever  action  is  necessary  to  make  it  compul- 
sory that  insurance  carriers  doing  business  in  West 
Virginia  use  and  accept  the  standard  AMA  Claim 
Form  for  physician  and  patient  claims  and  reports 
in  the  State. 

• Directed  the  State  Medical  Association  to  en- 
courage its  component  medical  societies  to  develop 
a satisfactory  referral  system  to  assist  persons  de- 
siring medical  care. 

• Directed  the  State  Medical  Association  to  no- 
tify the  Secretary  of  Health,  Education  and  Wel- 
fare of  its  intentions  to  press  for  corrective  amend- 
ments to  PL  92-603  to  insure  that  the  quality  as- 
pects assuring  adequate  high  level  care  are  en- 
hanced; advises  the  members  of  the  State  Medical 
Association  who  are  also  members  of  the  West 
Virginia  Medical  Institute,  Inc.,  to  proceed  care- 
fully and  cautiously  in  implementation  of  the  pres- 
ent PSRO  statute,  and  calls  on  the  Institute  to  pro- 
ceed to  develop  and  adopt  a uniform,  all-patient 
peer  review  system;  and  urges  that  the  Institute 
pursue  all  avenues  of  financial  support,  not  Fed- 
eral alone,  to  create  an  effective  and  unassailable 
peer  review  system  (The  resolution  was  amended 
to  honor  the  right  of  any  member  of  the  State 
Medical  Association  to  elect  nonparticipation  in 
the  current  West  Virginia  PSRO  plan). 

• In  view  of  the  policy  of  the  United  Mine 
Workers  Welfare  and  Retirement  Fund  to  remove 


the  names  of  participating  physicians  when  there 
is  a disagreement  or  conflict  in  medical  or  fiscal 
matters  without  the  utilization  of  the  grievance 
mechanisms  established  by  the  medical  profession 
or  the  benefit  of  peer  review;  and  whereas  the  re- 
moval of  participating  physicians  by  the  Area  Ad- 
ministrator for  UMW  District  17  has  interfered  in 
the  free  choice  of  physicians  and  hospital  facilities, 
as  well  as  the  normal  doctor-patient  relationship; 
and  whereas  such  action  has  interfered  with  the 
availability  of  quality  medical  care  within  q rea- 
sonable distance  of  many  beneficiaries;  therefore 
directs  the  State  Medical  Association: 

To  enter  into  negotiations  with  the  United  Mine 
Workers  Welfare  and  Retirement  Fund  in  an  at- 
tempt to  terminate  these  activities  and,  if  these 
negotiations  fail,  to  condemn  the  UMW  Welfare 
and  Retirement  Fund  for  the  activities  they  are 
participating  in  which  interfere  in  the  private 
practice  of  medicine  in  the  provision  of  continued 
quality  medical  care  for  their  beneficiaries  and 
totally  disregard  the  established  mechanisms  for 
quality  control  in  the  name  of  economic  responsi- 
bility; and  that  the  State  Medical  Association  make 
this  censorship  public  and  cite  such  activities  as 
an  example  of  what  a third  party  which  provides 
financial  reimbursement  for  medical  services  can 


Dues  Increase  Approved 

The  House  of  Delegates  of  the  West 
Virginia  State  Medical  Association  adopted 
the  following  amendment  to  the  By-Laws 
during  the  1974  Annual  Meeting  at  The 
Greenbrier,  which  will  be  effective  Jan- 
uary 1,  1975: 

Amend  Chapter  1,  Section  7,  by  de- 
leting the  figure,  “$100,”  and  substi- 
tuting therefore  the  figure,  “$150.” 
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do  by  interfering  in  the  provision  of  medical  care 
to  the  jeopardy  of  the  health  of  its  beneficiaries. 

• Directed  the  State  Medical  Association  to  re- 
quest the  Commissioner  of  the  West  Virginia  De- 
partment of  Welfare  to  meet  with  the  Medical 
Economics  Committee  of  the  Association  to  con- 
sider the  freedom  of  choice  of  physicians  and,  in 
some  instances,  choice  of  hospitals,  which  for  years 
has  been  denied  to  the  recipients  of  Crippled 
Children’s  services  of  the  West  Virginia  Depart- 
ment of  Welfare;  that  this  lack  of  freedom  of 
choice  produces  an  undue  hardship  for  some  of 
these  patients,  and  that  the  money  used  on  trans- 
portation of  these  patients  to  distant  hospitals  and 
physicians  could  better  be  used  for  the  actual  care 
of  the  patients. 

• Directed  the  House  of  Delegates  and  the  State 
Medical  Association  to  recommend  to  the  West 
Virginia  Medical  Institute,  Inc.  that  it  continue  to 
develop  the  Voluntary  Office  Self-Audit  Service 
program,  believing  that  this  program  can  be  a 
valuable  tool  to  physicians  desiring  alternate 
means  of  continuing  medical  education,  that  it  can 
play  an  important  role  in  determining  the  State’s 
continuing  medical  education  needs;  and  in  view 
of  the  fact  the  State  Medical  Association’s  Com- 
mittee on  Medical  Education  and  Hospitals  unan- 
imously voted  to  request  this  action. 

• Endorsed  by  acclamation  the  candidacy  of  Dr. 
Carl  B.  Hall  of  Charleston  for  the  office  of  Presi- 
dent Elect  of  the  American  Academy  of  Family 
Physicians  and  stressed  the  importance  that  friends 
of  Doctor  Hall  contact  colleagues  in  other  states 
to  enlist  support  for  Doctor  Hall’s  candidacy. 

• Approved  the  policy  on  abortion  as  adopted 
by  the  American  Medical  Association  in  1970,  ap- 
proved by  the  Council  in  1971  and  reaffirmed  by 
the  House  of  Delegates  in  1972. 

• Endorsed  the  Judicial  Reorganization  Amend- 


ment and  encouraged  members  of  the  State  Medi- 
cal Association  to  familiarize  themselves  with  the 
Amendment  and  urge  its  study  and  adoption  by 
the  voters  of  the  State  of  West  Virginia  at  the 
November  5,  1974  general  election. 

• When  a third-party  agency  notifies  a patient 
that  charges  are  excessive  when  they  exceed  the 
agency’s  schedule  of  maximum  allowance  and  fur- 
ther offers  financial  assistance  to  legally  combat 
recovery  suits,  directs  the  State  Medical  Associa- 
tion to  request  that  such  activities  cease  and  di- 
rect to  the  third-party  agency  the  following  state- 
ment: “The  West  Virginia  State  Medical  Associa- 
tion reminds  you  that  your  agreement  is  with 
your  client  and  not  with  the  client’s  attending 
physician  and  that  you  should  advise  such  clients 
that  their  insurance  benefits  may  not  completely 
cover  all  medical  services  rendered;  in  fact,  in 
such  instances  they  of  course  would  be  responsible 
for  the  difference,  if  any,  to  the  physician  engaged 
by  themselves  to  provide  such  services.” 

Reception  For  Honor  Guests 

A reception  was  held  on  Wednesday  evening, 
August  21,  for  honor  guests.  In  addition  to  sched- 
uled speakers,  other  out-of-state  guests  included 
the  following  presidents  of  neighboring  state  medi- 
cal associations  and  their  wives: 

Dr.  and  Mrs.  James  L.  Henry  of  Ohio,  Dr.  and 
Mrs.  John  A.  Martin  of  Virginia,  Dr.  and  Mrs.  A. 
Reynolds  Crane,  President  Elect  of  the  Pennsyl- 
vania Medical  Society,  and  Dr.  Joseph  E.  Dukes 
of  Indiana. 

Other  guests  were  Mrs.  Howard  Liljestrand  of 
Honolulu,  Hawaii,  President  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association,  and 
Doctor  Liljestrand;  and  Mrs.  W.  Nash  Thompson 
of  Stuart,  Virginia,  President  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Association, 
and  Doctor  Thompson. 


Shown  on  the  left  during  the  President’s  Reception  for  Honor  Guests  at  the  State  Medical  Association’s  Annual  Meet- 
ing are,  from  left,  Dr.  Joseph  E.  Dukes.  President  of  the  Indiana  State  Medical  Association,  and  Dr.  and  Mrs.  James  L. 
Henry  of  Ohio.  Doctor  Henry  is  President  of  the  Ohio  State  Medical  Association.  In  the  center  photo,  Dr.  Eldon  B. 
Tucker  of  Morgantown.  Chairman  of  the  State  Medical  Association’s  Committee  on  Aging,  shows  his  exhibit  on  the 
Transportation  Remuneration  Incentive  Program  (TRIP).  In  the  right  photo  are  Mrs.  John  N.  Robinson,  President  of 
Maryland’s  woman’s  auxiliary,  and  her  son,  Richard. 
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Pre-Convention  Council  Meeting 
At  The  Greenbrier 

The  Pre-Convention  Meeting  of  the  Council  was 
held  at  The  Greenbrier  in  White  Sulphur  Springs 
on  Wednesday,  August  21,  with  the  Chairman,  Dr. 
Worthy  W.  McKinney  of  Beckley,  presiding. 

At  the  outset,  Doctor  McKinney  requested  that 
he  be  officially  recorded  as  thanking  all  officers 
and  members  of  the  Council  for  their  splendid  co- 
operation in  helping  him  to  carry  out  his  duties  as 
Chairman  during  a year  which  proved  to  be  dif- 
ficult for  the  profession  — both  within  the  State 
and  nationally. 

He  also  introduced  Mr.  Guy  D.  Beaumont  of  Co- 
lumbus, Ohio,  Field  Representative  for  the  Ameri- 
can Medical  Association. 

Resolutions 

Doctor  McKinney  announced  that  a large  num- 
ber of  resolutions  would  be  offered  at  the  first 
session  of  the  House  of  Delegates  that  afternoon 
and  urged  all  members  of  the  Council  and  other 
interested  physicians  to  attend  a meeting  of  the 
Resolutions  Committee  on  Thursday  afternoon. 

On  motion  of  Doctor  Callender,  seconded  by  Doc- 
tor Andrews,  the  Council  voted  unanimously  to 
recommend  to  the  Resolutions  Committee  and 
House  of  Delegates  that  the  resolution  pertaining 
to  passage  of  the  Judicial  Reorganization  Amend- 
ment in  the  1974  general  election  be  endorsed. 

(Subsequent  action  taken  by  the  House  of  Dele- 
gates on  this  and  other  resolutions  may  be  found 
elsewhere  in  this  issue  of  The  Journal ). 

Report  of  Medical  Economics  Committee 

Dr.  Carl  J.  Roncaglione  of  Charleston,  Chairman 
of  the  Medical  Economics  Committee,  presented  a 
detailed  report  concerning  activities  of  the  mem- 
bers and  committees  of  the  State  Medical  Associa- 
tion in  the  field  of  medical  economics  during  the 
past  year. 

Doctor  Roncaglione  discussed  in  depth  many  of 
the  Association’s  problems  with  third-party  agen- 
cies and  suggested  remedies  for  same. 

He  specifically  urged  those  present  to  read  the 
resolutions  to  be  introduced  that  afternoon  since 
many  would  pertain  to  the  subject  matter  he  pre- 
sented before  the  Council. 

Doctor  Roncaglione  also  urged  that  all  Chairmen 
of  sub-committees  of  the  parent  Medical  Economics 
Committee  keep  him  informed  of  activities  on  a 
current  basis  rather  than  submitting  reports  on  a 
periodic  or  end-of-the  year  basis. 

Dr.  A.  Thomas  McCoy,  the  President,  compli- 
mented Doctor  Roncaglione  on  his  presentation 
and  the  Council  voted  unanimously  to  approve  the 
report. 

1975  Meeting  at  The  Greenbrier 

It  was  reported  that  the  management  at  The 
Greenbrier  was  holding  the  dates  August  20-23, 


1975,  for  the  108th  Annual  Meeting  of  the  West 
Virginia  State  Medical  Association. 

The  Council  voted  unanimously  to  approve  The 
Greenbrier  as  the  place  for  the  1975  meeting  dur- 
ing the  above  mentioned  dates. 

Proposed  Dues  Increase 

Members  of  the  Council  discussed  the  need  for 
an  increase  in  State  dues  for  members  of  the  As- 
sociation due  to  many  factors  — primarily  the  gen- 
eral inflation  affecting  the  country,  increase  in 
postal  rates,  office  supplies,  increase  in  the  num- 
ber of  medical  scholarships  from  two  to  four, 
salary  increases,  cost  of  printing  The  Journal, 
travel  expenses,  etc. 

The  Council  unanimously  approved  a recom- 
mendation that  the  dues  for  members  of  the  State 
Medical  Association  be  increased  from  $100  to 
$150,  effective  January  1,  1975,  and  that  an  amend- 
ment to  the  By-Laws  be  prepared  and  introduced 
at  the  first  session  of  the  House  of  Delegates  that 
afternoon. 

Guests  at  Meeting 

Doctor  McKinney  introduced  the  following 
guests  at  the  meeting:  The  Hon.  Samuel  H.  Weese, 
State  Insurance  Commissioner;  the  Hon.  B.  Fred- 
erick Becker,  Workmen’s  Compensation  Commis- 
sioner; Dr.  Paul  S.  Metzger  and  Mr.  Richard  E. 
Lenhart,  representing  Nationwide  Mutual  In- 
surance Company. 

The  guests  expressed  appreciation  for  being  in- 
vited to  attend  the  meeting  and  gave  brief  reports 
concerning  their  agencies’  roles  in  helping  to  work 
with  physicians  in  bringing  about  a good  working 
relationship  with  the  profession. 

Doctor  McKinney  reported  he  had  received  a let- 
ter of  regret  from  the  Hon.  Edwin  F.  Flowers, 
Commissioner  of  the  Department  of  Welfare.  He 
said  Mr.  Flowers  was  unable  to  attend  due  to  an- 
other conflicting  meeting. 

Retiring  Councilors 

Doctor  McKinney  took  time  during  the  meeting 
to  commend  the  following  four  physicians  for  their 
four  consecutive  years  of  dedicated  service  as 
members  of  the  Council:  Drs.  Robert  R.  Pittman  of 
Martinsburg;  F.  Lloyd  Blair  of  Parkersburg;  Rich- 
ard G.  Starr  of  Beckley;  and  Thomas  P.  Long  of 
Man. 

On  motion  by  Doctor  McCoy,  and  unanimously 
approved  by  the  Council,  Doctor  McKinney  was 
praised  and  given  an  ovation  for  his  capable  service 
as  Chairman  of  the  Council  during  the  past  year. 

The  meeting  was  attended  by  Dr.  Worthy  W. 
McKinney  of  Beckley,  Chairman;  Dr.  A.  Thomas 
McCoy  of  Charleston,  President;  Dr.  William  E. 
Gilmore  of  Parkersburg,  President  Elect;  Dr.  Jack 
Leckie  of  Huntington,  Vice  President;  Dr.  Harry  S. 
Weeks,  Jr.,  of  Wheeling,  Councilor  at  Large;  Dr. 
George  R.  Callender,  Jr.,  of  Charleston,  Junior 
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Councilor;  Drs.  Robert  R.  Weiler  of  Wheeling; 
Charles  E.  Andrews  of  Morgantown;  Robert  R. 
Pittman  of  Martinsburg;  Robert  D.  Hess  of  Bridge- 
port; Louis  W.  Groves,  Jr.,  of  Richwood;  Harold  N. 
Kagan  of  Huntington;  J.  L.  Mangus  and  W.  Alva 
Deardorff  of  Charleston;  Richard  G.  Starr  of  Beck- 
ley;  John  J.  Mahood  of  Bluefield;  and  Thomas  P. 
Long  of  Man;  Mr.  William  H.  Lively  of  Charles- 
ton, Executive  Secretary;  and  Mr.  Charles  R.  Lewis 
of  Charleston,  Special  Projects  Director. 

Also  attending  the  meeting  were  Drs.  Frank  J. 
Holroyd  of  Princeton  and  Richard  E.  Flood  of 
Weirton,  AMA  Delegates;  Dr.  N.  H.  Dyer,  Director 
of  the  State  Health  Department;  Dr.  Mildred  Mitch- 
ell-Bateman,  Director  of  the  State  Mental  Health 
Department;  Mr.  Guy  D.  Beaumont,  Jr.,  of  Colum- 
bus, Ohio,  AMA  Field  Representative;  Dr.  Carl  J. 
Roncaglione  of  Charleston,  Chairman  of  the  As- 
sociation’s Medical  Economics  Committee;  L.  J. 
Pace  of  Princeton,  a Past  President  of  the  Associa- 
tion; Hon.  B.  Frederick  Becker,  Workmen’s  Com- 
pensation Commissioner;  Hon.  Samuel  H.  Weese, 
State  Insurance  Commissioner;  and  Dr.  Paul  S. 
Metzger  and  Richard  E.  Lenhart,  representing  Na- 
tionwide Mutual  Insurance  Company. 


Affiliated  Societies,  Sections 
Elect  New  Officers 

Some  of  the  scientific  sections,  associations  and 
societies  affiliated  with  the  West  Virginia  State 
Medical  Association  elected  new  officers  at  ses- 
sions during  the  Association’s  Annual  Meeting  at 
The  Greenbrier.  The  groups  and  new  officers  re- 
ported included: 

Section  on  Surgery  — Dr.  S.  William  Goff, 
Parkersburg,  Chairman. 

Section  on  Orthopedic  Surgery  — Drs.  Robert  L. 
Ghiz,  Charleston,  President;  Tony  C.  Majestro, 
Charleston,  Vice  President;  and  Arthur  A.  Abplan- 
alp,  Charleston,  reelected  Secretary-Treasurer. 

West  Virginia  Radiological  Society  — Drs.  James 
T.  Smith,  Charleston,  President;  Orlando  F. 
Gabriele,  Morgantown,  Vice  President;  and  Andrew 
W.  Goodwin,  II,  Charleston,  reelected  Secretary- 
Treasurer. 

Section  on  Neurology,  Neurosurgery  and  Psy- 
chiatry — Drs.  Arthur  L.  Poffenbarger,  Charleston, 
President,  and  Hartwell  G.  Thompson,  Charleston, 
Secretary. 

Section  on  Internal  Medicine  — Dr.  Harold 
Selinger,  Charleston,  Chairman. 

Section  on  Urology  — Drs.  A.  Thomas  McCoy 
and  James  W.  Lane,  both  of  Charleston,  President 
and  Vice  President,  respectively. 

West  Virginia  Chapter,  American  Society  of  In- 
ternal Medicine  — Drs.  John  F.  Otto,  Jr.  and  Wil- 
liam J.  Echols,  both  of  Huntington,  President  and 
Secretary,  respectively. 


Dr.  Carl  B.  Hall’s  Candidacy 
Endorsed  By  Association 

Dr.  Carl  B.  Hall’s  candidacy  for  President  Elect 
of  the  American  Academy  of  Family  Physicians 
was  unanimously  endorsed  by  the  State  Medical 

Association  during  its 
Annual  Meeting  at  The 
Greenbrier  in  White 
Sulphur  Springs,  Au- 
gust 21-24.  A resolution 
endorsing  Doctor  Hall’s 
candidacy  was  adopted 
unanimously  and  by  ac- 
clamation at  the  final 
session  of  the  House  of 
Delegates  on  Saturday, 
August  24. 

Doctor  Hall,  who  has 
practiced  medicine  in 
Charleston  since  1946, 
currently  is  serving  as 
Chairman  of  the  Board  of  Directors  of  the  AAFP. 
The  election  will  be  held  during  the  Annual  Meet- 
ing of  the  Academy  in  Los  Angeles,  October  14-17. 
The  text  of  the  resolution  follows: 

WHEREAS,  Carl  B.  Hall,  M.D.,  has  allowed 
his  name  to  be  plated  in  nomination  for  the 
office  of  President  Elect  of  the  American 
Academy  of  Family  Physicians;  and 

WHEREAS,  He  has  been  fully  trained  by 
many  years  of  experience  and  loyal  service 
to  his  county,  state  and  national  medical  or- 
ganizations; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association  go  on 
record  as  fully  endorsing  his  candidacy  for  this 
high  office,  and  pledging  our  full  support 
wherever  appropriate  and  proper;  and 

BE  IT  FURTHER  RESOLVED,  That  copies 
of  this  Resolution  be  signed  by  the  President 
and  sent  forthwith  to  all  the  officers  and  dele- 
gates of  the  Congress  of  Delegates  of  the 
American  Academy  of  Family  Physicians. 

(The  latter  directive  subsequently  was  carried 
out  by  the  President  of  the  State  Medical  Associa- 
tion) . 


1975  Meeting  at  The  Greenbrier 

The  Council  decided,  at  its  pre-conven- 
tion session,  to  hold  the  West  Virginia 
State  Medical  Association’s  1975  Annual 
Meeting  at  The  Greenbrier  in  White  Sul- 
phur Springs.  The  meeting,  the  Associa- 
tion’s 108th,  will  be  held  August  20-23. 


Carl  B.  Hall,  M.  D. 
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Dr.  Robert  C.  Parlett  Named  Dean 
Of  Marshall  Medical  School 

Dr.  Robert  C.  Parlett  of  Springfield,  Illinois, 
was  appointed  Vice  President  of  Health  Sciences 
and  Dean  of  the  medical  school  at  Marshall  Uni- 
versity, effective  Sep- 
tember 1. 

The  announcement 
was  made  on  August  29 
in  Charleston  by  Gov- 
ernor Arch  A.  Moore, 
Jr.  Doctor  Parlett  was 
present  for  the  gover- 
nor’s press  conference 
along  with  Dr.  Ben  L. 
Morton,  Chancellor  of 
the  West  Virginia 
Board  of  Regents.  Dr. 
Robert  B.  Hayes,  in- 
terim President  of  Mar- 
shall, and  Dr.  Albert  C. 
Esposito,  one  of  the 
leaders  in  the  effort  to  establish  a medical  school 
at  Marshall. 

The  new  Marshall  Vice  President-Dean  cur- 
rently is  Associate  Dean  of  the  Southern  Illinois 
University  School  of  Medicine,  Medical  Sciences, 
a position  he  has  held  since  1972. 

From  1962  to  1972  he  was  Professor  and  Chair- 
man of  the  George  Washington  University  Medi- 
cal School  Department  of  Microbiology.  He  also 
has  served  on  the  faculty  of  Northwestern  Uni- 
versity Medical  School. 

President  Hayes  noted  that  Doctor  Parlett  has 
had  a distinguished  research  career  in  the  field 
of  microbiology  and  has  a long  record  of  involve- 
ment with  the  Veterans  Administration. 

Marshall  has  received  preliminary  approval  of 
its  application  for  Veterans  Administration  fund- 
ing assistance  in  the  establishment  of  a medical 
school  in  cooperation  with  the  Huntington  VA  Hos- 
pital. 

Doctor  Parlett,  49,  was  born  at  the  Albuquerque 
Indian  School  in  New  Mexico  where  his  father 
was  an  Indian  Service  physician  and  his  mother 
was  a registered  nurse.  He  graduated  from  high 
school  in  Tucson,  Arizona,  and  received  his  A.B. 
and  M.A.  degrees  from  the  University  of  Arizona. 
He  earned  his  Ph.D.  degree  in  immunology-micro- 
biology and  his  M.  D.  degree  from  Northwestern 
University. 

A veteran  of  World  War  II,  Doctor  Parlett  grad- 
uated from  the  U.  S.  Navy  V-12  Officers  Training 
Program  at  Southern  Methodist  University.  He 
served  as  executive  officer  of  a patrol  vessel  in 
the  Philippine  Islands. 

Active  in  a number  of  professional  societies, 


Doctor  Parlett  has  served  as  a consultant  to  the 
World  Health  Organization,  the  Veterans  Admin- 
istration Center  at  Martinsburg,  and  the  Public 
Health  Service.  Between  1960  and  1972,  he  was 
awarded  five  major  research  grants.  He  is  the 
author  of  many  articles  published  in  professional 
journals. 

At  Southern  Illinois,  he  has  been  involved  in 
the  operation  of  a medical  school  which  utilizes 
community  hospitals  for  its  clinical  training,  in- 
cluding a Veterans  Administration  hospital.  A 
similar  program  is  envisioned  for  the  Marshall 
Medical  School. 

“I  am  very  happy  that  Doctor  Parlett  has  ac- 
cepted the  exciting  challenge  of  leading  the  de- 
velopment of  the  Marshall  Medical  School,”  Doc- 
tor Hayes  said.  “Not  only  does  he  have  excellent 
background  and  training  for  this  position,  but  he 
has  a breadth  of  interests  which  is  most  suitable 
to  a university  setting.  He  also  brings  to  Marshall 
a remarkable  enthusiasm  which  bodes  well  for  the 
future  of  this  program.” 


Dr.  John  W.  Traubert  (seated,  center),  Chairman  of 
the  new  Department  of  Family  Practice  at  West  Virginia 
University  School  of  Medicine,  discusses  schedules  with 
the  program’s  first  four  residents  at  the  University,  Dr. 
Michael  J.  Lewis  of  Charleston  (seated,  left).  Dr.  Pa- 
trick Kelleher  of  Sarasota  Springs,  New  York  and  Dr. 
Dale  J.  Luketich  of  Weirton  (standing,  from  left),  and 
Dr.  David  W.  Nesselroade  of  Williamstown  (right).  Doc- 
tor Kelleher,  a 1974  graduate  of  Dartmouth  Medical 
School,  and  the  three  1974  graduates  «>f  WVU  School  of 
Medicine  began  their  residencies  in  .July.  WVU  also  has 
five  Family  Practice  residents  in  the  Kanawha  Valley 
program  located  at  Herbert  J.  Thomas  Memorial  Hospital 
at  South  Charleston. 


Robert  C.  Parlett,  M.D. 
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Dr.  Philip  M.  Sprinkle  of 
Morgantown  (left).  Modera- 
tor for  the  First  General  Ses- 
sion of  the  State  Medical 
Association’s  Annual  Meet- 
ing, poses  with  the  guest 
sneakers  at  this  session. 
They  are,  from  left,  Drs. 
Charles  H.  Kirkpatrick  of 
Bethesda,  Maryland;  Jack 
M.  Gwaltney,  Charlottesville, 
Virginia;  Virgil  M.  Howie. 
Huntsville.  Alabama,  and 
Robert  W.  Veltri,  Ph.  D„ 
Morgantown. 


Participating  in  the  Sec- 
ond General  Scientific  Ses- 
sion were,  from  left,  Drs. 
James  F,  Glenn  of  Durham, 
North  Carolina,  Allen  H. 
Mackenzie,  Cleveland,  both 
guest  speakers,  and  Winfield 
C.  John.  Huntington,  Mod- 
erator. Not  shown  is  Dr. 
Robert  F.  Schilling  of  Madi- 
son, Wisconsin,  another  guest 
speaker. 


The  entire  family  was 
present  during  the  Annual 
Meeting  for  the  installation 
of  Dr,  William  E.  Gilmore 
of  Parkersburg  as  President 
of  the  State  Medical  As- 
sociation. Seated  with  Doc- 
tor and  Mrs.  Gilmore 
(Maxine)  are  their  daugh- 
ters, Miss  Susan  Merrill  Gil- 
more (left)  and  Miss  Betsy 
Shaffer  Gilmore  (right), 
both  of  Charlotte,  North 
Carolina;  standing,  from 
left,  sons  Scott  M.  Gilmore, 
a junior  at  Parkersburg 
High  School;  William  E.  Gil- 
more, Jr.  and  his  wife,  Bon- 
nie, of  New  Orleans,  and 
John  W.  Gilmore,  M.  D., 
Denver. 


A reception  honoring  offi- 
cers of  the  State  Medical 
Association  was  held  during 
the  final  evening  of  the  An- 
nual Meeting.  Shown  in  the 
receiving  line  are,  from  left, 
Dr.  and  Mrs.  J.  Dennis  Kugel 
of  Charleston,  Dr.  and  Mrs. 
Malcolm  C.  Todd  of  Long 
Beach,  California  and  Dr. 
and  Mrs.  A.  Thomas  McCoy 
of  Charleston.  Mrs.  Kugel  is 
the  immediate  Past  President 
of  the  Woman’s  Auxiliary  to 
the  State  Medical  Associa- 
tion. Doctor  Todd  is  Presi- 
dent of  the  American  Medi- 
cal Association  and  Doctor 
McCoy,  immediate  Past  Pres- 
ident of  the  State  Medical 
Association,  also  is  Chairman 
of  the  Association’s  Council. 


Doctor  Ray  M.  Kessel  of 
Logan  (left)  was  Moderator 
for  the  Third  General  Ses- 
sion cf  the  Annual  Meeting. 
The  speaker  was  Dr.  John  W. 
Traubert  of  Morgantown 
(center).  Dr.  J.  Hugh  Wiley 
of  Morgantown  (right)  served 
as  Moderator  for  an  open- 
floor  discussion  which  fol- 
lowed Doctor  Traubert’s  ad- 
dress. 


Members  of  the  State  Medi- 
cal Association’s  Publication 
Committee  are  shown  after 
a luncheon  during  the  An- 
nual Meeting.  From  left,  are 
Drs.  Vernon  E.  Duckwall  of 
Elkins,  Thomas  J.  Holbrook, 
Huntington,  John  M.  Hart- 
man, Charleston,  and  Joe  N. 
Jarrett,  Oak  Hill,  all  Asso- 
ciate Editors  of  The  Journal, 
and  George  F.  Evans,  Clarks- 
burg, Editor  of  The  Journal. 
Not  shown  are  Drs.  E.  J.  Van 
I.iere  of  Morgantown  and 
Stephen  I).  Ward.  Wheeling, 
The  Journal’s  other  Asso- 
ciate Editors. 


Mrs.  William  T.  Lawson  Installed 
As  Auxiliary  President 

Mrs.  William  T.  Lawson  of  Fairmont  assumed 
the  Presidency  of  the  Woman’s  Auxiliary  to  the 
West  Virginia  State  Medical  Association  at  the 
group’s  50th  Annual  Meeting  at  The  Greenbrier 
in  White  Sulphur  Springs  August  21-24. 


Mrs.  William  T.  Lawson 


Mrs.  Lawson,  who  was  installed  by  Mrs.  Howard 
J.  Liljestrand,  President  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association,  announced 
that  the  1974-75  Auxiliary  theme  will  be  “To  Care 
Is  To  Share.” 

The  wife  of  a family  physician  and  mother  of 
two  children,  Mrs.  Lawson  succeeded  Mrs.  J.  Den- 
nis Kugel  of  Charleston.  The  Auxiliary  elected 
Mrs.  Robert  R.  Weiler  of  Wheeling  as  President 
Elect,  and  the  following  additional  officers: 

Mrs.  James  H.  Walker  of  Charleston,  Vice  Presi- 
dent; Mrs.  Claude  S.  Lawson,  Jr.,  Fairmont,  Re- 
cording Secretary;  Mrs.  Kenneth  D.  Bailey,  Fair- 
mont, Corresponding  Secretary;  Mrs.  Louis  W. 
Groves,  Richwood,  Treasurer,  and  Mrs.  Rupert  W. 
Powell,  Fairmont,  Parliamentarian. 

Mrs.  Robert  J.  Reed,  III,  Wheeling,  Northern 
Regional  Director;  Mrs.  D.  Sheffer  Clark,  Hun- 
tington, Western  Regional  Director;  Mrs.  E.  G. 
Friera,  Romney,  Eastern  Regional  Director,  and 


Mrs.  R.  James  Yates,  Beckley,  Southern  Regional 
Director. 

Committee  Appointments 

Mrs.  Lawson  also  announced  these  appointments 
of  Committee  Chairmen: 

Mrs.  Paul  Francke,  Jr.,  Charleston,  AMA  Ed- 
ucation and  Research  Foundation;  Mrs.  Pat  A. 
Tuckwiller,  Charleston,  Archives  and  History,  and 
WESPAC;  Mrs.  M.  Bruce  Martin,  Huntington,  By- 
laws and  Handbook;  Mrs.  T.  Keith  Edwards,  Blue- 
field,  Editor,  State  News  Bulletin;  Mrs.  P.  P.  Fer- 
raraccio,  Bluefield,  Circulation  Manager;  Mrs. 
George  Thomas  Evans  and  Mrs.  Harry  C.  Flem- 
ing, both  of  Fairmont,  Convention  Chairman  and 
Co-Chairman,  respectively;  Mrs.  E.  G.  Cadogan, 
Fairmont,  Health  Education;  Mrs.  Joseph  T.  Mal- 
lamo,  Fairmont,  Health  Careers;  Mrs.  Robert  G. 
Janes,  Fairmont,  Cook  Book; 

Mrs.  Charles  E.  Andrews,  Morgantown,  Finance; 
Mrs.  J.  N.  Jarrett,  Oak  Hill,  Communications  and 
md’s  wife;  Mrs.  William  N.  Walker,  Jr.,  Bridge- 
port, Family  Health;  Mrs.  E.  M.  Spencer,  Blue- 
field,  Community  Health;  Mrs.  Hu  C.  Myers,  Phil- 
ippi, International  Health;  Mrs.  J.  E.  Blaydes,  Jr., 
Bluefield,  Legislative; 

Mrs.  John  D.  H.  Wilson,  Clarksburg,  Necrology; 
Mrs.  John  E.  McKenzie,  Beckley,  Press  and  Pub- 
licity; Mrs.  Joseph  E.  Ricketts,  Huntington,  South- 
ern Medical  Councilor,  and  Mrs.  George  A.  Curry, 
Morgantown,  Woman’s  Auxiliary  to  the  Student 
American  Medical  Association. 

Mrs.  Lawson,  a native  of  West  Virginia,  at- 
tended Fairmont  State  College,  majoring  in  Ele- 
mentary Education.  She  taught  school  for  three 
years  prior  to  her  marriage.  She  and  Doctor  Law- 
son  are  the  parents  of  Mrs.  C.  R.  (Barbara)  Kin- 
der, whose  husband,  Doctor  Kinder,  is  a professor 
at  Miami  University  at  Oxford,  Ohio;  and  William 
T.  (Bill)  Lawson,  Jr.,  a graduate  of  North  Caro- 
lina State  University  and  now  a science  teacher 
and  coach  at  Fairmont  Senior  High  School.  Dr. 
and  Mrs.  Lawson  have  four  grandchildren. 

Active  in  community  life,  Mrs.  Lawson  cur- 
rently is  serving  as  Chairman  of  the  Executive 
Committee  of  the  First  Baptist  Church.  She  is  the 
immediate  Past  State  President  of  the  P.E.O.,  and 
is  a member  of  the  Fairmont  General  Hospital 
Volunteer  Association,  Morning  Gardeners,  D.A.R., 
Eastern  Star,  White  Shrine  and  Fairmont  Woman’s 
Club. 

The  new  President  has  been  active  in  the  county 
auxiliary  since  1946,  holding  various  chairman- 
ships and  offices,  including  President.  In  the  State 
auxiliary,  she  has  served  as  By-Laws  Chairman, 
Parliamentarian  on  two  occasions,  Convention 
Chairman  on  two  occasions,  Corresponding  Sec- 
retary, Treasurer  and  President-Elect. 
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Clinical  Chemistry,  Pathology 
Seminar  Scheduled  At  WVU 

A Seminar  in  Clinical  Chemistry  and  a Con- 
tinuing Education  Program  in  Clinical  Pathology 
will  be  held  on  Friday  and  Saturday,  November 
1-2,  at  the  West  Virginia  University  School  of 
Medicine  in  Morgantown. 

The  program  is  scheduled  for  the  entire  day  on 
Friday,  November  1,  and  will  conclude  at  noon  on 
Saturday.  Dr.  Vicente  Anido,  Professor  and  Chair- 
man of  the  Division  of  Clinical  Laboratories,  said 
the  Continuing  Education  Program  in  Clinical 
Pathology  has  been  approved  by  the  American  So- 
ciety of  Clinical  Pathologists  and  provides  credit 
hours. 

The  faculty  will  include  Drs.  Nathaniel  Rodman, 
Chairman,  Department  of  Pathology,  WVU;  John  E. 
Jones,  Dean,  WVU  School  of  Medicine;  E.  Shrae 
LaPlante,  Assistant  Professor,  Department  of  Sur- 
gery, WVU;  Jeffrey  Shultz,  Assistant  Professor, 
Department  of  Medicine  and  Clinical  Pathology, 
WVU; 

Paul  E.  Strandjord,  Professor  and  Chairman, 
Department  of  Laboratory  Medicine,  University  of 
Washington  School  of  Medicine,  Seattle;  Richard 
Iammarino,  Associate  Professor,  Clinical  Pathology, 
Presbyterian  Hospital,  Pittsburgh;  Sylvan  M.  Sax 
(Ph.  D.),  Chief,  Clinical  Chemistry,  Western 
Pennsylvania  Hospital,  Pittsburgh;  Paul  E.  Steffes, 
Assistant  Professor  of  Medicine,  WVU; 


Family  Practice  Residency 
Approved  in  Clarksburg 

Word  was  received  August  26,  1974, 

that  the  United  Hospital  Center,  with  the 
support  of  the  Clarksburg  Veterans  Ad- 
ministration Hospital,  has  been  approved 
for  a residency  program  in  Family  Prac- 
tice. 

Approval  was  granted  to  accept  a maxi- 
mum of  four  residents  each  year  for  a 
three-year  program  — a total  of  12  resi- 
dents beginning  July  1,  1975. 

It  is  anticipated  that  this  program  will 
provide  a source  of  new  physicians  in  this 
specialty  for  Central  West  Virginia. 


Robert  W.  Veltri  (Ph.  D.),  Associate  Professor, 
Microbiology  and  Otolaryngology,  WVU;  W.  Keith 
C.  Morgan,  Professor,  Department  of  Medicine, 
WVU;  Mrs.  Marcia  Sell,  MT  (ASCP),  Computer 
Manager,  WVU  Hospital  Clinical  Laboratories;  Miss 
Ida  Yoder,  MT  (ASCP)  MS,  Chief,  Chemistry 
Laboratory,  WVU  Hospital  Clinical  Laboratories; 
Robert  S.  Salisbury,  Assistant  Professor,  Clinical 
Pathology,  WVU;  and  Doctor  Anido. 

The  registration  fee  is  $25.  Checks  may  be  made 
payable  to  the  West  Virginia  University  Founda- 
tion and  mailed  to:  Mr.  W.  A.  Pearse,  WVU  Con- 
ference Office,  389  Birch  Street,  Morgantown, 
W.  Va.  26506. 


Mrs.  Howard  J.  Liljestrand  of  Hawaii,  President  of  the  Woman’s  Auxiliary  to  the  American  Medical  Association,  was 
a guest  of  the  Woman’s  Auxiliary  to  the  West  Virginia  State  Medical  Association  during  its  50th  Annual  Meeting  at 
The  Greenbrier  in  White  Sulphur  Springs  August  21-24.  Mrs.  Liljestrand,  standing  (left),  is  shown  here  with  the  1974- 
75  State  Auxiliary  officers  at  the  conclusion  of  the  Annual  Meeting.  The  officers  are,  standing,  from  left,  Mrs.  William 
T.  Lawson  of  Fairmont,  President;  Mrs.  J.  Dennis  Kugel,  Charleston,  immediate  Past  President;  Mrs.  James  H.  Walker, 
Charleston,  Vice  President;  Mrs.  Claude  S.  Lawson,  Jr.,  Fairmont,  Corresponding  Secretary;  Mrs.  Louis  W.  Groves, 
Richwood,  Treasurer;  Mrs.  Robert  J.  Reed.  Ill,  Wheeling,  Northern  Regional  Director,  and  Mrs.  Kenneth  D.  Bailey, 
Fairmont,  Corresponding  Secretary;  seated  from  left,  Mrs.  Robert  R.  Weiler,  Wheeling,  President  Elect;  Mrs.  D. 
Sheffer  Clark,  Huntington,  Western  Regional  Director,  and  Mrs.  E.  G.  Friera,  Romney,  Eastern  Regional  Director. 
Not  shown  are  Mrs.  R.  James  Yates,  Beckley,  Southern  Regional  Director,  and  Mrs.  Ruirert  W.  Powell,  Fairmont, 
Parliamentarian. 
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^Jhe  Greenbrier 
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PLAN  NOW  TD  ATTEND 
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Two  Additional  Speakers  Named 
For  Mid- Winter  Conference 

A psychiatrist  and  a pediatrician,  both  of 
Charleston,  have  accepted  invitations  to  speak 
at  the  Eighth  Mid- Winter  Clinical  Conference  next 
January  24-26  in  Charleston  at  the  Daniel  Boone 
Hotel.  Dr.  Ralph  S.  Smith,  Jr.  will  discuss  teenage 

suicides  under  the  gen- 
eral topic  of  “Problems 
of  Adolescents,”  which 
also  will  include  speak- 
ers who  will  explore 
teenage  pregnancies, 
drugs  and  alcoholism. 
There  will  be  a public 
session  on  Friday  eve- 
ning, January  24,  and 
a medically  - oriented 
session  featuring  the 
same  speakers  Saturday 
morning,  January  25. 

Dr.  Nancy  Wander- 
man,  Assistant  Profes- 
sor of  Pediatrics,  Pediatric  Cardiology,  in  the 
Charleston  Division  of  the  West  Virginia  Univer- 
sity Medical  Center,  will  speak  during  the  open- 
ing session  Friday  afternoon  on  “Cardiac  Emer- 
gencies in  Children.” 

The  Conference  will  conclude  at  noon  on  Sun- 
day, with  scientific  sessions  scheduled  for  Friday 
afternoon,  Friday  evening,  Saturday  morning  and 
afternoon,  and  Sunday  morning. 

Concurrent  with  the  public  program  Friday  eve- 
ning will  be  a session  for  physicians  on  PSRO  en- 
titled “PSRO  Revisited  One  Year  Later.” 

Speakers  and  their  topics  previously  announced 
include: 

“Mobile  Coronary  Care  Unit”  — Richard  S. 
Crampton,  M.  D.,  Department  of  Internal  Med- 
icine, University  of  Virginia  Medical  Center  (Fri- 
day Afternoon) ; “Human  Sexuality  and  Youth,  A 
Timely  Challenge”  - — U.  G.  Turner,  III,  M.  D.,  As- 
sistant Professor,  Department  of  Obstetrics  and 
Gynecology,  University  of  Virginia  School  of  Med- 
icine, and  Gynecology  Consultant  to  the  Depart- 
ment of  Student  Health  (Friday  Evening  and  Sat- 
urday Morning);  “PSRO  Revisited  One  Year 
Later”  — Dr.  James  C.  Respess,  Department  of  In- 
ternal Medicine,  University  of  Virginia  School  of 
Medicine,  and  Dr.  William  C.  Felch  of  Rye,  New 
York,  the  1973-74  President  of  the  American  So- 
ciety of  Internal  Medicine  (Friday  evening  phy- 
sician’s session); 

“The  Diagnosis  and  Medical  Management  of 
Cerebral  Vascular  Disease”  — Arthur  L.  Poffen- 
barger,  M.  D.,  Charleston  (Saturday  Afternoon); 
“Pulmonary  Disease  in  Adolescents”  — C.  E.  Buck- 
ley,  III,  M.  D.,  Department  of  Medicine,  Duke  Uni- 
versity Medical  Center  (Sunday  Morning),  and 


“How  to  Avoid  Malpractice”  — Stanley  E.  Preiser, 
Charleston  attorney  (Sunday  Morning). 

To  be  announced  are  additional  speakers  for 
vascular  diseases  and  cancer. 

The  West  Virginia  University  School  of  Medicine 
Alumni  Association  will  meet  Friday  afternoon 
preceding  the  evening  session. 

Physicians,  wives  and  guests  will  be  invited  to 
attend  the  annual  dinner  dance  of  the  Kanawha 
Medical  Society  Saturday  evening  at  the  Daniel 
Boone. 

Attendance  at  the  Conference  will  be  acceptable 
for  Category  1 credit  toward  the  Physician’s  Rec- 
ognition Award  of  the  American  Medical  Associa- 
tion; the  Conference  also  is  expected  to  carry  pre- 
scribed credit  by  the  American  Academy  of  Family 
Physicians.  A registration  fee  of  $15  for  the  en- 
tire conference  will  be  charged  all  registrants  ex- 
cept nurses,  medical  students,  interns  and  resi- 
dents. 

The  program  Co-Chairmen  again  are  Drs.  Ralph 
H.  Nestmann  and  Joseph  T.  Skaggs,  both  of 
Charleston.  Also  on  the  Program  Committee  are 
Drs.  William  O.  McMillan,  Jr.  of  Charleston  and 
C.  Carl  Tully  of  South  Charleston. 

The  annual  Mid-Winter  Conference  is  sponsored 
by  the  State  Medical  Association  in  conjunction 
with  some  of  its  component  medical  groups  and 
volunteer  health  agencies. 

Additional  details  will  be  provided  in  later  is- 
sues of  The  Journal  as  the  program  takes  final 
shape. 


Drs.  Blaydes,  Esposito  To  Speak 

At  Ophthalmology  Meeting 

The  American  Academy  of  Ophthalmology  and 
Otolaryngology  has  announced  that  two  West  Vir- 
ginia physicians  will  conduct  postgraduate  lecture 
courses  at  its  annual  convention  in  Dallas,  Texas, 


Dr.  J.  Elliott  Blaydes,  Jr.,  of  Bluefield,  and  Dr. 
Albert  C.  Esposito  of  Huntington,  will  each  con- 
duct separate  seminars.  Doctor  Blaydes  will  cover 


October  6-10. 


J.  E.  Blaydes,  Jr.  M.D. 
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“Techniques  of  Handling  Fine  Absorbable  Sutures 
in  Cataract  Surgery”  while  Doctor  Esposito  will 
repeat  his  course  on  “General  Anesthesia,  Local 
and  Neuroleptic  Analgesia  in  Ocular  Surgery.” 

The  meeting’s  keynote  address  is  to  be  given  by 
Dr.  Charles  C.  Edwards,  Assistant  Secretary  of 
Health,  Education,  and  Welfare.  Dr.  Frank  W. 
Newell  of  Chicago,  a classmate  of  Doctor  Espo- 
sito’s, will  be  installed  as  President  of  the  Academy 
at  the  conclusion  of  this  meeting. 

The  attendance  is  scheduled  to  break  previous 
attendance  records  for  the  meeting  in  Dallas  and 
will  bring  the  various  latest  medical  and  surgical 
techniques  and  therapy  in  ophthalmology  to  the 
members  and  guests  present.  Physicians  through- 
out the  world  are  scheduled  to  be  in  attendance. 


David  Brinkley  To  Be  Guest  Speaker 
At  Wheeling  Clinic  Seminar 

Special  guest  speaker  David  Brinkley  will  high- 
light the  Wheeling  Clinic’s  Saturday  banquet 
which  will  cap  its  Golden  Jubilee  Scientific  Semi- 
nar in  Medicine  and  Surgery  October  18-19.  The 
Seminar  will  be  held  at  Wheeling’s  Oglebay  Park. 

The  program  will  offer  a wide-ranging  clinical 
and  educational  experience  for  the  attending  phy- 
sicians. Registration  has  been  limited  to  100  phy- 
sicians who  will  receive 
12  hours  of  credit  ap- 
proved by  the  Ameri- 
can Academy  of  Family 
Physicians. 

The  seminar  is  part 
of  Wheeling  Clinic’s  50- 
year  Golden  Jubilee  ob- 
servance. The  clinic,  lo- 
cated at  58  Sixteenth 
Street,  is  staffed  by  25 
physicians,  including 
specialists  in  many 
fields. 

Mr.  Brinkley  will 
speak  following  the  con- 
cluding dinner  to  be  held  at  the  Ramada  Inn  at 
Dallas  Pike.  Brinkley,  who  recently  completed  his 
30th  year  with  NBC  News,  has  spent  most  of  his 
career  covering  the  day’s  news  from  the  nation’s 
capital.  He  currently  anchors  a series  of  personal 
reports  of  and  about  the  news  under  the  title  of 
“David  Brinkley’s  Journal,”  a colorcast  on  “NBC 
Nightly  News”  five  times  a week. 

Mr.  Brinkley  has  received  every  major  broad- 
casting award,  and  his  writing  has  been  described 
as  “the  best  ever  done  in  television  journalism.” 
The  quality  most  often  identified  with  Brinkley  is 
his  sharp  wit.  During  his  years  as  co-anchorman  of 
“The  Huntley-Brinkley  Report,”  that  program  won 
many  major  television  news  awards. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 

and  district  medical  meetings  scheduled  in  the 

coming  months. 

1974 

Oct.  5-8 — Am.  Assn,  of  Ophthalmology,  Dallas. 

Oct.  6-10 — Am.  Acad.  Oph.  & Otol.,  Dallas. 

Oct.  14-17— AAFP,  L.  A. 

Oct.  16-18 — Am.  Cancer  Society,  New  York. 

Oct.  17-19 — Am.  Assn,  for  Surgery  of  Trauma, 

Hot  Springs,  Va. 

Oct.  18-19 — Golden  Jubilee  Sem.  In  Med.  and 
Surgery  (Wheeling  Clinic),  Wheeling. 

Oct.  19-24 — Am.  Acad.  Pediatrics,  San  Fran. 

Oct.  20-22 — Am.  Coll.  Preventive  Med.,  N.  Orleans. 

Oct.  21-25 — ACS  Clinical,  Miami  Beach. 

Oct.  21-26 — Am.  Coll.  Gastroent.,  Bal  Harbour,  Fla. 

Oct.  23-26 — Pa.  Medical  Soc.  Scientific,  Harrisburg. 

Oct.  24-26 — Pot.-Shen.  PG  Institute,  Marcinsburg. 

Oct.  24-27 — Am.  Acad.  Child  Psychiatry,  San  Fran. 

Oct.  29-30 — Am.  Assn.  Study  of  Liver  Diseases, 
Chicago. 

Nov.  1-2 — Clinical  Chemistry,  Pathology  Sem., 
Morgantown. 

Nov.  1-3 — Med.  Soc.  of  D.  C.,  White  Sul.  Springs. 

Nov.  3-4 — Am.  Coll,  of  Chest  Physicians,  New  Or- 
leans. 

Nov.  3-6 — Med.  Soc.  Va.,  Williamsburg. 

Nov.  6-9 — Am.  Soc.  Cytology,  N.  Y.  City. 

Nov.  9-14 — Am.  Soc.  Maxillofacial  Surgeons, 
Houston. 

Nov.  14-16 — W.  Va.  Chap.,  ACS,  Morgantown. 

Nov.  16-20 — Amer.  Acad,  for  Cerebral  Palsy, 
Denver. 

Nov.  17-20 — Southern  Med.  Assn.,  Atlanta. 

Nov.  18-22 — Am.  Heart  Assn.,  Dallas. 

Nov.  21-24 — Clinical  Immunology  and  Allergy, 

Ft.  Lauderdale,  Fla. 

Nov.  30-Dec.  4 — AMA  Clinical,  Portland. 

Dec.  1-6 — Radiological  Society  of  N.  America, 
Chicago. 

Dec.  7-10 — Am.  Soc.  Hematology,  San.  Fran. 

Dec.  7-12 — Am.  Acad.  Dermatology,  Chicago. 

Dec.  9-12 — Southern  Surgical  Assn.,  Boca  Raton, 
Fla. 

Dec.  16-17 — New  Drug  Sem.  (Natl.  Cancer 
Institute),  Washington,  D.  C. 

1975 

Jan.  24-26 — 8th  Annual  Mid-Winter  Clinical  Conf., 
Charleston. 

Jan.  31-Feb.  2 — Southern  Radiological  Conf.,  Point 
Clear,  Ala. 

Feb.  10-13 — Am.  College  Cardiology,  Houston. 

Feb.  15-19 — Amer.  Acad,  of  Allergy,  San  Diego. 

Feb.  21-28 — Am.  Soc.  of  Clinical  Pathologists  and 
College  of  Am.  Pathologists,  Las  Vegas. 


David  Brinkley 
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JUST 

a brief  reminder  that  the  Wheeling  Clinic’s 
Golden  Jubilee  Scientific  Seminar  is  the 
18th  and  19th  of  this  month  at  Oglebay  Park 
in  Wheeling.  232-3600 


WVU  Medical  Center 
-News  - 


Dr.  Richard  B.  Knapp  is  the  new  Chairman  of  the 
Department  of  Anesthesiology  at  West  Vir- 
ginia University  School  of  Medicine  and  Chief  of 
the  Anesthesiology  Service  at  University  Hospital. 

Announcement  of  Doctor  Knapp’s  appointment, 
which  was  effective  July  1,  was  made  by  WVU 
President  James  G.  Harlow. 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


include  pediatric  cardiology,  will  be  primarily  con- 
cerned with  the  organization  of  newborn  intensive 


A native  of  New  York,  Doctor  Knapp  received 
his  B.  A.  degree  from  Columbia  College  and  his 
M.  D.  degree  from  New  York  Medical  College.  His 
internship  was  served  at  Memorial  Hospital  in 
Johnstown,  Pennsylvania,  and  his  residency  at  the 
New  York  Hospital  of  Cornell  Medical  Center. 


care  at  University  Hospital. 

Doctor  Neal  returns  to  WVU  from  the  University 
of  Minnesota,  where  he  served  his  residency  and 
was  a medical  Fellow  in  pediatric  cardiology  and 
an  instructor  in  the  Department  of  Pediatrics. 


He  comes  to  WVU  from  New  York  Medical  Col- 
lege, where  he  was  Associate  Clinical  Professor  of 
Anesthesiology.  During  this  time,  he  also  served 
as  Attending  Anesthesiologist  at  the  Greenwich 
(Connecticut)  Hospital. 

His  previous  teaching  and  clinical  experience  in- 
cludes service  as  an  Instructor  in  Anesthesiology  at 
Cornell  Medical  College,  as  Assistant  Anesthesiolo- 
gist-In-Chief  at  the  United  States  Naval  Hospital 
in  Portsmouth,  Virginia,  and  as  Associate  Anes- 
thesiologist at  the  Guthrie  Clinic,  Robert  Packer 
Hospital,  Sayre,  Pennsylvania. 


Graduating  from  the  WVU  School  of  Medicine  in 
1966,  he  served  an  internship  at  Milwaukee  County 
General  Hospital,  spent  three  years  at  the  Naval 
Aerospace  Medical  Institute  in  Pensacola,  Florida, 
and  was  a flight  surgeon  on  the  USS  Constellation 
before  going  to  Minnesota. 

A Diplomate  of  the  National  Board  of  Medical 
Examiners  and  the  American  Board  of  Pediatrics, 
he  is  the  author  or  co-author  of  12  publications 
detailing  his  research  and  experience  particularly 
in  the  field  of  cardiovascular  defects  in  children. 


He  is  a Diplomate  of  the  National  Board  of  Medi- 
cal Examiners  and  the  American  Board  of  Anes- 
thesiology and  a Fellow  of  the  American  College 
of  Anesthesiologists  and  the  American  College  of 
Chest  Physicians. 

A member  of  the  New  York  Academy  of  Sciences, 
the  American  Medical  Association,  the  American 
Society  of  Anesthesiologists  and  the  International 
Anesthesia  Research  Society,  he  also  was  Director 
of  the  Community  Cardiopulmonary  Teaching  Pro- 
gram of  the  Greenwich  Health  Association. 

Recipient  of  several  research  grants  from  the 
United  States  Public  Health  Service  and  pharma- 
ceutical laboratories,  he  has  published  more  than 
20  scientific  papers.  His  primary  field  of  research 
is  the  investigation  of  pharmacologic  agents  related 
to  both  premedication  and  the  induction  of  anes- 
thesia. 

Dr.  William  A.  Neal  Joins  Pediatrics 


‘Hotline’  Service  Has  Problem 

“Help  Hotline,”  inaugurated  at  West  Virginia 
University  Hospital  last  October  to  help  alleviate 
problems  of  patients  and  staff,  has  a problem 
of  its  own. 

“The  service  just  isn’t  being  used  enough  to 
justify  the  cost  of  the  telephone  bill,”  said  Don 
Killen,  Director  of  the  Social  Service  Department 
at  the  hospital. 

Killen  doesn’t  think  patients  and  their  relatives 
have  fewer  problems;  he  just  feels  that  many  are 
unaware  of  the  Hotline  service  available  to  them. 

“In  the  first  month  of  operation,  we  had  more 
than  20  calls,”  he  said,  “but  they’ve  dwindled  to 
around  10  per  month  since  then.  I think  people 
need  to  be  reminded  that  this  service  is  still  of- 
fered to  them.” 


Dr.  William  A.  Neal,  a native  of  Huntington  and 
a graduate  of  the  West  Virginia  University  School 
of  Medicine,  has  been  appointed  as  Assistant  Pro- 
fessor in  the  Department  of  Pediatrics  at  that 
school. 

Doctor  Neal,  whose  subspecialty  qualifications 


The  purpose  of  the  program  is  to  provide  quick 
answers  to  questions  and  to  give  assistance  in 
resolving  University  Hospital-related  or  non-medi- 
cal problems  such  as  admission  arrangements,  dis- 
charge policy,  billings,  insurance  or  housekeeping 
functions. 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


CWor 


AUeruu ? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extenta! 
indicated  for  symptomatic  relief  II 
gic  manifestations  of  upper  respir 

; junctivitis  and  otitis.  In  these  case 

CONTRAINDICATIONS:  Hyperser 
class.  Dimetapp  Extentabs  are  coi 

ing  and  thickening  effect  on  the  Ic 
^ recommended  in  the  treatment  of 
| are  contraindicated  in  concurrent 


M'.vhnlabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


wsmess,  lassi- 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  .experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains’  Phenobarbital  (%  gr),  16  2 mg  (warning 
may  be  habit  forming);  Aspirin  (2%  gr  ).  162  0 mg  ; Phenacetin  (3  gr  ).  194  0 mg  ; Codeine 
phosphate.  V*  gr.  (No  2).  Va  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming). 


Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed.  Fcr  further  details 
see  product  literature. 

/rr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
vi  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond.  Va. 
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Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D, 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D, 
Karl  J.  Myers,  Jr.  M.  D. 

Radiology: 

Karl  J.  Myers,  M.  D. 
Rashid  Ahmed,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


STAFF  PHYSICIAN 

Large,  Modern  Industrial  Complex 

This  position,  with  the  world’s  leading  desig- 
ner and  manufacturer  of  ships,  affords  the 
industrially-oriented  M.D.  an  outstanding  pro- 
fessional opportunity. 

You  will  be  a key  member  of  our  well- 
equipped  medical  center  . . . boasting  exten- 
sive lab  facilities  in  clinical  medicine  & en- 
vironmental life  sciences  ...  as  well  as  a 
large,  professional  staff.  Your  involvement 
will  include  performing  clinical  examinations 
of  employees,  treating  industrial  injuries  and 
occupational  diseases.  U.S.  citizenship  re- 
quired. In  addition  to  an  attractive  compen- 
sation package  we  offer  the  benefit  of  a regu- 
lar schedule  and  the  scenic  beauty  of  New- 
port News,  Virginia — well  known  for  its  ex- 
ceptional historic,  educational,  recreational 
and  cultural  facilities. 

If  interested  in  this  outstanding  opportunity, 
send  curriculum  vitae  to  Geral  0.  Vaughn, 
Professional  Recruiter-Salaried  Employment, 
Newport  News  Shipbuilding,  Newport  News, 
Virginia  23607  ...  or  call  (804)  247-4878. 

Newport  News  Shipbuilding 

A Tenneco  Company  Newport  News,  Virginia 
An  Equal  Opportunity  Employer 


OVER  110,000  PHYSICIANS  AND  DENTISTS  HAVE  FOUND  THE 
ANSWER  TO  THEIR  PERSONAL  AND  PROFESSIONAL 

FINANCIAL  NEEDS  . . . 


SUCH  AS: 


• Low-Cost  Group  Insurance 

• Omni-Purpose  Loan  Plans 

• Mass  Buying  Discounts 

• Incorporation  and  Investment  Advice 

• Personal  Estate  and  Tax  Planning 

• Practice  Management  Seminars 
o Bi-Monthly  Economic  Newsletters 


In  all,  some  40+  economic  benefits  not  available  from  any  other  single  source  . . . 

THROUGH  MEMBERSHIP  IN  THE  AMERICAN  PROFESSIONAL  PRACTICE  ASSOCIATION 
(APPA)  OR  THE  NATIONAL  ASSOCIATION  OF  RESIDENTS  AND  INTERNS  (NARI)  YOU 
TOO  CAN  BENEFIT  FROM  THESE  SERVICES. 


For  more  information  contact:  WILLIAM  W.  JONES, 

PHYSICIANS  PLANNING  SERVICE  CORP. 
(Local  Group  Plans  Administrators 
for  APPA  and  NARI) 

510  Prichard  Building 

Telephone:  (304)  529-7366  Huntington,  W.  Va.  25712 
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The  Month 


in  Washington 


Congress’s  on-again-off-again  attempt  to  write  a 
national  health  insurance  law  are  very  much 
off  again  — so  far  off  that  most  observers  believe 
there  is  no  chance  whatsoever  for  the  93rd  Con- 
gress to  go  down  in  history  as  the  author  of  man- 
dated health  insurance  for  all. 

The  method  of  financing  NHI  was  again  the 
stumbling  block,  cutting  the  House  Ways  and 
Means  Committee  down  the  middle  in  a 12  to  12 
vote  (a  tie  vote  defeats  an  amendment)  and  thus 
scuttled  a patchwork  proposal  by  Chairman  Mills 
that  seemed  to  many  likely  to  win  Committee  pas- 
sage. 

The  dramatic  tie  vote  came  about  the  morning 
of  Tuesday,  August  20,  after  the  Committee  had 
been  called  to  order  by  Chairman  Mills  with  the 
admonishment,  “We  need  to  work  awfully  hard.” 

Staff  began  to  explain  the  draft  compromise 
point  by  point  in  routine  fashion  to  the  Committee 
when  Rep.  Joel  T.  Broyhill,  (R.-Va.)  said  he  be- 
lieved the  Committee  should  be  given  the  op- 
portunity to  vote  on  alternate  methods  of  financ- 
ing NHI  (as  opposed  to  the  Social  Security  payroll 
tax)  such  as  the  tax  credit  idea  in  the  AMA  Medi- 
credit  plan.  Mills  stalled  Broyhill  off  until  the  fi- 
nancing section  of  the  compromise  regarding  man- 
dated employer  coverage  was  completed.  The 
Chairman  was  about  to  go  on,  when  Broyhill  again 
reminded  Mills  that  he  wanted  a vote  on  his 
amendment.  The  AMA  tax  credit  approach  would 
be  voluntary  and  consistent  with  the  free  enter- 
prise system,  Broyhill  said. 

The  first  roll  call  vote  of  the  Committee  defeated 
the  Broyhill  proposal  11  to  10.  One  member  — Rep. 
Bill  Archer  (R. -Texas). — changed  his  vote  from 
“present”  to  “aye”  and  the  motion  was  tied.  Rep. 
Charles  Chamberlain,  (R.-Mich.),  walked  in  and 
the  proposal  was  ahead  12-11.  However,  Rep.  Her- 
man Schneebeli,  (R.-Pa.),  showed  up  to  cast  a “no” 
vote  and  the  tie  12-12  tally  defeated  the  Broyhill 
proposal. 

Though  not  apparent  at  the  time,  this  was  the 
beginning  of  the  end.  Rep.  Omar  Burleson,  (D.- 
Texas),  lost  13-12  on  his  bid  to  substitute  the 
financing  proposed  by  the  health  insurance  in- 
dustry’s NHI  plan.  The  crusher  came  at  the  after- 
noon session  when  the  Committee  approved  11  to  7 
a motion  to  make  voluntary  rather  than  manda- 


•  From  the  Washington  Office  of  the  American 
Medical  Association. 


tory  the  compromise  provision  for  the  poor  and  the 
self-employed. 

The  following  morning  shortly  after  the  Com- 
mittee had  convened,  Chairman  Mills  threw  up 
his  hands,  saying:  “I’ve  never  tried  harder  on 

anything  in  my  life.  But  we  don’t  have  it.  I’m  not 
going  to  go  before  the  House  with  a NHI  bill  ap- 
proved by  any  13-12  vote.”  He  said  the  staff 
should  try  to  figure  out  a different  approach,  but 
indicated  he  believed  chances  of  reaching  a future 
agreement  on  NHI  were  dim. 

The  forced  abandonment  of  his  compromise  plan 
was  a bitter  defeat  for  Mills  and  for  the  Adminis- 
tration which  had  been  working  closely  with  the 
Chairman  to  steer  a measure  through  the  Com- 
mittee. President  Ford  had  urged  Congress  to  give 
NHI  top  priority  this  year. 

The  up  and  down  fortunes  of  NHI,  which  ap- 
peared to  have  a bright  chance  of  passage  follow- 
ing Ford’s  plea  and  Mills  determined  push  for  a 
compromise,  have  now  slumped  to  the  point  where 
only  some  drastic  intervention  by  President  Ford 
could  save  the  measure  for  this  year. 

Good  News  For  Physicians 

The  House  and  Senate  have  passed  and  sent  to 
the  White  House  a liberalization  of  the  Keogh  law 
providing  tax  deferrals  on  retirement  savings  of 
self-employed  people. 

This  means  that  physicians  in  this  category  can 
immediately  start  setting  aside  more  money  sub- 
ject to  tax  deductions  in  qualified  retirement  pro- 
grams. The  bill’s  Keogh  plan  arrangement  is  retro- 
active to  July  1,  1974. 

(President  Ford  took  time  off  on  Labor  Day  to 
sign  the  bill  into  law). 

The  bill  substantially  boosts  the  savings  subject 
to  tax  deductions.  The  present  Keogh  plan  allows 
the  self-employed  to  set  aside  tax  free  up  to  10  per 
cent  of  their  annual  income  with  a $2,500  a year 
maximum.  The  new  law  will  allow  15  per  cent  of 
earned  income  not  to  exceed  $7,500  a year. 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CHAIR,  M.  D. 
EDWARD  J.  FLYNN,  M.  D. 

R.  A.  RANA,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  HILLIER,  M.  D. 

E.  L.  GAGE,  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 

CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D. 
M.  S.  HAJJAR,  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS.  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR..  M.  D. 

JOHN  J.  BRYAN,  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING,  M.  D. 
BRENNAN  PURKALL,  JR..  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 
JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 

Phone:  l-(304)-343-4371 

OPHTHALMOLOGY 

OTOLOGY 

Ancillary  Services 

Edwin  M.  Shepherd,  M.D. 

William  C Morgan,  Jr.,  M.D. 

Orthoptics 

Diplomate,  American  Board 
of  Ophthalmology 

Diplomate,  American  Board 
of  Otolaryngology 

Visual  Fields — Flow  Studies 
Laboratory 

Milton  J.  Lilly,  Jr.  M.D. 

OTOLARYNGOLOGY 

X-ray 

Diplomate,  American  Board 

Romeo  Y.  Lim,  M.D. 

Audiometry 

of  Ophthalmology 

Diplomate,  American  Board 

of  Otolaryngology 

Robert  E.  O'Connor,  M.D. 

Micro-surgery 

Audiology 

Diplomate,  American  Board 
of  Ophthalmology 

Maxillo-facial  Surgery 
Reconstructive  Surgery 

Nancy  McClung,  M.S. 

Moseley  H.  Winkler,  M.D. 

Head  & Neck  Surgery 
Cryosurgery 

Anesthesia 

Diplomate,  American  Board 
of  Ophthalmology 

Endoscopy 

Oncology 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 

Retinal  Surgery 

OPHTHALMOLOGY  and 

Muriel  Dodds,  CRNA 

Fluorescein  Angiography 

OTOLARYNGOLOGY 

Argon  Laser  Photocoagulation 

John  B.  Haley,  M.D. 

Contact  Lenses 

John  A.  B.  Holt,  M.D. 

Strontium  90  Beta  Irradiation 

Diplomate,  American  Board 
of  Ophthalmology 
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Obituaries 


RAY  M.  BOBBITT,  M.  D. 

Dr.  Ray  M.  Bobbitt,  Huntington  urologist  and 
President  of  the  West  Virginia  State  Medical  As- 
sociation in  1939-40,  died  on  August  18.  He  was 
81.  Doctor  Bobbitt  was  a member  of  the  State 
Medical  Association’s  Council  for  two  terms  and 
was  its  Chairman  in  1940-41. 

A native  of  Hinton,  he  attended  West  Virginia 
University  and  received  his  M.  D.  degree  in  1913 

from  the  University  of 
Maryland  School  of 
Medicine. 

Doctor  Bobbitt  in- 
terned at  Sheltering 
Arms  Hospital  at  Hans- 
ford and  at  Huntington 
State  Hospital.  He  did 
postgraduate  work  at 
Johns  Hopkins  Univer- 
sity School  of  Medicine. 
He  was  certified  by  the 
American  Board  of 
Urology  and  was  a Fel- 
low of  the  American 
College  of  Surgeons,  the 
American  Urological  Association,  the  International 
College  of  Surgeons  and  the  International  Urologi- 
cal Association. 

Doctor  Bobbitt,  a former  member  of  the  Hun- 
tington City  Council,  was  an  honorary  member  of 
the  Cabell  County  Medical  Society  and  formerly 
had  served  as  Treasurer  of  the  Society  for  eight 
years.  He  also  was  an  honorary  member  of  the 
West  Virginia  State  Medical  Association  and  the 
American  Medical  Association. 

Doctor  Bobbitt  was  a member  and  Past  Chair- 
man of  the  Southern  Medical  Urological  Associa- 
tion. He  was  a recipient  of  the  annual  meritorious 
service  award  of  the  West  Virginia  Public  Health 
Association  for  his  help  in  organizing  the  Cabell- 
Huntington  Health  Department. 

He  served  for  two  years  with  the  U.  S.  Army 
Medical  Service  during  World  War  I. 

Survivors  include  the  widow;  a son,  Dr.  John  M. 
Bobbitt  of  Huntington;  two  daughters,  Mrs.  Thomas 
Wolfe  and  Mrs.  George  J.  McTigue,  both  of  Wash- 
ington, D.  C.,  and  a step-daughter,  Mrs.  Jacquelyn 
Craft  of  Huntington. 

W.  W.  ORR,  M.  D. 

Dr.  W.  W.  Orr  of  Rachel,  in  Marion  County,  died 
on  July  30  at  his  home.  He  was  90. 

A family  physician,  Doctor  Orr  was  born  in 
Independence,  in  Preston  County.  Except  for  the 
years  he  served  as  Captain  in  The  U.  S.  Medical 


Corps  during  World  War  I,  he  spent  his  entire 
medical  career  in  Rachel. 

Doctor  Orr  attended  Sewanee  College  in  Ten- 
nessee and  graduated  from  Valparaiso  College  in 
Illinois.  He  received  his  M.  D.  degree  in  1912  from 
Loyola  University  Stritch  School  of  Medicine  and 
served  his  internship  and  residency  at  Grace  Hos- 
pital in  Chicago. 

Doctor  Orr  was  an  honorary  member  and  a Past 
President  of  the  Marion  County  Medical  Society, 
and  an  honorary  member  of  the  West  Virginia 
State  Medical  Association  and  the  American  Medi- 
cal Association. 

Survivors  include  the  widow,  a daughter,  Mrs. 
Jacqueline  Lindbeck  of  Bowie,  Maryland;  a foster 
daughter,  Irene  Moore,  at  home,  and  three  sons, 
Edwin  Orr  of  Memphis,  Tennessee,  Homer  Orr  of 
Fairmont  and  Harris  Orr  at  home. 

FRANCIS  M.  KIVLAHAN,  M.  D. 

Dr.  Francis  M.  (Frank)  Kivlahan,  an  anesthe- 
siologist on  the  staffs  of  the  Wheeling  Hospital  and 
the  Ohio  Valley  Medical  Center,  died  on  August  20 
at  his  home.  He  was  44. 

Born  in  Belfast,  Ireland,  he  graduated  from 
Queens  University  Medical  School  in  Belfast  and 
served  his  internship  in  Coleraine  and  Belfast. 
Upon  arriving  in  the  United  States  in  1957,  he 
practiced  general  medicine  and  anesthesiology  in 
Hartford,  Connecticut  before  coming  to  Wheeling 
in  1965. 

Doctor  Kivlahan  was  a member  of  the  Ohio 
County  Medical  Society,  the  West  Virginia  State 
Medical  Association  and  the  American  Medical 
Association. 

Survivors  include  his  father,  Patrick  Kivlahan 
of  Belfast;  two  daughters,  Eileen  and  Kathleen 
Kivlahan,  and  two  sons,  Patrick  and  Kevin  Kivla- 
han, all  of  Wheeling;  one  sister,  Mrs.  Kathleen 
Matesic  of  Toronto,  Canada,  and  two  brothers, 
Patrick  Kivlahan  of  Toronto  and  John  Kivlahan  of 
Belfast. 

RICHARD  B.  SHERIDAN,  M.  D. 

Dr.  Richard  B.  Sheridan  of  Vienna,  a surgeon, 
died  on  August  13  in  a Parkersburg  hospital.  He 
was  59. 

A native  of  Pennsylvania,  he  came  to  Parkers- 
burg in  1944  as  an  associate  of  the  late  Dr.  Thomas 
L.  Harris.  He  was  a graduate  of  Lafayette  College 
and  received  his  M.  D.  degree  in  1941  from  Yale 
University  School  of  Medicine. 

Survivors  include  the  widow,  two  sons,  Richard 
B.  Sheridan,  III,  and  David  C.  Sheridan,  both  of 
Vienna;  two  brothers,  Michael  H.  Sheridan  of 
Wilkes  Barre,  Pennsylvania  and  Thomas  B.  Sheri- 
dan of  Parsippany,  New  Jersey,  and  one  sister, 
Miss  Harriett  M.  Sheridan  of  Washington,  D.  C. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $1,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 1 0 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDonough-Caperton-Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


Resolutions 


Your  Committee  on  Resolutions  has  carefully 
considered  the  resolutions  offered  at  the  first  ses- 
sion of  the  House  of  Delegates  on  Wednesday  after- 
noon, August  21,  1974. 

We  are  happy  to  report  that  a number  of  in- 
terested physicians  appeared  at  a meeting  of  the 
Committee  held  on  Thursday  afternoon,  August  22, 
1974,  and  discussed  in  detail  the  resolutions  pend- 
ing before  the  Committee. 

The  cooperation  of  those  physicians  present  was 
most  helpful  to  the  Committee  in  reaching  de- 
cisions, and  we  express  appreciation  to  those  who 
took  time  to  attend  the  open  hearings. 


Mr.  President,  your  Committee  assures  the  mem- 
bers of  the  Association  that  the  one  and  only  con- 
sideration that  has  guided  the  Committee  in  its 
deliberations  has  been  the  criteria  as  to  whether 
each  of  the  resolutions  were  or  would  be  to  the 
best  interests  of  the  entire  medical  profession  in 
West  Virginia. 

Mr.  President,  your  Committee  considered  Res- 
olution No.  1 pertaining  to  Statewide  Unified 
Membership  in  the  American  Medical  Association, 
which  was  offered  by  the  Raleigh  County  Medical 
Society. 

The  Committee  voted  unanimously  to  recom- 
mend to  the  House  of  Delegates  that  Resolution 
No.  1 be  referred  to  the  Executive  Committee  for 
study  and  report  back  to  the  House  of  Delegates  at 
the  1975  Annual  Meeting. 


Mr.  President,  your  Committee  talked  at  length 
about  Resolution  No.  2 pertaining  to  the  Use  and 
Acceptance  of  the  Standard  American  Medical 
Association’s  Claim  Form  by  Insurance  Carriers 
doing  Business  in  West  Virginia,  which  was  of- 
fered by  the  Monongalia  County  Medical  Society. 

The  Committee  voted  unanimously  to  recom- 
mend the  adoption  of  Resolution  No.  2 as  origi- 
nally introduced. 

Mr.  President,  your  Committee  discussed  Res- 
olution No.  3 in  re  Development  of  a Referral  Sys- 
tem to  Assist  Persons  Desiring  Medical  Care  or  a 
Family  Physician,  which  was  offered  by  the  Mercer 
County  Medical  Society. 

Mr.  President,  your  Committee  voted  to  amend 
the  resolving  clause  as  follows:  “THEREFORE,  BE 
IT  RESOLVED,  That  the  West  Virginia  State  Med- 
ical Association  encourage  its  component  medical 
societies  to  develop  a satisfactory  referral  system 
to  assist  persons  desiring  medical  care.” 


Mr.  President,  your  Committee  discussed  at 


great  length  Resolution  No.  4 in  re  Professional 
Standards  Review  Organizations,  which  was  of- 
fered by  the  Kanawha  Medical  Society. 

Mr.  President,  the  Committee  voted  that  the 
Resolution  as  originally  introduced  be  not  adopted 
and  that  the  following  substitute  Resolution  be 
adopted: 

“BE  IT  RESOLVED,  That  the  West  Virginia 
State  Medical  Association  notify  the  Secretary  of 
Health,  Education  and  Welfare  of  its  intentions  to 
press  for  corrective  amendments  to  PL  92-603  to 
insure  that  the  quality  aspects  assuring  adequate 
high  level  care  are  enhanced;  and 

BE  IT  FURTHER  RESOLVED,  That  the  mem- 
bers of  the  West  Virginia  State  Medical  Associa- 
tion who  are  also  members  of  the  West  Virginia 
Medical  Institute,  Inc.,  be  advised  to  proceed 
carefully  and  cautiously  in  implementation  of  the 
present  PSRO  statute;  and  that  the  Institute  pro- 
ceed to  develop  and  adopt  a uniform,  all-patient 
peer  review  system;  and 

BE  IT  FURTHER  RESOLVED,  That  the  Institute 
pursue  all  avenues  of  financial  support,  not  Fed- 
eral alone,  to  create  an  effective  and  unassailable 
peer  review  system;  and 

BE  IT  FURTHER  RESOLVED,  That  the  West 
Virginia  State  Medical  Association  recognize  and 
honor  the  right  of  any  of  its  members  to  elect  non- 
participation in  the  current  West  Virginia  PSRO 
plan.” 


Mr.  President,  your  Committee  discussed  at 
length  Resolution  No.  5 pertaining  to  Medical  Free- 
dom for  Miners,  which  was  offered  by  the  Ka- 
nawha Medical  Society. 

Mr.  President,  your  Committee  voted  to  recom- 
mend that  the  Resolution  as  introduced  originally 
be  not  adopted  and  the  following  substitute  Res- 
olution be  adopted: 

“WHEREAS,  The  United  Mine  Workers  Welfare 
and  Retirement  Fund  is  an  agency  funded  by  a 
royalty  per  ton  of  coal  mined  for  the  purpose  of 
providing  Welfare  and  Retirement  benefits  in- 
cluding medical  care  for  the  miners  and  their  de- 
pendents; and 

WHEREAS,  The  policy  of  the  United  Mine 
Workers  Welfare  and  Retirement  Fund  is  to  es- 
tablish a list  of  participating  physicians  for  the 
purpose  of  maintaining  financial  control  over  ex- 
penditures; and 

WHEREAS,  The  policy  of  United  Mine  Work- 
ers Welfare  and  Retirement  Fund  is  to  remove 
the  names  of  participating  physicians  when  there 
is  a disagreement  or  conflict  in  medical  or  fiscal 
matters  without  the  utilization  of  the  grievance 
mechanisms  established  by  the  medical  profession 
or  the  benefit  of  peer  review;  and 

WHEREAS,  The  removal  of  participating  phy- 
sicians by  the  Area  Administrator  for  UMW  Dis- 
trict 17  has  interfered  in  the  free  choice  of  phy- 
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sicians  and  hospital  facilities,  as  well  as  the  nor- 
mal doctor-patient  relationship;  and 
WHEREAS,  Such  action  has  interfered  with  the 
availability  of  quality  medical  care  within  a rea- 
sonable distance  of  many  beneficiaries;  and 
THEREFORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association  enter  into 
negotiations  with  the  United  Mine  Workers  Wel- 
fare and  Retirement  Fund  in  an  attempt  to  termi- 
nate these  activities;  and 
BE  IT  FURTHER  RESOLVED,  That,  if  these 
negotiations  fail,  the  West  Virginia  State  Medical 
Association  condemn  the  United  Mine  Workers 
Welfare  and  Retirement  Fund  for  the  activities 
they  are  participating  in  which  interfere  in  the 
private  practice  of  medicine  in  the  provision  of 
continued  quality  medical  care  for  their  benefici- 
aries and  totally  disregard  the  established  mech- 
anisms for  quality  control  in  the  name  of  eco- 
nomic responsibility;  and 

BE  IT  FURTHER  RESOLVED,  That  the  West 
Virginia  State  Medical  Association  make  this  cen- 
sorship public  and  cite  such  activities  as  an  ex- 
ample of  what  a third  party  which  provides  finan- 
cial reimbursement  for  medical  services  can  do  by 
interfering  in  the  provision  of  medical  care  to  the 
jeopardy  of  the  health  of  its  beneficiaries.” 


Mr.  President,  your  Committee  considered  Reso- 
lution No.  6 pertaining  to  the  Crippled  Children’s 
Service  Monopoly,  which  was  offered  by  the  Ka- 
nawha Medical  Society. 

Mr.  President,  the  Committee  voted  unanimously 
to  recommend  that  the  resolving  clause  be  amended 
to  read  as  follows:  “THEREFORE,  BE  IT  RE- 
SOLVED, That  the  West  Virginia  State  Medical 
Association  request  that  the  Commissioner  of  the 
West  Virginia  Department  of  Welfare  meet  with 
the  Medical  Economics  Committee  of  the  Associa- 
tion to  consider  these  matters.” 


Mr.  President,  your  Committee  considered  Reso- 
lution No.  7 pertaining  to  State  Agency  Subsidizing, 
which  was  offered  by  the  Kanawha  Medical 
Society. 

Mr.  President,  while  your  Committee  agreed  in 
principle  with  the  Resolution,  they  voted  unani- 
mously to  recommend  that  the  Resolution  not  be 
adopted. 

Mr.  President,  the  Committee  discussed  Reso- 
lution No.  8 in  re  the  Recommendation  that  the 
VOSAS  Program  be  Continued  by  the  West  Vir- 
ginia Medical  Institute,  Inc.,  which  was  offered  by 
the  Committee  on  Medical  Education  and  Hos- 
pitals. 

Mr.  President,  your  Committee  unanimously 
recommends  that  Resolution  No.  8 be  adopted  as 
originally  introduced. 

Mr.  President,  your  Committee  considered  Reso- 
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lution  No.  9 in  re  Endorsement  of  the  Candidacy 
of  Dr.  Carl  B.  Hall  for  President  Elect  of  the 
American  Academy  of  Family  Physicians,  which 
was  offered  by  the  Council. 

Mr.  President,  your  Committee  unanimously  voted 
to  not  only  adopt  the  Resolution  as  originally  of- 
fered but  also  stressed  the  importance  that  friends 
of  Doctor  Hall  contact  colleagues  in  other  states 
to  enlist  support  for  Doctor  Hall’s  candidacy.  (For 
the  text  of  this  resolution  please  see  story  in  the 
general  news  section  of  this  issue  of  The  Journal ) . 

Mr.  President,  your  Committee  discussed  Reso- 
lution No.  10  pertaining  to  Opposition  to  Any  Law 
in  West  Virginia  Allowing  Abortion  upon  Demand, 
which  was  offered  by  the  Hancock  County  Medical 
Society. 

Mr.  President,  the  Committee  voted  unanimously 
that  the  Resolution  be  not  adopted. 

Mr.  President,  the  Committee  unanimously  rec- 
ommended that  the  Resolution  on  this  subject  ad- 
opted by  the  American  Medical  Association  in  1970, 
approved  by  the  Council  of  the  West  Virginia  State 
Medical  Association  in  1971,  and  reaffirmed  by  the 
House  of  Delegates  of  the  West  Virginia  State  Medi- 
cal Association  in  1972  be  approved.  The  initial 
resolution  reads  as  follows: 

“WHEREAS,  Abortion,  like  any  other  medical 
procedure,  should  not  be  performed  when  contrary 
to  the  best  interests  of  the  patient  since  good  medi- 
cal practice  requires  due  consideration  for  the 
patient’s  welfare  and  not  mere  acquiescence  to  the 
patient’s  demand;  and 

WHEREAS,  The  standards  of  sound  clinical 
judgment,  which,  together  with  informed  patient 
consent  should  be  determinative  according  to  merits 
of  each  individual  case;  therefore  be  it 

RESOLVED,  That  abortion  is  a medical  proce- 
dure and  should  be  performed  only  by  a duly 
licensed  physician  and  surgeon  in  an  accredited 
hospital  acting  only  after  consultation  with  two 
other  physicians  chosen  because  of  their  profes- 
sional competency  and  in  conformance  with 
standards  of  good  medical  practice  and  the  Medical 
Practice  Act  of  his  State;  and  be  it  further 

RESOLVED,  That  no  physician  or  other  profes- 
sional personnel  shall  be  compelled  to  perform  any 
act  which  violates  his  good  medical  judgment. 
Neither  physician,  hospital,  nor  hospital  personnel 
shall  be  required  to  perform  any  act  violative  of 
personally-held  moral  principles.  In  these  circum- 
stances good  medical  practice  requires  only  that 
the  physician  or  other  professional  personnel  with- 
draw from  the  case  so  long  as  the  withdrawal  is 
consistent  with  good  medical  practice.” 


Mr.  President,  your  Committee  discussed  Reso- 
lution No.  11  pertaining  to  the  Endorsement  of 
Judicial  Reorganization  Amendment,  which  was 
offered  by  the  Council. 
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Mr.  President,  I move  the  adoption  of  the  Reso- 
lution. 

Mr.  President,  your  Committee  considered  Reso- 
lution No.  12  in  re  Unilaterally  Established  Sched- 
ule of  Maximum  Allowances  by  Insurance  com- 
panies, which  was  offered  by  the  Council. 

Mr.  President,  I move  the  adoption  of  the  Reso- 
lution. 

Mr.  President,  we  wish  to  thank  the  members  of 
the  West  Virginia  State  Medical  Association  who 
appeared  before  the  Committee  at  the  open  hear- 
ing on  Thursday  afternoon,  August  22,  1974. 

Your  Chairman  personally  expresses  his  grati- 
tude to  the  members  of  the  Committee  for  their 
patience,  enthusiasm,  wisdom  and  valuable  time 
devoted  to  the  study  of  the  resolutions.  In  addition 
to  your  Chairman,  the  members  of  the  Committee 
participating  were  Drs.  George  R.  Callender,  Jr., 
of  Charleston;  Worthy  W.  McKinney  of  Beckley; 
L.  J.  Pace  of  Princeton;  and  Harry  S.  Weeks,  Jr., 
of  Wheeling;  and  Mr.  William  H.  Lively,  Mr.  Custer 
B.  Holliday  and  Mr.  Charles  R.  Lewis,  members 
of  the  staff. 

Respectfully  submitted, 

Richard  E.  Flood,  M.D. 

Chairman 

White  Sulphur  Springs, 

August  24,  1974. 


with  a venereal  disease  without  knowledge  and 
consent  of  the  minor  s parent  or  guardian.” 


In  addition  to  the  so-called  epidemiologic  treat- 
ment of  venereal  disease  — treatment  on  history 
of  contact  without  waiting  for  the  development 
of  pathology  — we  urge  more  efforts  at  diagnosis. 
It  is  estimated  that  the  large  majority  of  females 
with  gonorrhea  are  asymptomatic.  Routine  cul- 
ture with  transgrow  culture  media  will  identify 
many  of  these. 

Less  than  100  cases  of  early  syphilis  per  year 
are  reported;  but  the  Bureau  of  Venereal  Disease 
Control  of  the  West  Virginia  State  Department  of 
Health  is  prepared  to  perform  darkfield  exami- 
nations over  the  entire  State. 

We  ask  for  your  help  in  controlling  this  epi- 
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Necrology  Report 

The  following  is  a list  of  West  Virginia  physi- 
cians whose  deaths  have  been  reported  to  the  West 
Virginia  State  Medical  Association  during  the  past 
year: 

1973 

July  4 — John  S.  Boling Lubbock,  Texas 

Sept.  16 — R.  D.  Harman  Howey-in-the-Hills,  Fla. 

Sept.  20 — Frank  M.  Muldoon Salem 

Sept.  28- — Diego  Nunnari Oak  Hill 

Oct.  5 — Thurman  E.  Voss  Bluefield 

Oct.  8 — Samuel  J.  Ferguson  Huntington 

Oct.  17 — Thomas  B.  Baer Bluefield 

Oct.  19 — A.  W.  Milhoan Nitro 

Nov.  12 — A.  David  Belton Beckley 

Dec.  6 — John  J.  Sherman Martin,  Kentucky 

Dec.  7 — Herschel  R.  Yost Fairmont 

Dec.  10 — Frank  P.  Eves Beckley 

Dec.  13 — W.  H.  Price Williamson 

Dec.  31 — William  T.  Gocke Miami,  Fla. 

1974 

Jan.  1 — Charles  A.  Jones  Clarksburg 

Jan.  9 — J.  J.  Jenkins  Farmington 

Jan.  11 — John  O.  Theiss  New  Martinsville 

Jan.  13 — A.  B.  Carr .War 

Jan.  16 — Frederick  D.  Keller  Belpre,  Ohio 

Feb.  1 — S.  B.  Souleyret Cabin  Creek 

Feb.  5 — A.  Morgan  Dearman Parkersburg 

Feb.  9 — Ross  P.  Daniel  Beckley 

Feb.  18 — W.  S.  Rowan Logan 

Feb.  19 — Glenn  Ashworth  Buckhannon 

Feb.  21 — Francis  A.  Scott Huntington 

Feb.  25 — James  E.  Grace Chelyan 

Feb.  28 — I.  W.  Taylor  Ft.  Lauderdale,  Fla. 

Mar.  3 — Malcolm  G.  MacAulay  Beckley 

Mar.  14 — Isadore  Erwin  Buff  Charleston 

Apr.  1 — Bernard  W.  Wilkinson Clarksburg 

Apr.  18 — John  M.  Brown  Shinnston 

Apr.  22 — Arthur  A.  Shawkey Charleston 

Apr.  24 — J.  Brennan  Purkall,  Jr.  Bluefield 

Apr.  30 — R.  O.  Halloran  Charleston 

June  23 — Robert  E.  Baer  South  Charleston 

July  30— W.  W.  Orr Rachel 

Aug.  18 — Ray  M.  Bobbitt  Huntington 

Aug.  20 — Francis  M.  Kivlahan  Wheeling 

Respectfully  submitted, 

William  H.  Lively, 

Executive  Secretary 

August  21,  1974 


demic  and  pledge  you  not  only  our  cooperation 
but  any  other  assistance  for  which  you  might  ask. 
Early  diagnosis,  prompt  reporting  and  epidemio- 
logic treatment  are  all  necessary  to  curb  this 
scourge. 

W.  L.  Cooke,  M.D. 

Director  Division  of  Disease  Control 
State  Department  of  Health 
Charleston,  W.  Va.  25305 
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•Physician 'Nurse 
•Biomedical  Engineer 
• Administrator 
•Medical  Technician 


Each  gets  what  he  wants — 
in  a new  Burdick  EK/5A 


THE  PHYSICIAN 

demands  diagnostic 
accuracy  and  defini- 
tion, no  time-consum- 
ing retakes;  mistake- 
free  lead  coding — and 
that’s  what  the  solid- 
state  EK/5A  delivers. 


THE  NURSE  OR 
MEDICAL  TECH 

wants  features  like 
the  EK/5A  automatic 
lead  marking  activated 
by  a fast-switching 
lead  selector,  and 
easy  portability. 


THE  BIOMED 
ENGINEER 

looks  for  multiple  use 
in  the  hospital; 
patient-isolated  cir- 
cuitry; solid-state  sim- 
plicity; computer  com- 
patibility; sound  ECG 
design. 


THE  ADMINISTRATOR 
AND  PURCHASING 
AGENT 

like  (1)  the  savings 
that  result  from  de- 
pendable perform- 
ance; (2)  medical  staff 
satisfaction. 


BURDICK 


Write  us  today  for  a demonstration  in  your  office. 

General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 


It  always  happens  so  fast. 

And,  this  time,  you’re 
right.  It  did  happen  to  “the 
other  guy.” 

You  know:  The  guy  who 
wouldn’t  hurt  a fly,  turn 
down  a friendly  drink— or 
take  a cab  home  instead  of 
driving.  A nice  guy  who’d 
now  and  then  smoke  in  bed, 
maybe  swim  out  a little  too 
far,  sometimes  hurry  a 
little  down  the  stairs. 

We  know  you  knew  him. 
And  that  you’ll  miss  him. 

We  just  don’t  want  you  to 
join  him. 

“Oops”  is  a pitiful 
epitaph. 


National 
Safety 
Council 


*•'  MU' 


If  you  don't  like 
thinking  about  safety, 
think  where  you’d  be 
without  it. 
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OFFICERS  OF  COMPONENT  SOCIETIES 


Society 

President 

Secretary 

Meetings 

Boone 

...George  H.  Cook 

.Whitesville 

Harold  H.  Howell 

Madison  ... 

3rd  Wed. 

Brooke 

. . John  W.  Traubert 

. .Wellsburg 

James  E.  Wise 

..Follansbee... 

Cabell 

. _.E.  J.  Humphrey,  III... 

.Huntington 

C.  H.  McKown,  Jr 

.Huntington ... 

..2nd  Thurs. 

Central  West  Virginia  . 

...1  Frank  Hartman,  II... 

Buckhannon 

Joseph  B.  Reed 

Buckhannon  .. 

. . .As  Sched. 

Eastern  Panhandle 

...Hiram  Sizemore,  Jr.  Shepherdstown 

Everett  S.  Fogle 

Martinsburg. .. 

2nd  Wed. 

Fayette 

...A.  R.  Bautista 

Montgomery 

Carl  R.  Adkins.. 

.Fayetteville... 

....1st  Wed. 

Greenbrier  Valley 

...Lee  B.  Todd 

. . .Quinwood 

Harold  P.  Dinsmore... 

.Ronceverte ... 

2nd  Wed. 

Hancock 

...Dominic  A.  Brancazio.. 

Weirton 

James  M.  Garvey 

Weirton.. 

3rd  Tues. 

Harrison 

__  Mehmet  V.  Kalaycioglu 

Shinnston 

Julian  D.  Gasataya... 

-Lumberport.. 

...1st  Thurs. 

Kanawha 

...John  B.  Markey 

. .Charleston 

Joseph  T.  Skaggs 

..Charleston... 

...2nd  Tues. 

Logan 

. . .Mark  S.  Spurlock 

Logan 

Jorge  J.  San  Pedro 

Man.. 

....2nd  Wed. 

Marion 

...  Robert  G.  Janes.. 

..  Fairmont 

Mary  Jordan 

Fairmont.. 

. ..Last  Tues. 

Marshall 

..Andrew  J.  Barger 

. Glen  Dale 

Michail  Dolgovskij 

..Glen  Dale.. 

3rd  Tues. 

Mason 

...Aarom  Boonsue 

Pt.  Pleasant 

Anthony  G.  Sola 

Pt.  Pleasant.. 

4th  Tues. 

McDowell 

...Mario  S.  Cardona  

Welch 

A.  A.  Carr 

Welch.. 

2nd  Wed. 

Mercer 

. . . Hawey  A.  Wells,  Jr 

. . .Princeton 

John  J.  Mahood 

Bluefield  . . 

3rd  Mon. 

Mingo 

...Charles  H.  Bruce 

..Williamson 

Wm.  H.  Carter 

..Williamson.. 

2nd  Wed. 

Monongalia 

...W.  Gene  Klingberg 

.Morgantown 

H.  Summers  Harrison. 

.Morgantown  . . 

1st  Tues. 

Ohio 

...  Joseph  N.  Aceto 

. . .Wheeling 

Edward  C.  Voss,  Jr 

Wheeling. . 

4th  Tues. 

Parkersburg  Academy. 

-__R.  J.  Bailey.. 

Parkersburg 

Paul  G.  Modie,  Jr 

.Parkersburg  .. 

...1st  Thurs. 

Potomac  Valley 

...Estevan  Friera 

Romney 

Carl  A.  Liebig 

Keyser.. 

2nd  Wed. 

Preston. 

Donald  P.  Brown..'... 

...Kingwood 

C.  Y.  Moser 

...  Kingwood .. 

. . .4th  Thurs. 

Raleigh 

...  Eugene  Warvariv 

Daniels 

C.  W.  Nelson,  Jr 

Beckley .. 

..  .3rd  Thurs. 

Summers 

...Davis  Wm.  Ritter 

Hinton 

James  Wm.  Stokes... 

Hinton ... 

3rd  Mon. 

Tygart’s  Valley 

Robert  R.  Rector 

Elkins 

A.  Kyle  Bush 

Philippi .. 

-..3rd  Thurs. 

Wetzel 

Lemoyne  Coffield.-.N. 

Martinsville 

Charles  P.  Watson. .N. 

Martinsville . _ 

Monthly 

Wyoming 

...  Solomon  D.  Reodica. 

Mullens 

Jose  Floresca 

Mullens.. 

Quarterly 

PHYSICIAN  WANTED 

Major  Kanawha  Valley  plant  seeks  examining  physician.  Work 
load  includes  routine  examinations,  medical  treatments  and 
administrative  and  supervisory  responsibilities.  Attractive 
salary  and  benefits.  Excellent  facilities.  For  consideration 
write: 

The  West  Virginia  Medical  Journal 
Box  1031 

Charleston,  West  Virginia  25324 

An  Equal  Opportunity  Employer  M/F 
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SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

RADFORD,  VIRGINIA  24141 
703-639-2481 

A FULLY  ACCREDITED  PRIVATE  PSYCHIATRIC  HOSPITAL  FOR  THE 
TREATMENT  OF  ALL  MAJOR  PSYCHIATRIC  ILLNESSES  INCLUDING 
ALCOHOLISM  AND  DRUG  ABUSE  PROBLEMS  OF  ADOLESCENCE  AND 
ADULTS. 

MORGAN  E.  SCOTT,  M.  D.  GEORGE  K.  WHITE 

President  of  Medical  Staff  Administrator 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

• Twice  the  light  intensity  of  conventional 
instruments 

• Twice  the  life  between  lamp  replacements 

• Superior  color  fidelity — closer  to  natural 
sunlight 

• Higher  percentage  of  initial  output  throughout 
lamp  life 

• Distinctive  black  chrome  rechargeable 
battery  handles 


WELCH 

V, 

ALLYN 

WELCH  ALLYN.  INC. 

Skaneateles  Falls,  N.  Y.  13153 


Ask  for  a demonstration. 

HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 

CHARLESTON,  WEST  VIRGINIA 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Eor,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A Athari,  M.  D. 

W.  J.  Campbell,  M.  D. 


Urology: 

D.  C.  Trapp,  M.  D. 

Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M.  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 

T.  E.  Chvasta,  M.  D. 

B.  L.  Van  Pelt,  M.  D. 

Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 
David  Hill,  M.  D. 

David  H.  Smith,  M.  D. 
Robert  L.  Mendelson,  Ed  D. 


Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 

Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 

Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 

Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 


General  and  Thoracic  Surgery 

Stephen  T.  J.  Lee,  M.  D. 

James  A.  Gardner,  M D. 


Orthopedics 

Clifford  A.  Stevenson,  M.  D. 
S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 


Obstetrics-Gynecology 

A.  Ray  Jacobson,  M.  D. 
Mariamma  Abraham,  M.  D. 


Stanaford  Road,  P.  O.  Box  50 


Ophthalmology  Beckley,  West  Virginia  25801 

Edward  T.  Liu,  m.  D.  Phone  (304)  252-7331 


Internal  Medicine 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D. 
Jose  L.  Oyco,  M.  D. 

Eugene  Warvariv,  M.  D. 

R.  James  Yates,  M.  D. 

S.  L.  Bembalkar,  M.  D. 

L.  H.  Subbaraya,  M.  D. 

Pediatrics 

P.  B.  Gogo,  M.  D. 

R.  G.  D.  Concepcion,  M.  D. 

Ear,  Nose  & Throat 

P.  C.  Corro,  M.  D. 

Radiology 


Urology 

S.  L.  Francis,  M.  D. 


Thomas  L.  Martin,  M.  D. 

Clinic  Manager 

James  P.  Bland 
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CLASSIFIED 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


EXCEPTIONAL  OPPORTUNITY— For  an  in- 
ternist to  become  established  in  a progressive  com- 
munity of  50,000  by  associating  with  an  established, 
successful  physician.  Guaranteed  annual  income, 
fringe  benefits,  and  option  to  form  own  practice 
after  one  year.  Potential  unlimited.  Contact  Mr. 
Michael  F.  Black,  5476  Big  Tyler  Road,  Charles- 
ton, West  Virginia  (304)  776-2046. 


PHYSICIAN’S  PRACTICE  FOR  SALE  — Well- 
equipped  office  of  recently  deceased  physician  is  for 
sale  and  would  be  a most  attractive  opportunity  for 
a family  physician.  Three  treatment  rooms  plus  a 
laboratory.  Contact  Mrs.  Frank  M.  Muldoon,  Salem, 
W.  Va.  26426. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middleboume  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
boume Lions  Club,  Middleboume,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 
metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfie’d  and  Green  Spring  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact James  J.  Mathews,  M.  D.,  Director,  Emergency 
and  Ambulatory  Care,  Beckley  Appalachian  Re- 
gional Hospital,  Beckley,  W.  Va.  25801.  Phone: 
(304)  255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive  Street, 
Bridgeport,  W.  Va.  26330. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modern 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modern  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 
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For  your  patient  who  may  have  a psychiatric  problem  — 

HARDING  HOSPITAL  offers  complete  diagnostic,  evaluative  and  treatment 
services. 

Special  care  for  the  acutely  disturbed  patient 

Designed  program  for  the  adolescent  patient, 
including  accredited  school  program  grades  7-12 

Treatment  of  alcoholism  and  drug  abuse 

Skilled  attention  to  families 

Out  Patient  program  Partial  Hospitalization  plans 

Halfway  House  and  Family  Care  Consultation 

For  further  information,  call  (614)  885-5381 

The  H arding  Hospital 

445  EAST  GRANVILLE  ROAD  WORTHINGTON,  OHIO  43085 

George  T.  Harding,  Jr.,  M.  D.  Donald  L.  Hanson 

Medical  Director  Administrator 

MEMBER  BLUE  CROSS  OF  CENTRAL  OHIO 
ACCREDITED  BY  THE  JOINT  COMMISSION  ON 
ACCREDITATION  OF  HOSPITALS 
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A high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis , and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
orsulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


A -A- 


Each  tablet  contains  80  mgtrimettioprim 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 


Winter  Clinical  Conference 
anuary  24-26,  1975 


BECOTIN® 

Vitamin  B Complex 


H8**, 


COLLFrc  n 

BECOTIN®  with  VITAMIN  PHYiip 

Vitamin  B Complex  with  Vitamin  C **  gL  * 'll  $ 


NOV 


°pTHe 


$ h/q 


BECOTIN®-T 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 

MI-CEBRIN® 

Vitamins-Minerals 

MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 


AND  A WIDE  VARIETY  OF  OTHER  PHARMACEUTICALS 


cP 


DISTA  PRODUCTS  COMPANY 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana 46206 
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Both  oft 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in 
and/or  severity  of  grand  mal  sei 
require  increased  dosage  of  star 
convulsant  medication;  abrupt  v 
may  be  associated  with  tempora 
crease  in  frequency  and/or  seve 
seizures.  Advise  against  simulta 
gestion  of  alcohol  and  other  CNS 
sants.  Withdrawal  symptoms  (sii 
those  with  barbiturates  and  alco 
occurred  following  abrupt  discoi 
(convulsions,  tremor,  abdomina 
cle  cramps,  vomiting  and  sweati 
addiction-prone  individuals  und< 
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two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  et  at:  Dis  Nerv 
Syst  30:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


; because  of  their  predisposi- 
tion and  dependence.  In 
lactation  or  women  of  child- 
, weigh  potential  benefit 
sible  hazard. 

If  combined  with  other  psy- 
)r  anticonvulsants,  consider 
armacology  of  agents  em- 
gs  such  as  phenothiazines, 
arbitrates,  MAO  inhibitors 
itidepressants  may  potentiate 
sual  precautions  indicated  in 
'erely  depressed,  or  with  latent 
or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice,- 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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BLSD 


The  more  physicians 
consider  the  hemodynamics  o 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
ally maintained  with  no  cardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 


(METHYLDOPA  I MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  /l^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell's  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme.  Division  of  Merck  & Co.,  live., 
West  Point,  Pa.  19486 


“Required 

Reading” 

For  Your 

Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “High 
Blood  Pressure,”  a concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasize 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  i 
Dohme  Professional  Represen 
tative  or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 
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prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


CATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
apy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
imary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
ly infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
lumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
rophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
rrns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
:tion  and  permit  wound  healing. 

TRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
irforated.  This  product  is  contraindicated  in  those  individuals  who  have 
<n  hypersensitivity  to  any  of  the  components. 

NING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
nsive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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begins  within 
17  minutes,  on  average 

an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI) 

proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects z s) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'* 2 3 4 5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported-  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion. anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SCOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase  Paradoxical  reactions, 
e g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 

REFERENCES:  1 Kales  A,  el  al  Arch  Gen  Psychiatry  23 . 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC.  May  3-7,  1971 

3.  Frost  JD  Jr  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW':  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosagt 
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Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  mer 
I meet.  Most  of  them  are  knowledge 
able  about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 

Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  countn 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center 
research  people,  and  academic 
people  have  and  that’s  in  all  likeliho  I 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person-  > 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


te  a Source  of  Information? 

Yes,  with  certain  reservations. 
3 average  sales  representative 
; a great  fund  of  information 
)ut  the  drug  products  he  is  re- 
insible  for.  He  is  usually  able  to 
;wer  most  questions  fully  and 
diligently.  He  can  also  supply 
irints  of  articles  that  contain  a 
:atdeal  of  information.  Here, 

, I exercise  some  caution.  I usu- 
/ accept  most  of  the  statements 
j opinions  that  I find  in  the 
Ders  and  studies  which  come 
mthe  larger  teachingfacilities. 
oes  without  saying  that  a physi- 
n should  also  rely  on  other 
jrces  for  his  information  on 
armacology. 

lining  of  Sales  Representatives 

Ideally,  a candidate  for  the 
;ition  as  a sales  representative 
a pharmaceutical  company 
juld  be  a graduate  pharmacist 
o has  a questioning  mind.  I don’t 
nk  this  is  possible  in  every  case, 

] so  it  becomes  the  responsibility 


aacity  they  are  indeed  useful; 
ticularly  in  the  fact  that  they 
seminate  broadly  based  educa- 
ial  material  and  serve  not  just 
'pushers”  of  their  drugs. 

i Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
companies  are  not  producing  all 
; material  as  a labor  of  love  — 
yare  in  the  business  of  selling 
ducts  for  profit.  In  this  regard 
ambitious  and  improperly  moti- 
sd  sales  representative  can 
rt  a negative  influence  on  the 
cticing  physician,  both  by  pre- 
iting  a one-sided  picture  of  his 
duct,  and  by  encouraging  the 
ctitioner  to  depend  too  heavily 
drugs  for  his  total  therapy.  In 
se  ways,  the  salesman  has  often 
torted  objective  reality  and 
fermined  his  potential  role  as  an 
icator. 

; Industry  Responsibility 

Since  the  detail  man  must  be 
information  resource  as  well  as 
spresentative  of  his  particular 
armaceutical  company,  he 
)uld  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 


Birtisol 

(SODIUM  BUTABARBITAL) 


The  Rx  that  says 
k/  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non* 

cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster"  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihoc 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

♦Based  on  surveys  of  average  dally  prescription  costs. 


[Me  NEIL) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of  J 

manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement.  ! 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive  , 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 CC. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Darvocet-N  100 


DARVON' 

COMPOUND-65 


100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


65  ^.propoxyphene  hydrochloride  227  mg 
{§2  mg  phenaceln.  and  324  mg  caffeine 


PWvM 
r < +£2 


The  West  Virginia 
Medical  Journal 


Vol.  70,  No.  11 


November,  1974 


Presidential  Address* 

A.  Thomas  McCoy,  M.  D. 


>T,he  final  draft  of  this  speech  was  only  writ- 
ten  this  morning,  but  in  point  of  fact  it 
has  been  written  over  the  last  year.  I believe 
you  will  agree  we  had  a most  stimulating  and 
provocative  discussion  in  this  room  earlier  to- 
day which  convinced  me  that  members  of  the 
Association  do  indeed  have  a close  interest  in 
the  activities  of  this  organization. 

Dr.  J.  Hugh  Wiley,  who  served  as  Chairman 
of  the  Program  Committee  for  this  the  107th 
Annual  Meeting  of  the  West  Virginia  State 
Medical  Association,  took  upon  himself  to  put 
together  an  open  forum  type  of  session  which 
I believe  was  most  enlightening. 

Doctor  Wiley  and  other  leaders  of  the  As- 
sociation addressed  themselves  to  the  serious 
and  challenging  issues  and  I was  impressed 
with  the  sincerity  and  intelligence  — and  yes, 
the  candor  of  the  several  discussants. 

The  leadership  of  this  or  any  other  viable 
organization  needs  to  be  challenged  by  their 
membership.  We  must  respond  to  your  satis- 
faction or  else  we  should  be  replaced.  It’s  your 
organization  — you  are  the  boss  — you  are  the 
best  American  medicine  can  produce  right  here 
in  this  audience  and  your  organization  should 
reflect  that  fact. 

Activities  of  The  Association 

Let  me  tell  you  about  your  organization  and 
what  it  is  doing  for  you  and  your  patients. 

First  of  all  in  the  field  of  communications. 
We  do  have  an  excellent  publication  — “ The 
West  Virginia  Medical  Journal Although  be- 
set by  many  problems  due  to  the  necessity  of 
finding  another  printer  after  the  firm  which 


*Presented  at  the  second  and  final  session  of  the 
House  of  Delegates,  107th  Annual  Meeting  of  the  West 
Virginia  State  Medical  Association,  The  Greenbrier.  White 
Sulphur  Springs,  W.  Va.,  Saturday,  August  24,  1974. 


The  Author 

• A Thomas  McCoy,  M.  D.,  Immediate  Past 
President,  West  Virginia  State  Medical  As- 
sociation. 


had  taken  pride  in  publishing  The  Journal  for 
many  years  was  forced  out  of  business,  I am 
happy  to  report  that  everything  is  looking  much 
better  for  The  Journal  than  it  did  some  six 
months  ago.  It  has  been  quite  a logistics  prob- 
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lem  but  I’m  informed  almost  all  of  them  will  be 
worked  out  shortly. 

The  West  Virginia  Medical  Journal  is  a 
monthly  publication  containing  scientific  arti- 
cles of  general  medical  interest  and  most  im- 
portantly a vehicle  for  the  membership  to  com- 
municate with  each  other  through  announce- 
ments concerning  state,  regional  and  national 
meetings  — not  to  mention  the  ever-increasing 
number  of  continuing  courses  in  medical  edu- 
cation. 

Editorials  published  in  The  Journal  are  fre- 
quently reprinted  elsewhere  which  speaks  well 
for  the  caliber  of  the  members  of  the  Publica- 
tion Committee. 

Yes,  there  also  is  a page  given  over  to  the 
President  in  each  issue  — and  I have  thorough- 
ly enjoyed  voicing  personal  opinions  in  this 
space  and  hope  that  at  least  a few  of  my  mes- 
sages have  been  read. 

Medical  Education 

In  the  field  of  medical  education,  this  meet- 
ing with  the  scientific  and  housekeeping  duties 
incumbent  upon  any  organization  — plus  the 
Mid-Winter  Clinical  Conference  — are  the  or- 
ganization's main  endeavors  in  the  field  of  con- 
tinuing medical  education.  These  are  important 
responsibilities  which  your  Association  is  happy 
to  accept  and  we  plan  to  continue  to  discharge 
them  in  a manner  which  will  please  you. 

In  addition  to  these  two  big  educational  con- 
ferences, we  must  also  recognize  and  congratu- 
late Dr.  Pat  A.  Tuckwiller  and  the  members 
of  his  hard-working  Committee  on  Medical  Edu- 
cation and  Hospitals.  In  addition  to  reviewing 
our  own  educational  programs,  the  Committee 
is  the  main  accrediting  body  for  all  the  edu- 
cational programs  planned  by  hospitals  through- 
out the  State. 

The  work  of  the  Committee  is  not  an  easy 
chore  but  the  members  have  done  a wonderful 
job— not  only  this  year  but  for  many  years  in 
the  past. 

Dr.  Tucker  And  The  TRIP  Program 

The  Association,  as  well  as  the  citizens  of 
West  Virginia,  owe  many  thanks  to  Dr.  Eldon 
B.  Tucker  of  Morgantown.  Doctor  Tucker  has 
served  as  Chairman  of  our  Committee  on  Aging 
for  many  years  and  was  instrumental  in  sowing 
the  seeds  of  the  new  Transportation  Remunera- 
tion Incentive  Program  (TRIP). 

Doctor  Tucker  put  all  his  energy  behind  the 
establishment  of  TRIP  which  will  help  to  re- 
imburse our  senior  citizens  for  their  transpor- 
tation expenses.  This  is  the  first  program  of  its 


kind  in  the  country  and  this  type  of  commitment 
and  dedication  is  exactly  what  this  Associa- 
tion is  doing  and  plans  to  continue  in  the  fu- 
ture. 

Legislation 

The  field  of  legislation  is  a touchy  subject  but 
one  in  which  we  must  become  active  and  stay 
involved  in  now  more  than  ever  before.  We 
should  be  particularly  pleased  with  a couple 
of  changes  made  in  the  insurance  law  which 
will  now  make  it  possible  for  our  patients  to 
know  what  benefits  they  can  expect  from  their 
insurance  policies  before  they  enter  hospitals 
seeking  help  for  their  illnesses. 

We  owe  many  thanks  to  the  Insurance  Com- 
missioner — who  with  the  help  of  our  Legis- 
lative Committee  and  other  interested  groups, 
have  been  able  to  convince  the  Legislature  to 
enact  an  insurance  bill  into  law  which  may  be 
regarded  as  a model  for  the  rest  of  the  country. 

I would  like  to  commend  the  Medical  Li- 
censing Board  and  the  Legislature  for  chang- 
ing the  licensing  law  during  the  past  session 
to  make  West  Virginia  a more  attractive  place 
for  young  physicians  to  practice  and  raise  fam- 
ilies. 

The  law  has  been  changed  so  that  our  citi- 
zens will  be  assured  that  thev  will  have  access 
to  the  services  of  highly  trained  and  qualified 
physicians.  The  law  was  amended  to  remove 
the  citizenship  requirement  and  those  physi- 
cians who  are  board  certified  may  now  be  li- 
censed without  passing  an  examination. 

I shall  be  the  first  to  admit  the  FLEX  ex- 
amination is  difficult  — even  for  some  of  the 
graduates  of  our  American  medical  schools  and 
especially  for  those  foreign  medical  graduates 
now  in  residency  training  or  practicing  on  tem- 
porary licenses  under  supervision  of  licensed 
physicians  in  the  State.  It  is  my  belief,  how- 
ever, that  we  must  preserve  the  highest  quality 
medical  care  in  West  Virginia  and  almost  — 
if  not  all— of  the  licensing  boards  in  the  United 
States  have  adopted  the  same  type  of  licensing 
examination  (FLEX).  Therefore,  we  are  not 
alone  in  making  sure  our  patients  receive  treat- 
ment from  physicians  fully  trained  and  capable 
of  providing  the  best  medical  care  possible. 

Now,  all  of  this  just  doesn’t  happen  auto- 
matically. Dr.  Frank  J.  Holroyd  has  served  as 
Chairman  of  the  Legislative  Committee  for  a 
number  of  years  and  certainly  his  experience 
and  dedication  cannot  be  overlooked.  It  is  im- 
portant to  remember  that  members  of  the  Legis- 
lative Committee  respond  quickly  to  any  words 
of  advice  Doctor  Holroyd  relays  from  messages 
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received  almost  daily  from  the  headquarters 
office  in  Charleston— especially  while  the  Legis- 
lature is  in  session.  As  you  know,  this  has  al- 
most become  a year-round  proposition. 

I personally  want  to  thank  each  and  every 
member  of  the  Legislative  Committee.  These 
physicians  are  selected  carefully  and  can  be 
counted  upon  to  go  to  work  when  help  is  need- 
ed at  the  Capitol  in  Charleston.  It  is  no  coin- 
cidence that  we  have  a pretty  good  batting 
average  in  either  promoting  or  opposing  legis- 
lation which  assures  our  citizens  in  the  State  of 
quality  medical  care. 

Scholarships  For  Medical  Students 

I would  now  like  to  discuss  briefly  some  other 
very  important  activities  of  the  Association.  For 
years  we  awarded  four-year  scholarships  to  two 
first-year  students  enrolled  in  the  West  Virginia 
University  School  of  Medicine  — which  took 
a bite  of  $8,000  from  the  annual  dues  collected 
from  our  members. 

In  1973  this  House  of  Delegates  voted  to 
increase  the  number  of  scholarships  from  two 
to  four  — which  in  a couple  of  more  years 
will  mean  the  Association  will  be  contributing 
$16,000  a year  to  16  deserving  medical  students 
in  Morgantown. 

Let  me  tell  you  it's  a most  difficult  job  for 
our  Medical  Scholarships  Committee  to  screen 
out  just  four  from  the  large  number  of  students 
who  apply  each  year.  The  members  of  that  im- 
portant Committee  deserve  much  praise  for 
spending  at  least  two  days  in  Morgantown  each 
Spring  interviewing  the  applicants  and  I call 
this  a dedicated  piece  of  work.  Furthermore, 
it  is  my  understanding  through  the  years  that 
attendance  by  members  of  the  Committee  is 
almost  always  100  per  cent! 

In  the  last  10  years  we  have  experienced  ap- 
proximately a 70  per  cent  recovery  rate  of  these 
scholarship  recipients  for  the  State  of  West  Vir- 
ginia. A few  who  have  graduated  are  still  in 
training  and  fulfilling  service  obligations  which 
could  even  boost  this  figure.  Seventy  per  cent 
of  these  young  men  and  women  are  returning 
to  West  Virginia  to  practice  medicine  and  I 
believe  this  is  something  the  Association  and 
you  as  members  can  look  upon  with  a great 
deal  of  pride.  It  is  my  hope  that  our  success  in 
this  endeavor  will  encourage  other  groups  to 
establish  similar  programs. 

AMA-ERF 

Another  way  we  help  the  School  of  Medi- 
cine each  year  is  through  our  contributions  to 
the  AMA-ERF  which  also  provides  much  need- 


ed assistance.  We  all  realize,  of  course,  that  the 
real  workers  in  this  splendid  cause  are  the  mem- 
bers of  our  Woman’s  Auxiliary.  They  have  given 
this  project  top  priority  through  the  years. 

Medical  Economics 

I believe  one  of  the  most  important  respon- 
sibilities of  this  Association  is  to  represent  our 
members  in  negotiations  with  third-party  agen- 
cies. 

Let  me  assure  you  that  this  year  the  members 
of  your  Council  received  the  most  thorough, 
scholarly  and  thought-provoking  presentations 
by  the  Chairman  of  the  Medical  Economics 
Committee,  Dr.  Carl  J.  Roncaglione.  I don’t 
know  how  many  hours  he  must  have  spent  in 
preparing  these  reports  but  let  me  be  the  first 
to  say  he  is  due  a round  of  applause  and  tre- 
mendous amount  of  thanks  for  a job  well  done. 

Professional  Liability  Insurance 

There  is  no  doubt  one  of  the  biggest  prob- 
lems we  all  face  lies  in  the  ever-present  threat 
of  medical  liability  claims. 

Through  our  State  Medical  Association  we 
are  still  able  to  purchase  — admittedly  rather 
costly  — professional  liability  insurance.  We 
have  the  ability  and  mechanism  to  review  these 
law  suits  and  determine  how  best  to  educate 
our  physicians  against  ever  being  subjected  to 
same. 

I can  look  into  the  not  too  distant  future 
and  see  how  young  physicians  just  completing 
their  training  might  not  be  able  to  afford  to 
pay  the  premium  for  this  insurance.  Ultimately 
this  situation  can  mean  that  these  physicians 
will  elect  to  enter  institutional  rather  than  pri- 
vate practice. 

Please  be  assured  this  matter  is  receiving  the 
full  attention  of  the  Insurance  Committee  and 
Council  and  hopefully  we  will  be  successful  in 
bringing  about  changes  in  the  law  to  ease  the 
problem. 

West  Virginia  Medical  Institute,  Inc. 

You  will  recall  we  discussed  the  West  Vir- 
ginia Medical  Institute  a bit  frankly  this  morn- 
ing. You  probably  know  by  now  my  own  county 
medical  society  — in  a well-worded  and  honest- 
ly conducted  survey  — voted  overwhelmingly 
against  the  PSRO  law.  The  results  were  a bit 
frightening. 

But,  we  have  to  talk  about  the  art  of  the 
possible.  Like  many  have  said  — we  don’t  like 
income  taxes  but  we  have  to  pay  them.  Few  of 
us  like  the  PSRO  law.  We  believe  it  was  one 
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of  the  worst  pieces  of  legislation  ever  thrust 
upon  the  medical  profession. 

I do  believe,  however,  that  we  have  the 
mechanism  within  our  own  West  Virginia  Med- 
ical Institute  to  make  the  PSRO  law  work  to 
the  advantage  of  both  physicians  and  our  pa- 
tients. It  can  and  should  be  an  educational  tool 
where  we  will  have  an  opportunity  to  review 
our  work  — see  what  we’re  doing  well  and 
what  we  are  not  doing  so  well. 

I certainly  don’t  want  to  put  PSRO  into  the 
hands  of  the  laity.  It  properly  and  of  necessity 
must  remain  in  the  hands  of  professional  groups. 
Personally,  I would  be  most  happy  to  have  my 
own  work  reviewed  by  a competent  practition- 
er in  my  specialty  of  urology  — but  never  by 
an  incompetent  bureaucrat  in  Washington  or 
elsewhere  who  would  never  be  able  to  figure 
out  what  I am  doing  and  why. 

Then  there  is  the  matter  of  confidentiality. 
We  have  within  the  structure  of  the  Institute 
an  opportunity  to  make  this  PSRO  law  work.  I 
don’t  believe  for  one  minute  that  the  responsi- 
bility of  long  periods  of  hospitalization  lies 
solely  with  the  physician.  Inefficient  hospital 
administration  may  prolong  stay  in  hospitals 
and  increase  the  physicians’  waiting  time  un- 
necessarily. 

I believe  we  can  address  ourselves  to  these 
matters  if  we  maintain  control  of  and  monitor 
the  activities  of  our  own  West  Virginia  Medical 
Institute. 

Your  Headquarters  Staff 

Before  I conclude  these  remarks,  I would  be 
remiss  if  I didn’t  mention  the  fact  that  we  have 
the  finest  headquarters  staff  of  any  state  medi- 
cal association  in  the  country.  How  about  that! 

Our  staff  of  four  makes  sure  all  of  these  things 
I have  talked  about  are  accomplished.  You  have 
Bill  Lively  and  Custer  Holliday— plus  the  two 
most  competent  gals  yon  have  ever  known  and 
who  actually  keep  all  of  us  on  our  toes— Mrs. 
Mary  Hamilton  and  Mrs.  Sue  Shanklin. 

I also  don’t  want  to  forget  Charlie  Lewis,  the 
Executive  Director  of  the  Institute,  although 
he  isn’t  regularly  connected  in  any  way  with  the 
Association.  He  was,  however,  a former  full-time 
staff  member  before  assuming  the  difficult  task 
of  making  the  Institute  a reality  while  bucking 
difficult  and  frustrating  obstacles  along  the  way. 

Anyway,  our  staff  of  four  (which  does  the 
work  of  20)  takes  care  of  the  day-by-day  ac- 


tivities of  an  Association  composed  of  essentially 
1,400  active  members.  I am  sure  you  will  agree 
they  are  due  our  heartfelt  thanks  and  applause. 

Directions  for  the  Future 

It  is  my  earnest  belief  that  we  must  create  a 
mechanism  within  the  Association  to  encourage 
our  younger  physicians  to  start  moving  up 
through  the  chairs  of  the  organization  at  a 
faster  pace. 

This  morning  we  heard  Dr.  John  W.  Trau- 
bert  outline  the  new  residency  programs  in  fam- 
ily practice  being  implemented  at  two  hospitals 
in  the  State,  with  a third  to  be  established 
shortly.  We  have  viable  and  excellent  residency 
programs  in  almost  all  specialty  groups  in  hos- 
pitals throughout  the  State. 

We  must  make  our  State  more  attractive  to 
these  young  physicians  and  their  families.  Also, 
we  must  make  it  possible  for  young  physicians 
to  talk  with  us  and  become  active  in  the  local, 
state  and  national  medical  organizations. 

Your  Duty  As  A Citizen 

In  conclusion,  let  me  ask  you  a question. 
What  have  you  done  for  your  Association?  Ob- 
viously you  have  worked  hard  in  your  local  so- 
cieties or  else  you  wouldn’t  be  representing 
your  colleagues  in  this  room  on  a lovely  Summer 
afternoon  when  you  could  be  outside  enjoying 
everything  this  beautiful  resort  hotel  has  to  offer 
in  the  way  of  recreational  activities  or  just  plain 
relaxing. 

But  what  else  are  you  doing  for  your  Asso- 
ciation? Not  directly— but  indirectly.  How  many 
of  you  are  supporting  or  working  for  a candi- 
date or  candidates  running  for  office  in  the  No- 
vember general  election?  How  many  of  you  are 
giving  up  your  precious  spare  time  to  run  for 
an  elective  public  office  How  many  of  you  are 
participating  in  affairs  of  government  on  the  city 
or  county  levels? 

We  are  living  through  a medical  revolution 
and  we  are  going  to  see  more  and  more  the  ac- 
tive participation  of  the  third  parties  in  im- 
portant medical  decisions.  It  is  in  the  best  in- 
terest of  our  patients  that  these  planning 
agencies  and  councils  have  a fair  representation 
of  physicians  on  their  boards. 

I have  enjoyed  serving  as  your  President 
during  the  past  year  and  sincerely  appreciate 
the  wonderful  cooperation  you  have  given  me 
during  my  term  of  office. 
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Special  Article 


Pre-Hospital  Coronary  Care  in  West  Virginia 

William  H.  Carter , M.D. 


A 60-year-old  white  male  developed  chest 
pain  and  collapsed  in  minutes  while  work- 
ing in  his  yard  in  Charleston,  West  Virginia  on 
May  14,  1974.  A certified  ambulance  paramedic 
was  summoned  and  he  successfully  defibril- 
lated  the  patient.  After  a stormy  few  days  which 
included  several  repeated  episodes  of  ventricu- 
lar fibrillation,  the  patient’s  course  stabilized 
and  he  was  discharged  from  the  hospital  on 
June  12,  1974,  with  only  mild  disability. 

This  was  the  first  successful  defibrillation  of 
a cardiac  victim  by  a certified  paramedic  in 
West  Virginia.  I shall  discuss  the  history  and 
development  of  pre-hospital  coronary  care 
worldwide  in  general  and  West  Virginia  in 
particular. 

Coronary  artery  disease  is  reported  to  have 
caused  8,274  deaths  in  West  Virginia  in  1972, 
which  represents  40  per  cent  of  all  deaths  over 
the  age  of  45  for  the  year.  From  epidemiological 
data  gathered  elsewhere,  it  is  reasonable  to  as- 
sume that  over  50  per  cent  of  patients  dying 
of  myocardial  infarctions  in  West  Virginia  died 
within  the  first  hour  of  developing  chest  pain. 
Younger  patients  tend  even  more  to  die  sudden- 
ly. Moreover,  a large  percentage  die  not  from 
a “massive  heart  attack”  with  shock  or  rupture, 
but  rather  from  reversible  ventricular  fibrillation 
which  commonly  occurs  early  during  even  very 
small  myocardial  infarctions.2'3 

Several  approaches  can  reduce  the  mortality 
from  sudden  cardiac  deaths:  (1)  Patients  and 
physicians  must  appreciate  the  need  to  identify 
those  patients  about  to  have  a myocardial  in- 
farction, i.  e.,  those  patients  with  new  or  instable 
angina.  Prompt  hospitalization  probably  reduces 
the  incidence  of  myocardial  infarction  and  cer- 
tainly the  ability  to  institute  immediate  drug 
and  electrical  therapy  enhances  the  survival  of 
a myocardial  infarction  if  it  occurs  during  hos- 
pitalization. (2)  Provide  means  of  early  defini- 
tive care  before  the  patient  reaches  the  coro- 
nary care  unit,  especially  in  emergency  rooms 
and  ambulances.  Transit  times  in  urban  areas 
is  relatively  short,  but  in  rural  areas  such  as 
present  in  West  Virginia,  the  very  fact  that  a 
patient  did  not  fibrillate  during  the  30  to  60 
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minute  ambulance  ride  to  the  hospital  implies 
a good  prognosis. 

History  of  Mobile  Coronary  Care  Units 

Pantridge  in  Ireland  first  demonstrated  that 
physicians  in  mobile  vans  could  affect  long- 
term survival  from  myocardial  infarctions.4 
Specially  trained  paramedics  and  firemen  have 
subsequently  been  able  to  achieve  similar  re- 
sults in  this  country,  not  only  in  special  “car- 
diac vans”  but  standard  rescue  vehicles  used 
in  other  non-cardiac  emergencies.5  Thus,  grad- 
ually the  system  has  evolved  in  an  economically 
feasible  pre-hospital  care  system  for  many  areas 
of  the  country.  Still,  however,  most  of  the  coun- 
try has  not  developed  an  effective  system  for 
immediate  care  of  the  cardiac  victim.  Subse- 
quent discussion  will  concern  efforts  in  West 
Virginia  to  provide  definitive  care  for  coronary 
care  patients  in  the  ambidances. 

Present  Status  of  Pre-Hospital  Coronary 
Care  in  West  Virginia 

In  1972,  the  West  Virginia  Legislature  passed 
a bill  (SB  281)  which  provided  that  paramedics 
certified  by  the  State  Health  Department  (des- 
ignated as  “Mobile  Intensive  Care  Paramedics”) 
may  defibrillate  pulseless  patients  and  may  ad- 
minister IV  fluids  and  certain  medications  if 
permission  is  verbally  received  (usually  by 
radio)  from  a physician.  At  present,  medications 
are  limited  to  lidocaine,  atropine,  pentazocain 
(Talwin),  and  epinephrine.  It  is  felt  that  these 
drugs  have  the  greatest  potential  to  save  a pa- 
tient during  the  first  hour  of  a myocardial  infarc- 
tion and  at  the  same  time  have  the  least  po- 
tential to  do  harm. 

Certainly  other  medications  such  as  digitalis, 
pressor  agents,  isoproterinol  ( Isuprel),  and  mor- 
phine may  on  occasion  be  life-saving;  however, 
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their  toxicity  would  demand  more  extensive 
training.  Transmission  of  the  EKG  by  telemetry 
is  not  only  expensive  but  technically  difficult  in 
mountainous  terrain  and  is  not  required  by  the 
present  State  law.  Areas  where  it  is  economically 
and  technically  feasible  can,  if  so  desired,  use 
such  systems. 

State  certification  of  ambulance  personnel  in- 
volve two  levels  of  training  that  must  be  clearly 
distinguished.  ENlT’s  (emergency  medical  tech- 
nicians) are  certified  after  completion  of  the 
basic  80-hour  course  established  by  the  Ameri- 
can College  of  Orthopaedic  Surgeons.  Basic 
first-aid,  cardiopulmonary  resuscitation,  splint- 
ing, and  other  trauma  management  are  taught 
but  EMT’s  are  not,  in  contrast  to  mobile  in- 
tensive care  paramedics  (MICP’s),  certified  to 
defibrillate  patients,  start  IV’s,  or  give  medica- 
tions. MICP’s  are  certified  EMT’s  who  then  re- 
ceive an  additional  minimum  of  90  hours  of 
training  (30  hours  of  didactic  lecture  and  60 
hours  of  in-hospital  training)  with  an  emphasis 
on  cardiovascular  physiology,  arrhythmias,  basic 
pharmacology  and  use  of  a defibrillator.  Trainees 
who  have  not  had  previous  U.S.  military  corps- 
men  training  may  require  additional  hours. 

Training  Considerations : MICP  candidates 

are  required  to  have  a high  school  degree  or 
an  equivalent.  For  obvious  reasons,  veteran 
corpsmen  have  been  particularly  easy  to  train. 
Paid  paramedics  are  preferred  over  volunteers 
since  experience  has  demonstrated  better  at- 
tendance records  during  the  courses,  although 
certain  highly  motivated  rescue  squads  could 
be  trained.  The  present  90  hours  of  required 
training  represents  minimum  requirements. 
Many  trainees  may  require  longer  training.  Pos- 
sibly future  training  requirements  will  be  in- 
creased. As  of  May  1974.  100  paramedics  have 
been  trained  locally  at  Charleston,  Huntington, 
Bluefield  and  Beckley,  and  all  have  passed  state 
examinations. 

Classes  for  MICP’s  may  be  given  on  local  or 
regional  levels.  Course  outlines  are  provided  by 
the  State  Health  Department.  Since  replace- 
ments are  frequently  needed  from  year  to  year, 
retraining  a few  paramedics  would  strain  the 
medical  education  resources  of  many  communi- 
ties. The  Area  Health  Education  Center 
(AIIEC)  of  the  Charleston  Area  Medical  Cen- 
ter started  continual  classes  for  both  EMT’s  and 
MICP’s  in  January  1974.  Thus,  small  communi- 
ties may  have  a few  paramedics  trained  with- 
out requiring  the  organization  of  a 90-hour 
course.  Possibly  community  colleges  may  play 
a similar  role  in  the  future. 


The  State  Health  Department  approves  the 
curriculum  planned  for  a paramedic  course,  then 
tests  and  certifies  those  paramedics  passing  the 
tests.  Our  experience  indicates  poor  retention  of 
the  MICP  curriculum  unless  the  community  has 
an  ambulance  system  ready  for  prompt  applica- 
tion of  their  knowledge.  Retesting  will  be  re- 
quired at  specified  intervals. 

Local  physicians  must  work  closely  with 
paramedics  regardless  of  where  they  are  trained 
in  order  to  assure  success,  and  in  Charleston 
MD’s  meet  weekly  with  paramedics  during  the 
first  six  months  of  the  operation  and  will  meet 
at  specified  intervals  following  that.  Continual 
education  of  new  paramedic  “interns”  is  vital. 
All  cases  monitored  each  week  are  discussed 
with  the  physicians  to  assure  that  the  entire 
paramedic  group  obtains  maximum  education 
from  each  case. 

Full-time  emergency  room  physicians  at 
Charleston  Area  Medical  Center  at  present  pro- 
vide immediate  verbal  communications  with 
paramedics.  Backup  is  also  provided  on  an 
almost  24-hour  basis  by  a physician  especially 
interested  in  emergency  medicine,  Dr.  Frederick 
M.  Cooley,  who  carries  a portable  transmitter. 
It  is  possible  this  latter  system  could  be  used 
exclusively  in  locations  where  full-time  coverage 
of  emergency  room  physicians  cannot  be  ar- 
ranged. 

Role  of  State  Organizations 

( 1 ) The  West  Virginia  State  Medical  Associa- 
tion initially  was  instrumental  in  lobbying  for 
passage  of  ambulance  legislation.  The  State 
Medical  Association  has  served  as  a forum  for 
communication  between  MD’s  interested  in 
emergency  health  care.  State  level  education 
conferences  have  already  been  sponsored  with 
the  State  Health  Department  to  upgrade  phy- 
sician education  and  emergency  health  care. 
Most  important,  local  medical  societies  will  need 
to  provide  needed  manpower  for  initial  educa- 
tion and  continuing  paramedic  education  once 
an  emergency  system  is  instituted. 

(2)  The  State  Health  Department  in  West 
Virginia  provided  initial  research  into  the  leg- 
islation and  the  practical  mechanics  of  other 
states’  systems  of  ambulance  pre-coronary  care. 
Training  materials  and  education  expertise  has 
been  provided  by  the  State  to  localities.  A re- 
gional training  program  has  been  implemented 
in  conjunction  with  the  AHEC  at  the  Charleston 
Area  Medical  Center  as  mentioned  previously. 
Finally,  the  certification  and  recertification  of 
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paramedics  will  be  the  responsibility  of  the 
State  Health  Department. 

(3)  Local  governments,  either  county  or  city, 
must  provide  funds  for  ambulances,  paid  para- 
medics and  specialized  cardiac  equipment. 
These  funds  may  come  from  general  revenue 
funds  such  as  is  the  case  in  Charleston,  or  ob- 
tained from  special  federal  funding  such  as 
had  been  done  in  the  Southern  part  of  the  State 
through  the  Appalachian  Regional  Commission 
(ARC).  The  development  of  relatively  light, 
portable,  battery-operated  defibrillators  and 
electrocardiograms  have  enabled  standard 
rescue  vans  to  be  equipped  for  basic  coronary 
care  for  an  approximate  additional  $4,000  per 
van.  The  greatest  expense  involves  personnel; 
however,  other  areas  unable  to  pay  full-time 
paramedics  already  have  trained  existing  public 
servants,  such  as  firemen  and  policemen. 

(4)  The  Heart  Association,  like  the  medical 
association,  may  provide  a means  of  statewide 
communication  for  interested  physicians;  or  lay 
education  which  stresses  warning  signs  of  in- 
farction would  decrease  patient  delay  in  coming 
under  definitive  care.  Finally,  mass  training  of 
lay  personnel  and  CPR  may  be  undertaken, 
such  as  has  been  provided  in  Seattle,  Washing- 
ton, where  by  1973,  40,000  lay  people  had  been 
instructed  in  cardiopulmonary  resuscitation. 
This  experience  suggests  that  even  less  than 
maximally  effective  CPR  by  lay  people  could 
provide  enough  cerebral  blood  flow  to  prevent 
irreversible  brain  damage  during  the  few  min- 
utes before  definitive  care  arrives.  In  Charles- 
ton just  prior  to  publication  a 43-year-old  male 
in  ventricular  fibrillation  received  CPR  from 
two  lay  personnel  during  the  five-minute  delay 
before  definitive  care  could  be  administered  by 
MICP’s.  This  supportive  care  was  clearly  life- 
saving in  this  patient. 

(5)  Local  hospitals  usually  must  become  in- 
volved to  insure  success  in  such  a program. 
Radio  and  telemetry  usually  will  be  received  in 
the  emergency  room  or  CCU  for  the  local  hos- 
pital where  a physician  then  can  give  verbal 
permission  to  administer  medications  and  fluids. 
In  community  hospitals,  immediate  physician 


coverage  is  more  common  in  emergency  rooms 
than  in  coronary  care  units.  Thus,  the  emer- 
gency room  frequently  will  have  to  handle 
communications  with  paramedics.  Physicians 
who  cover  emergency  rooms  frequently  have 
had  little  training  in  cardiology  and  may  be 
reluctant  to  assume  the  responsibility  of  approv- 
ing the  administrations  of  cardiac  medications 
by  paramedics.  Hospitals  then  must  utilize 
teaching  resources  of  local  and  state  agencies 
mentioned  above  to  provide  continual  education 
of  MD’s  providing  such  coverage. 

General  Comments 

A successful  statewide  system  for  pre-hospital 
coronary  care  should  have  the  cooperation  of 
all  the  above  groups  of  agencies  to  assure  suc- 
cess. Certifications  and  standards  must  insure 
safe  administration  of  care  but  also  not  be  so 
restrictive  that  it  would  be  economically  impos- 
sible for  local  areas  to  start  programs  without 
federal  grants.  For  example,  most  areas  cannot 
afford  specialized  “cardiac  vans”  but  must  use 
the  same  vehicles  and  personnel  to  handle  both 
medical  and  surgical  emergencies.  EKG  tele- 
metry may  be  practical  in  some  areas  but  is 
not  only  expensive  but  technically  difficrdt  in 
rural  mountainous  areas.  At  present,  certain 
areas  do  not  have  the  resources  to  develop  a 
workable  plan.  It  seems  unreasonable  to  expect 
all  rural  areas  in  this  country  to  have  such 
advanced  ambulance  systems  today  without 
overtaxing  present  medical  resources.  Only  a 
small  portion  of  Great  Britain,  which  originated 
this  concept,  has  such  services. 

Summary 

Treatment  of  patients  in  the  first  hour  of  a 
myocardial  infarction  by  ambulance  paramedics 
in  other  areas  lessens  mortality  significantly. 
Certified  ambulance  paramedics  in  West  Vir- 
ginia recently  started  successful  definitive 
cardiac  care  in  ambulances.  Success  of  this  sys- 
tem requires  cooperation  of  state  and  local  med- 
ical societies,  the  State  Health  Department,  the 
state  and  local  heart  associations,  local  hospitals 
and  the  local  government.  Structure  of  any  local 
program  must  be  geared  to  the  local  needs  and 
resources. 
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Congenital  Syphilis  - A Review 

Stephen  P.  Herman , M.  D. 


'TpHE  history  and  folklore  surrounding  the  dis- 
ease  we  call  syphilis  is  as  rich  and  colorful 
as  the  illness’s  clinical  manifestations  are  pro- 
tean. No  attempt,  however,  will  be  made  in  this 
review  to  cover  historic  syphilology  nor  the  ac- 
quired form  of  the  disease.  This  essay  will  at- 
tempt to  touch  upon  the  salient  features  of 
congenital  syphilis  in  an  effort  to  alert  the  phy- 
sician to  the  increasing  occurrence  of  this  de- 
vastating disorder. 

Epidemiology 

It  is  customary  to  begin  a review  of  a clinical 
entity  with  public  health  statistics  in  order  to 
place  the  illness  in  an  epidemiological  prospec- 
tive. With  a venereal  disease  of  any  sort,  how- 
ever, such  statistics  are  generally  inadequate 
markers  of  incidence  and  prevalence,  due  to 
under-reporting  and  missed  diagnosis.  However, 
what  figures  are  available  are  nevertheless  im- 
portant. There  were  106,000  new  cases  of  con- 
genital syphilis  of  all  ages  reported  nationally  in 
1947,  with  a continuous  decline  by  95  per  cent 
to  6,000  in  1957.  In  1964,  however,  a slow  but 
persistent  upward  trend  was  noted,  and  15,000 
new  cases  were  reported  in  1968.  But  it  is  esti- 
mated that  in  that  year  alone  perhaps  60,000 
cases  went  unreported.1 

In  1971,  in  the  United  States,  2,052  cases  of 
congenital  syphilis  in  the  0 to  10-year-age  group 
were  reported.  The  figure  for  the  same  age 
group  was  1,758  in  1972. 2 The  incidence  in  the 
State  of  West  Virginia  for  the  past  decade  is 
shown  in  Figure  1.  The  chart  is  divided  into 
three  categories  — the  newborn  period,  infancy 
to  10  years  of  age  and  totals  for  all  age  groups 
each  year.  It  is  interesting  to  note  that  West 
Virginia’s  congenital  syphilis  rate  in  fiscal  year 
1973  was  2.0  per  100,000  population  while  na- 
tional statistics  reflected  only  a 0.8  rate  per 
100.000.3  The  State’s  rate  reflects  two  and  one- 
half  times  the  national  average. 

Figure  2 provides  a summary  of  all  cases  of 
presumed  congenital  syphilis  seen  at  the  West 
Virginia  University  Medical  Center  since  the 
Hospital  opened  its  doors.  There  was  only  one 
newborn  included  in  this  list,  primarily  for  in- 
terest, in  which  no  disease  was  found;  the  rest 
are  18  years  of  age  or  older,  pointing  out  the 
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important  fact  that  this  illness  may  go  un- 
noticed until  well  into  adulthood. 

The  Biologic  Trinity — Mother,  Placenta,  Fetus 

To  understand  the  pathophysiology  of  con- 
genital syphilis  one  must  conceptualize  in  terms 
of  mother,  placenta  and  fetus  acting  as  a unit 
— all  affected  in  some  way  by  the  Treponema 
pallidum.  This  spirochete  has  a spiral  mor- 
phology of  0.2  millimicrons  in  width  by  5 to  15 
millimicrons  in  length.  The  spiral  coils  are  one 
millimicron  apart.  The  organisms  are  so  thin 
that  they  can  best  be  seen  by  dark  field  illumina- 
tion. They  ordinarily  divide  by  transverse  fission. 
They  may  form  cyst-like  structures  and  possibly 
have  a reproductive  cycle.  They  have  never 
been  grown  in  vitro.4 

A pregnant  woman  with  syphilis  often  has  no 
primary  lesion,  or  else  the  chancre  may  be  con- 
cealed.5 As  part  of  general  antenatal  care,  a 
serologic  test  for  syphilis  is  done  — usually  in 
the  first  trimester.  If  the  test  is  negative  usually 

FIGURE  1 


CONGENITAL  SYPHILIS  IN  W,  V A.  - PAST  DECADE 
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1 

31 
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no  follow-up  tests  are  performed,  although  a 
mother’s  contracting  of  the  disease  late  in 
pregnancy  can  be  devastating  to  the  fetus. 
Adequate  therapy  before  the  fourth  month  will 
almost  always  prevent  infection  in  the  newborn. 
Adequate  treatment  after  18  weeks  will  bring 
about  in  utero  cure  if  infection  has  occurred,  but 
this  may  not  prevent  bone  or  joint  involvement, 
neural  deafness  or  interstitial  keratitis  in  the 
newborn.6 

In  the  untreated  sero-positive  mother,  the 
fetus  may  still  be  protected  from  spirochete  in- 
vasion through  the  first  trimester.1  This  phenom- 
enon has  been  thought  to  be  due  to  a protective 
mechanism  of  Langhans’  layer  of  the  placental 
trophoblast,  involuting  after  about  four  months’ 
gestation.  Benerschke7  disputes  this  claim,  how- 
ever, noting  that  other  microorganisms  can  get 
by  the  inter-villous  spaces  of  the  trophoblast 
during  the  first  half  of  pregnancy.  He  also  noted 
that  the  Langhans’  layer  of  epithelium  does  per- 
sist throughout  gestation  but  becomes  thinner 
and  is  not  easily  seen  by  staining. 

If  syphilis  has  gone  undetected  throughout 
gestation  there  is  an  80  to  90  per  cent  chance 
of  neonatal  infection  in  the  first  year,  a declin- 
ing rate  after  the  second  year  and  a rare  oc- 
currence after  four  years.  Yet,  if  the  fetus  is  in- 
fected, 25  per  cent  will  die  as  stillbirths  or  spon- 
taneous abortions,  another  25  per  cent  will  die 
soon  after  birth  and  50  per  cent  will  survive 
with  severe  infection.1 

Overt  placentitis  is  found  when  antenatal 
syphilis  is  diagnosed.7  There  is  a great  increase 
in  placental  weight  and  in  placental:  fetal 
weight  ratios  in  the  range  of  1:3  or  1:2.  The 
placenta  itself  is  pale  - yellowish,  bulky  and 
greasy  in  gross  appearance.  Histologically,  the 
villi  are  club-shaped,  cellular  and  sometimes 
agglutinated.  Often  a picture  of  chronic  villous 
inflammation  is  seen  with  a proliferative  peri- 
and  endo-vasculitis  with  plasma  cell  and  lym- 
phocytic infilitration.  Spirochetes  may  be  seen 
under  dark  illumination.  Benerschke7  hypothe- 
sizes that  in  utero  fetal  death  results  from  luetic 
endarteritis  of  the  placenta  leading  to  placental 
infarction,  ischemic  death  and  subsequent  fetal 
asphyxia. 

In  the  case  of  conception  resulting  in  twin 
births,  monozygotic  twins  usually  are  both  af- 
fected or  neither  is  affected.  With  double-ova 
twins,  one  newborn  may  not  be  affected.6 

Pathology 

The  newborn  with  syphilis  often  seems  well 
at  birth.  Active  symptoms  at  this  time  are  usually 


FIGURE  2 


SUMMARY  OF  CASES  OF  CONGENITAL  SYPHILIS  AT  W V U MEDICAL  CENTER 
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• Included  (or  interest  only,  no  active  disease  proven. 


of  bad  prognostic  significance.  The  “classic  pic- 
ture” of  the  affected  newborn  is  a child  with 
marasmus,  a pot  belly,  withered  skin  and  “old 
man”  facies  and  the  pseudoparalysis  of  Parrot.6 
The  most  common  physical  finding  in  any  series 
of  these  infants  is  hepatosplenomegaly.  In  Sax- 
oni’s8  series  of  18  cases  of  less  than  five  years  of 
age,  17  had  hepatomegaly  and  14  had  splenome- 
galy. Only  six  had  any  skin  manifestations  and 
three  had  snuffles,  the  characteristic  rhinitis  of 
congenital  lues. 

Oppenheimer  and  Hardy9  at  Johns  - Hopkins 
studied  autopsy  reports  of  47  cases  from  1940 
through  1969.  These  included  16  live-born  and 
31  macerated  neonates.  Of  the  16  live-bom 
studied,  all  had  hepatosplenomegaly  but  only 
two  had  snuffles.  Thirteen  others  presented  with 
abdominal  distention  and  13  were  of  low  birth 
weight.  Interestingly,  three  cases  had  no  ma- 
ternal history  of  syphilis.  Other  presenting  signs 
in  their  series  included  a petechial  rash,  skin 
ulcerations,  jaundice,  bulging  fontanelles  and 
thrombocytopenia.  Eleven  had  bone  lesions  com- 
patible with  congenital  syphilis. 

Neonatal  lues  can  affect  virtually  every  organ 
system  in  the  body.  The  histopathology  and  sub- 
sequent clinical  presentation  is  quite  variable 
from  case  to  case.  Certain  generalizations,  how- 
ever, may  be  made  about  microscopic  findings.9 
In  the  various  organ  systems  affected  one  finds 
an  intense  inflammatory  reaction  in  the  inter- 
stitial stroma  and  peri  - vascular  framework 
rather  than  in  the  parenchyma.  The  area  is  in- 
vaded by  mononuclear  cells,  macrophages, 
plasma  cells  and  lymphocytes  and  only  rarely 
by  polymorphonuclear  leukocytes.  With  massive 
inflammation  there  is  often  secondary  parenchy- 
mal damage  with  compression  atrophy  and 
eventual  obliteration  of  the  organ’s  integrity. 
With  decreasing  but  persistent  inflammation. 
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there  is  attempted  cellular  repair  with  prolifera- 
tion of  fibroblasts  and  collagen.  There  may 
also  be  extramedullary  hematopoiesis  not  only 
in  the  liver  and  spleen  but  also  in  the  kidneys, 
adrenals,  lungs,  intestines  and  skeletal  connec- 
tive tissue. 

The  skin  is  visibly  affected  in  about  55  per 
cent  of  patients  within  the  first  six  months  of 
life.  The  lesions  are  varied  and  may  consist 
of  peeling  of  the  hands  and  soles  and  maculo- 
papular  or  petechial  rashes.  Vesiculobulbous  le- 
sions are  uncommon  but  highly  diagnostic.  Peri- 
oral dermatitis  leads  to  atrophic  fissures  and  the 
characteristic  rhagades.  The  anogenital  region  is 
often  involved.  There  may  be  hemorrhagic  le- 
sions of  mucous  membranes,  and  these  are  in- 
fected with  the  Treponema.16 

The  primary  luetic  lesion  of  the  eye  is  inter- 
stitial keratitis,  seen  in  30  to  50  per  cent  of  con- 
genital cases.  It  is  more  common  in  females  and 
may  initially  present  unilaterally.  The  path- 
ophysiology involves  vascularization  of  the  cor- 
nea with  precipitation  of  cells  and  pigment  on 
the  posterior  surface  of  the  cornea.  Photophobia 
is  usually  present  but  ulceration  is  rare.  There 
may  be  concomitant  iritis  or  iridocyclitis  early 
in  the  illness  and  glaucoma  later  on.  The  prog- 
nosis for  the  lesion  of  interstitial  keratitis  is  gen- 
erally good  and  topical  steroids  are  of  benefit. 
Corneal  transplant  may  be  employed.16 

The  ear  is  often  affected  by  congenital  syphilis 
and  only  rarely  by  the  acquired  disease.  This 
may  present  as  a progressive  conductive  hear- 
ing loss  usually  occurring  in  middle  or  late  adult- 
hood. In  such  a person  with  no  other  outward 
signs  of  the  illness,  the  serology  may  be  strongly 
positive,  and  on  biopsy  spirochetes  may  be 
found  in  the  endochondral  bone  of  the  labyrin- 
thine capsule.  Kerr  et  al  10  recommend  using 
ampicillin  and  prednisone  (or  ACTH)  for  this 
lesion,  but  treatment  successes  are  varied. 

The  whitish,  sometimes  blood-tinged  nasal 
discharge  of  congenital  syphilis  is  snuffles,  and 
involves  obstruction  of  the  mucous  membranes. 
Often  presenting  with  excoriations,  it  is  a per- 
sistent rhinitis  lasting  into  the  first  six  months 
of  life  in  many  instances.  Later,  constant  irrita- 
tion can  result  in  nasal-septal  perforation,  malar 
hypoplasia  with  a flat  or  dish-shaped  facies  and 
the  characteristic  saddle  nose.16 

Congenital  syphilis  often  presents  with  a 
characteristic  dental  lesion.  The  so-called 
Hutchinsonian  central  incisors  of  the  permanent 
teeth  are  barrel-shaped  teeth.  They  tend  to  be 
short  and  narrow  with  a convergence  of  both 


lateral  margins  toward  the  cutting  edge  form- 
ing a notched  pattern.  Their  color  is  semi-trans- 
lucent instead  of  ivory,  and  the  first  molars  may 
also  be  involved.  These  notched  central  incisors 
may  be  a pathognomonic  sign  of  neonatal 
lues.16 

Most  of  the  internal  organ  systems  can  be 
affected  by  the  illness.  As  examples,  the  lungs 
of  the  newborn  may  be  immature  with  inter- 
stitial inflammation.9  Rarely  in  childhood  there 
may  be  syphilitic  valvular  heart  lesions.6  The 
gastrointestinal  tract  microscopically  shows  sub- 
mucosal inflammation  or  fibrosis.  Early  mon- 
onuclear cell  infiltration  leads  to  fibroblastic 
activity  with  a greater  increase  in  the  sub- 
mucosal width.  There  may  be  focal  abscesses 
throughout  the  GI  tract  and  secondary  Pseudo- 
monas enteritis.9  Hepatic  inflammation  leads  to 
hepatomegaly,  jaundice,  hypoproteinemia  and 
other  characteristic  signs  and  symptoms  of  liver 
dysfunction.1 

There  is  often  extensive  extramedullary  hem- 
atopoiesis within  the  sinusoids  and  portal  triads 
with  concomitant  inflammation  and  collagen  fi- 
brosis.9 There  may  be  peri-acinar  fibrosis  of  the 
pancreas1  with  a decrease  in  islet  cells  and  sub- 
sequent clinical  manifestations  of  pancreatic  fail- 
ure.9 Extramedullary  hematopoiesis  in  the 
splenic  sinusoids  leads  to  splenomegaly  and  the 
characteristic  “onion  skin  appearance  to  the 
organ.9  In  the  kidneys,  local  inflammation  and 
scarring  leads  to  tubular  injury9  and  a postu- 
lated immune  complex  glomerulo-nephritis  can 
lead  to  severe  renal  failure  or  nephrosis.12  In 
the  male  genitalia  there  may  be  intense  inflam- 
mation and  interstitial  fibrosis  of  the  semini- 
ferous tubules,  epididymis,  ducts  and  tunica.9 

The  skeletal  system  of  the  newborn  is  affected 
in  about  75  per  cent  of  cases.1  There  are  marked 
changes  in  the  metaphysis  of  long  bones  where 
normal  osteoid  tissue  is  replaced  by  syphilitic 
granulation.  There  is  increased  density  in  the 
zone  of  provisional  calcification  and  marked 
periostitis  with  subperiosteal  new  bone  forma- 
tion and  widening  of  cortical  bone.6  Bony  over- 
growth of  the  skull  leads  to  frontal  bossing  and 
maxillomandibular  prominence.  Osteoclastic  ac- 
tivity leads  to  rarefaction,  fragile  bony  spicules 
and  pathological  fractures.9  The  intense  pain 
and  tenderness  of  osteochondritis  results  in  dis- 
use of  limbs,  the  pseudoparalysis  of  Parrot.  Oste- 
itis of  the  phalanges  is  known  as  syphilitic  dacty- 
litis. Tibial  osteitis  results  in  the  characteristic 
saber-shin  deformity  and  the  unusual  unilateral 
thickening  of  the  inner  third  of  the  clavicle  is 
known  as  Higoumenakis’  sign.6 
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The  joints  are  often  involved,  especially  the 
knees.  Clutton’s  joints  usually  appear  in  middle 
and  late  childhood.  This  is  a syphilitic  synovitis 
without  bone  or  cartilage  involvement,  usually 
affecting  both  knees.  There  is  fever,  warmth 
and  pain.  The  joints  appear  to  respond  to 
steroids  but  not  penicillin  or  aspirin.  In  addition 
to  Clutton’s  joints,  there  may  be  a generalized 
arthritis.6 

Congenital  syphilis  frequently  affects  the  cen- 
tral nervous  system,  with  meningitis  — often 
asymptomatic  — occurring  in  40  to  50  per  cent 
of  cases.6  The  CSF  often  shows  a mononuclear 
pleocytosis  with  increased  protein,  decreased 
glucose  and  a positive  serology.1  Other  CNS 
manifestations  occurring  in  the  neonatal  period 
or  later  include  paralysis,  mental  retardation,  13 
intra-cranial  arterial  aneurysms14  and  mutism.15 

The  hematopoietic  system  often  reflects  a 
longstanding  syphilitic  infection  with  a macrocy- 
tic anemia  and  thrombocytopenia.8  Additionally, 
it  has  been  postulated  that  an  autoimmune 
phenomenon  affecting  red  blood  cells  leads  to 
paroxysmal  cold  hemoglobinuria  with  muscular 
cramping,  headaches,  hyperpyrexia  and  trans- 
ient hemoglobinuria  during  exposure  to  cold.6 

Diagnosis 

Biochemical  diagnosis  of  syphilis  is  an  often 
confusing  area  for  the  clinician  because  of  the 
plethora  of  tests  and  various  interpretive  ap- 
proaches. This  discussion  will  of  necessity  be 
limited  to  serologic  tests  relating  to  perinatal 
syphilis. 

If  a pregnant  woman  is  sero-positive  this  can 
never  be  considered  a biological  false-positive 
unless  specific  Treponema  tests  are  negative.  16 
If  they  are  positive,  the  mother,  of  course,  must 
be  treated.  In  any  infant  in  whom  congenital 
syphilis  is  suspected,  a serological  test  of  cord 
blood  should  be  done.  However,  this  test  must 
be  recognized  for  its  limitations.  A negative 
serologic  test  does  not  exclude  syphilis  because 
a recently  infected  infant  may  not  be  sero-posi- 
tive  for  some  time.  Conversely,  a positive  does 
not  necessarily  establish  the  diagnosis  since  this 
may  represent  passively  transferred  maternal 
antibodies.16  However,  cord  levels  of  IgM  anti- 
body would  be  helpful  in  documenting  a fetal 
infection  since  this  molecule  does  not  cross  the 
placenta.1  The  serological  tests  for  syphilis 
usually  revert  to  negative  — if  initially  positive 
— in  a noninfected  newborn  within  six  weeks 
to  two  months  of  birth,  but  may  remain  positive 
as  long  as  five  months  of  age.  Positivity  in  a 
seemingly  healthy  infant  greater  than  two 


months  may  mean  that  the  child  has  an  in  utero 
infection  which  resolved.16 

According  to  Rein  and  Reyne16  sero-positivity 
in  infants  depends  on  three  factors.  The  first  is 
the  serological  titer  of  the  mother,  to  wit:  The 
higher  the  maternal  titer  the  higher  the  infant’s 
and  the  longer  the  infant  remains  positive. 
Secondly,  the  more  sensitive  the  test  the  greater 
the  chance  of  positivity.  The  third  factor  is  the 
type  of  test  employed.  Passively  transferred  anti- 
body is  more  readily  detected  by  complement 
fixation  methods  than  by  flocculation  tests.  The 
complement  fixating  antibody  passes  through 
the  placenta;  the  flocculation  antibody  does  not. 

Schofield17  has  recently  suggested  using  a 
newer  automated  microhemagglutination  test 
with  Treponema  pallidum  as  the  antigen.  This 
test  apparently  eliminates  biological  false-posi- 
tives  and  negatives  and  can  then  be  augmented 
with  other  serologic  tests  for  titer  determination. 

The  infant  presenting  with  maternal  history, 
the  physical  stigmata  and  serologic  evidence  of 
congenital  syphilis  poses  no  diagnostic  dilemma 
for  the  physician.  Yet,  infants  are  often  born  of 
mothers  who  were  sero-negative  in  their  first 
trimester  and  in  whom  the  symptoms  of  con- 
genital syphilis  appear  beyond  the  newborn 
period.18  Other  problems  arise  when  cord  blood 
serology  is  positive  but  the  baby  appears  per- 
fectly healthy.  If  the  mother  has  been  adequately 
treated  during  her  pregnancy  the  child  should 
be  followed  with  quantitative  serologic  tests  up 
to  the  first  four  to  six  months  of  life.  The  physi- 
cian must  ultimately  make  the  decision  as  to 
whether  treatment  for  the  newborn  is  indicated, 
based  on  the  historical,  clinical  and  laboratory 
data  that  have  been  gathered. 

Treatment 

The  treatment  of  choice  for  congenital  syphilis 
in  the  neonate  is  intramuscular  therapy  with 
aqueous  Procaine  Penicillin  G,  10,000  units  per 
kilogram  per  day  for  10  days.  One  injection  of 
Benzathine  Penicillin,  50,000  units  per  kilogram 
may  also  be  used.  The  transient  febrile  Herx- 
heimer  reaction  occurs  in  20  per  cent  of  all 
cases.19  Topical  steroids  are  employed  for  treat- 
ment of  interstitial  keratitis.  The  newborn  should 
be  followed  with  monthly  serologic  tests  for  at 
least  six  months  and  then  every  three  months 
for  a year.  Approximately  90  per  cent  of  early 
well-treated  infants  will  become  sero-negative 
within  one  year.  An  older  child  may  never  con- 
vert to  negativity  in  spite  of  adequate  treatment. 

Editorial  Conclusions 

Congenital  syphilis  is  increasing  throughout 
the  United  States  and  in  West  Virginia.  Many 
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new  cases  probably  remain  unreported  due  to 
lack  of  medical  suspicion  or  mis-diagnosis.  Cur- 
rent antenatal  health  programs  are  inadequately 
dealing  with  this  problem  if  only  one  serologic 
test  is  done  early  in  pregnancy  and  if  parents-to- 
be  are  not  sufficiently  educated  about  the  awe- 
some destructive  potential  of  the  Treponema 
pallidum.  This  review  is  an  attempt  to  so  alert 
physicians  in  this  era  of  the  “sexual  revolution.” 

Addendum 

Shortly  after  this  manuscript  was  submitted, 
the  first  proven  case  of  congenital  syphilis  was 
recorded  at  the  West  Virginia  University  Medi- 
cal Center.  The  child,  a small-for-dates  infant, 
was  born  to  a 20-year-old  Gravida  II,  Para  I 
woman,  who  was  a federal  prisoner  at  the  time. 
The  mother  had  been  a heroin  user  up  until  the 


sixth  month  of  pregnancy,  and  the  child  exhibited 
no  signs  of  the  narcotic  withdrawal  syndrome. 

The  woman  had  been  treated  in  her  last  trim- 
ester for  syphilis,  with  a 10-dav  course  of  peni- 
cillin. She  was  retreated  just  before  delivery, 
when  it  was  noted  that  her  VDRL  and  RPR 
tests  were  still  positive.  The  cord  VDRL  of  the 
baby  was  1:4.  The  child  appeared  normal  and 
was  not  ill,  but  x-rays  revealed  increased  areas 
of  radiolucency  in  the  long  bones.  However, 
there  was  no  periosteal  reaction  observed. 

The  child  was  treated  with  penicillin  and  will 
be  followed. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 
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(Case  Presentations) 


Polymyalgia  Rheumatica 

Richard  E.  Piccirillo,  M.  D„  Medical  Resident, 
West  Virginia  University  Medical  Center. 

/T*hk  patient  is  a 49-year-old  woman  who  was 
in  good  health  until  approximately  April 
1974  when  she  noted  the  onset  of  a flu-like 
syndrome  associated  with  sore  throat  and  gen- 
eral malaise.  The  acute  syndrome  abated  within 
two  to  three  days  but  generalized  myalgias 
persisted.  Since  that  time  muscle  aching  and 
stiffness  had  affected  the  muscles  of  the 
shoulder  girdle,  the  upper  arms,  and  proximal 
thighs.  The  stiffness  was  much  worse  in  the 
morning  and  would  become  less  marked  with 
increasing  exercise.  The  myalgias  were  also  as- 
sociated with  the  feeling  of  muscle  weakness, 
and  she  found  it  most  difficult  to  climb  stairs 
or  rise  from  a chair.  She  was  seen  by  her  phy- 
sician who  prescribed  aspirin,  but  this  gave 
no  relief.  There  was  no  history  of  arthritis  in 
the  family.  She  denied  any  skin  problems,  and 
there  had  been  no  fever.  She  denied  a history 
of  hot,  swollen  joints  or  effusions. 

On  physical  exam  she  was  an  afebrile  woman 
in  no  acute  distress.  She  had  limited  range  of 
motion  of  the  lumbar  spine  secondary  to  pain. 
There  was  no  range  of  motion  limitation  in  the 
upper  or  lower  extremities  but  there  was  guard- 
ing of  the  proximal  muscles  due  to  the  pain. 

The  sedimentation  rate  was  61.  The  LE  prep 
and  the  anti-nuclear  antibody  test  were  both 
negative.  The  VDRL  was  negative.  The  rheuma- 
toid factor  was  negative.  She  had  negative  chest, 
lumbosacral  spine,  and  cervical  spine  x-rays. 
Electromyogram  (EMG)  was  negative.  A 
muscle  biopsy  showed  no  abnormalities  and 


biopsy  of  the  temporal  artery  was  within  nor- 
mal limits.  Her  CPK  was  62,  LDH  163,  and 
SGOT  of  10.  Our  clinical  impression  was  that 
this  patient  had  the  syndrome  of  polymyalgia 
rheumatica. 

Discussion 

The  criteria  for  this  syndrome  have  been 
poorly  defined  in  the  past.  However,  most 
definitions  have  included  the  presence  of  pain 
and  stiffness  in  the  muscles  and  periarticular 
tissues,  particularly  in  relation  to  the  proximal 
joints  of  the  body,  along  with  evidence  of  a 
systemic  reaction.  Many  terms  have  been  used 
for  the  syndrome  and  include  some  of  the  fol- 
lowing: senile  rheumatic  gout,  secondary 

fibrositis,  periextra-articular  rheumatism,  periar- 
throsis  humeroscapularis,  anarthritic  rheumatoid 
disease  and  polymyalgia  arteritica. 

The  question  arises  whether  this  is  a specific 
disease  itself  or  a non-specific  symptom  com- 
plex which  is  a manifestation  of  one  or  more 
diseases.  There  is  still  confusion  concerning  the 
exact  relationship  between  polymyalgia  rheu- 
matica and  giant  cell  arteritis.  Some  consider 
these  a spectrum  of  disease  with  a common 
underlying  arteritis,  since  there  are  patients 
with  symptoms  of  polymyalgia  rheumatica 
without  demonstrable  arteritis  at  one  end  of  the 
spectrum  and  those  with  arteritis  without 
myalgias  at  the  other  end  of  the  spectrum. 
However,  the  majority  have  features  of  both. 

The  usual  age  of  the  patient  is  over  50  and 
most  patients  with  both  polymyalgia  and 
cranial  arteritis  are  older.  There  is  a 2:1  fe- 
male: male  ratio  in  most  series  reported  in  the 
literature.  Generally  the  patients  are  in  good 
health  prior  to  the  onset  of  their  illness.  How- 
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ever,  in  some  reports  patients  have  had  a pre- 
vious period  of  fatigue.  At  times  there  is  periar- 
ticular pain  which  is  noticed  first,  such  as  pain 
in  the  biceps  tendons  or  popliteal  tendons. 

The  onset  is  often  rather  abrupt  with  pain 
and  stiffness  of  the  muscles  of  the  proximal 
portions  of  the  limbs  and  neck.  It  is  not  unusual 
for  the  patient  to  date  the  onset  of  pain  and 
stiffness  within  one  or  two  days.  Some  have  an 
illness  evolving  over  a longer  period,  and  the 
symptoms  remain  relatively  mild. 

Shoulder  girdle  and  neck  muscles  are  most 
frequently  involved  with  pain.  Hip  girdle,  lum- 
bar-spinal, and  thigh  muscles  are  the  next  most 
frequently  involved.  The  muscles  can  be  tender 
to  palpation.  The  pain  is  usually  symmetric  and 
is  usually  accentuated  by  active  motion.  Morn- 
ing stiffness  similar  to  that  seen  in  rheumatoid 
arthritis  can  be  prominent  and  severe. 

Systemic  symptoms  appear  early  in  the  dis- 
ease and  fever,  when  it  does  occur,  is  usually 
low  grade.  Anorexia  and  weight  loss  have  been 
present  in  most  patients  in  the  series  reported. 
Transient  joint  swelling  can  be  present  as  well. 

Polymyalgia  rheumatica  accompanied  by 
symptomatic  arthritis  often  reveals  painful 
temporal  arteries  which  are  warm  and  tender. 
Arteritis  of  the  large  vessels  can  occur  and  bruits 
may  be  heard  over  the  subclavian,  carotid,  pop- 
liteal or  any  other  artery  for  that  matter.  Head- 
ache may  be  present  in  the  patient  presenting 
with  polymyalgia  rheumatica  complicated  by 
cranial  arteritis.  The  headache  can  be  constant 
or  intermittent  and  when  headache  is  present, 
the  chances  of  obtaining  a positive  biopsy  of 
the  temporal  artery  are  greater.  Headache,  how- 
ever, does  not  always  mean  that  there  is  involve- 
ment with  cranial  arteritis. 

As  for  diagnostic  studies  the  increased  sedi- 
mentation rate  is  the  most  striking  abnormality. 
The  average  is  around  70  mm.  Westergren 
method;  however,  higher  ESR  s have  been 
noted  in  patients  with  associated  cranial  ar- 
teritis. Hypochromic,  normocytic  anemia  can  be 
seen.  The  white  count  is  usually  normal  but 
there  may  be  a slight  eosinophilia.  Plasma  pro- 
tein abnormalities  are  common  but  no  con- 
sistent or  diagnostic  pattern  is  seen.  The  most 
common  abnormality  is  a decrease  in  albumin 
and  an  increase  in  the  alpha  -1  or  alpha  -2 
globulins  as  well  as  fibrinogen. 

Rheumatoid  factor  has  been  noted  in  some 
patients  with  polymyalgia  rheumatica,  but  LE 
cell  tests  have  been  consistently  negative.  Serum 
enzymes  (CPK,  SGOT,  and  aldolase)  have  all 
been  normal  and  x-rays  of  joints  have  shown 


few  changes  of  any  significance.  Synovial  fluid 
and  synovial  biopsy  have  been  done  but  the 
series  reported  have  not  been  large  enough 
to  discern  any  particular  pattern.  Muscle  biopsy 
is  normal  and  an  EMG  shows  no  significant 
abnormalities.  The  most  important  laboratory 
test  to  be  noted  is  the  elevated  erythrocyte 
sedimentation  rate.  The  other  lab  data  are  of 
limited  value  except  to  exclude  other  diseases 
such  as  polymyositis. 

As  far  as  temporal  artery  biopsy  is  concerned, 
the  percentage  of  positive  biopsies  depends  on 
whether  the  patients  are  picked  according  to 
the  signs  and  symptoms.  If  the  patient  is  symp- 
tomatic, some  reports  suggest  that  a 50  per 
cent  positive  yield  of  positive  temporal  artery 
biopsies  can  be  obtained.  However,  if  clinical 
symptoms  are  excluded  and  all  patients  with 
polymyalgia  rheumatica  are  biopsied,  only  8 
to  22  per  cent  have  been  shown  to  be  involved 
with  temporal  arteritis. 

Polymyalgia  rheumatica  is  most  commonly 
associated  with  cranial  arteritis.  The  cranial  ar- 
teritis can  be  apparent  before,  during,  or  after 
the  onset  of  the  polymyalgia  rheumatica. 
Cranial  arteritis  will  become  apparent  clinically 
within  one  year  usually,  if  it  is  to  become  ap- 
parent at  all.  However,  some  reports  have  shown 
patients  that  have  gone  two  to  three  years  be- 
fore the  first  manifestation  of  arteritis. 

There  has  been  much  controversy  as  to  the 
proper  treatment  of  polymyalgia  rheumatica. 
On  the  basis  of  clinical  criteria,  some  patients 
will  be  classified  as  polymyalgia  until  biopsy 
shows  arteritis.  Classification,  however,  accord- 
ing to  the  temporal  artery  biopsy  is  not  entirely 
satisfactory  due  primarily  to  the  segmental  dis- 
tribution of  the  arteritis.  The  histological  find- 
ings of  a normal  artery  in  some  patients  with 
overt  signs  of  giant  cell  arteritis  confirms  the 
latter  statement.  Several  authors  believe  that 
polymyalgia  rheumatica  and  temporal  arteritis 
should  all  be  treated  with  steroids  for  a two- 
year  duration.  Biopsy  findings  at  this  time  can 
not  be  used  for  therapeutic  guidelines  since 
serial  biopsies  have  not  been  done  in  a large 
enough  series. 

Treatment  with  aspirin,  indomethacin,  or 
phenylbutazone  have  all  been  shown  to  obscure 
the  warning  symptoms  of  cranial  arteritis  when 
used  in  patients  with  polymyalgia  rheumatica. 
Sudden  blindness  due  to  ophthalmo  - retinal 
artery  occlusion  has  occurred  in  patients  treated 
with  these  drugs.  Steroids  are  the  treatment  of 
choice  in  polymyalgia  rheumatica  and  they 
often  relieve  pain  of  the  musculoskeletal  symp- 
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toms  and  fever  within  24  to  48  hours.  The  ESR 
returns  to  normal  in  time.  The  initial  dose  of 
steroids  should  be  tapered  to  the  lowest  level 
possible  that  controls  the  symptoms.  There  have 
been  no  reports  of  sudden  blindness  in  poly- 
myalgia rheumatica  in  patients  who  are  being 
treated  with  steroids  to  the  point  of  symptomatic 
relief  and  reduction  of  the  ESR  to  within  nor- 
mal limits.  When  treating  a patient  with  poly- 
myalgia rheumatica,  the  most  important  point  to 
remember  is  that  the  majority  of  the  patients 
recover  without  any  complications  after  a few 
months  to  years  and  that  this  disease  is  self- 
limited. 

Paul  D.  Saville,  M.  D„  Visiting  Rheumatologist, 
Professor  of  Medicine,  Creighton  University  School 
of  Medicine,  Omaha,  Nebraska. 

Polymyalgia  rheumatica  is  a syndrome  as  has 
been  stated.  When  one  saw  a patient  with  this 
syndrome  before  1965  in  this  country  and  be- 
fore about  1952  in  Europe  we  had  no  diagnostic 
box  to  put  them  in.  We  examined  them,  listened 
to  their  symptoms,  looked  for  a diagnostic  box, 
and  since  we  couldn’t  find  one,  forced  them 
into  the  nearest  box  that  appeared  to  almost 
fit.  One  of  the  diagnostic  categories  the  pa- 
tients are  put  into  in  my  experience  has  been 
rheumatoid  arthritis  (RA).  The  differences  be- 
tween this  syndrome  and  rheumatoid  arthritis 
are:  (1)  when  you  examine  the  patient  there  is 
no  actual  sign  of  arthritis  at  any  joint.  The  only 
possible  joint  involvement  is  the  shoulder  and  it 
is  not  joint  pain,  but  muscle  pain.  The  patient 
will  be  found  to  have  a complete  range  of  pas- 
sive movement  of  the  shoulder.  (2)  Although 
the  patients  have  early  morning  stiffness  fre- 
quently, the  pain,  as  contrasted  to  early  morning 
stiffness,  is  maximal  often  at  night  rather  than 
in  the  day.  It  interferes  with  sleep  and  it  occurs 
in  the  back.  Patients  with  RA  do  not  have  pain 
in  the  back  and  only  seldom  have  pain  in  the 
hip  joints. 

Another  incorrect  diagnostic  category  is  cervi- 
cal spondylosis  with  radicular  pain  and  in  my 
experience  cervical  spondylosis  accounts  for  only 
a minor  number  of  syndromes  of  actual  pain  in 
the  neck  and  arms.  It  should  be  remembered 
that  if  one  were  to  x-ray  100  elderly  people,  a 
majority,  or  at  least  half,  would  show  evidence 
of  “degenerative  changes  in  the  cervical  spine.” 
Consequently  it  is  dangerous  to  ascribe  all  symp- 
toms in  the  limbs  and  neck  to  cervical  spondy- 
losis on  the  basis  of  a radiograph. 

The  last  category  of  some  importance  that 
these  patients  get  put  into  is  “psychoneurotic.” 


When  you  look  at  them  they  may  be  in  a 
wheelchair,  unable  to  dress  themselves,  feeling 
ill,  depressed  and  weeping.  When  you  want  to 
know  why  they  are  in  the  wheelchair,  they 
say  they  can’t  walk.  When  you  ask  why  can  t 
they  get  their  jacket  off  by  themselves,  they  say 
because  they  can’t  move  their  arms.  On  examin- 
ing them  you  find  free  range  of  movement  in 
all  their  joints.  With  these  findings  one  should 
suspect  polymyalgia  rheumatica  and  check  a 
blood  count  and  ESR.  When  you  find  the  sed 
rate  over  50  you  begin  to  feel  fairly  confident 
that  this  may  be  the  diagnosis. 

One  now  has  to  exclude  other  diseases.  One 
has  to  exclude  multiple  myeloma  which  is  also 
associated  with  a high  ESR  and  aching  pains 
so  a serum  protein  electrophoresis  and  urine  test 
for  Bence-Jones  protein  need  to  be  done.  One 
has  to  think  of  cancer.  You’d  like  a chest  x-ray 
as  the  lung  is  one  of  the  common  sites  for 
malignancy  giving  rise  to  these  symptoms. 
Above  all  else  you  want  to  see  a clinical  re- 
sponse to  corticosteroid  drugs  within  four  days. 
If  the  patient  responds  dramatically  and  com- 
pletely to  corticosteroid  drugs  within  four  days 
you  can  then  feel  reasonably  certain  that  the 
diagnosis  is  correct.  If  not,  it  is  imperative  not  to 
maintain  the  diagnosis  of  polymyalgia  rheuma- 
tica. 

As  regards  to  treatment,  I give  cortico- 
steroids both  because  they  are  the  most  effec- 
tive treatment  and  because  they  are  essential 
for  completing  the  diagnosis.  I like  to  treat  the 
patient  for  at  least  two  years  in  order  to  prevent 
relapses,  and  therefore  I like  to  have  the  patient 
on  either  a single  dose  of  steroid  a day  or  a dose 
every  other  day.  Unfortunately  most  patients 
won’t  respond  to  alternate  day  therapy.  So  I 
therefore  start  them  on  a dose  of  prednisone 
10  mg.  q6h  and  within  four  days  they  should 
respond.  Within  a week  they  are  healthy  and 
symptom-free,  and  I then  turn  to  40  mg.  in  a 
single  dose.  The  vast  majority  of  patients  main- 
tain their  response  to  this  dose.  I then  decrease 
the  dose  steadily  for  the  least  possible  effective 
dose  which  will  vary  from  5 to  25  mg  /day. 
On  this  maintenance  dose  the  majority  of  pa- 
tients have  either  no  side  effects  at  all  or 
minimal  mooning  of  the  face  and  slight  weight 
gain.  I have  had  a few  patients  develop  com- 
pression fractures  of  the  spine  during  this 
therapy  and  it  has  to  be  distinguished  from  fur- 
ther breakthrough  of  polymyalgic  rheumatica 
with  back  pain.  It  is  not  difficult  if  you  think 
of  it. 
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Irving  Kushner,  M.  D.,  Professor  of  Medicine, 
Chairman,  Division  of  Rheumatology,  West  Virginia 
University  Medical  Center. 

There  are  two  important  points  to  make 
about  polymyalgia  rheumatica.  ( 1 ) In  those 
situations  where  this  syndrome  doesn’t  seem  to 
be  secondary  to  other  connective  tissue  disease 
or  malignancy,  it’s  a self-limited  process.  If 
you  can  carry  the  patient  through  the  six  months 
to  two  years’  course  that  it  usually  runs,  the 
disease  abates  and  she  won’t  need  any  more 
medication.  (2)  There  are  two  major  undecided 
issues  in  the  management  of  the  disease:  Should 
you  biopsy  everybody’s  temporal  artery,  and 
should  everybody  get  high  dose  steroids? 

Since  this  disease  is  so  frequent,  my  own  prac- 
tice has  generally  been  to  omit  the  biopsy  in 
the  absence  of  fever,  headaches,  visual  difficul- 
ties, or  tenderness  of  the  temporal  artery,  and 
treat  with  high-dose  steroids.  Since  the  response 
to  steroids  is  of  diagnostic  value,  I start  with  60 
mg.  daily,  so  there  won’t  be  any  question  raised 
about  inadequate  dose  being  blamed  for  fail- 
ure to  respond.  I then  gradually  decrease  the 
dose  over  the  next  six  or  seven  months,  follow- 
ing the  sedimentation  rate  to  let  me  know  if 
I’m  going  too  fast.  If,  after  six  to  12  months, 
the  patient  remains  asymptomatic  and  the  sed 
rate  stays  down,  I’ll  discontinue  therapy  and 
watch  both.  If  neither  one  gets  worse,  no  further 
treatment  is  necessary.  Most  of  the  time,  how- 
ever, things  don't  go  this  smoothly  and  tapering 
must  be  a slower  process. 

At  the  Mayo  Clinic  where  a group  headed 
by  Doctor  Plunder  has  been  carrying  out  a 
number  of  studies  on  patients  with  polymyalgia 
rheumatica,  things  are  done  a little  differently. 
Doctor  Hunder  reported  on  several  of  these 
studies  at  the  recent  Pan  American  Congress  on 
Rheumatic  Diseases  in  Toronto.  What  they’ve 
been  doing  is  carrying  out  temporal  artery 
biopsies  on  all  of  their  patients  with  polymyalgia 
rheumatica.  The  ones  who  have  had  negative 
biopsies  have  been  treated  with  salicylates  or 
low  dose  prednisone.  If,  on  following  them,  they 
fail  to  respond,  they’ve  been  looked  at  again 
and  biopsy  repeated.  Of  68  patients  followed, 
in  five  cases  rheumatoid  arthritis  became  ap- 
parent; in  two,  repeat  biopsy  was  positive,  and 
in  one  case  carcinoma  of  the  cervix  appeared  to 
be  the  underlying  condition.  The  rest  of  these 
patients  on  aspirin  or  low  dose  steroids  did  well 
and  recovered  completely  without  residual  ef- 
fects. In  the  patients  with  positive  temporal 
artery  biopsies,  they  compared  45  mg.  a day, 


Figure  1.  A view  of  the  patient’s  fingers  showing  the 
far-advanced  tophaceous  gout  with  uric  acid  deposits  in 
all  joints.  Note  the  white-colored  subcutaneous  deposits 
and  the  draining  sinus  (arrows)  which  are  classical  for 
gout.  The  chalky  material  can  exude  from  a sinus. 

either  in  single  or  divided  doses,  with  90  mg. 
of  prednisone  every  other  day.  What  they  found 
was  a generally  good  response  in  the  patients 
who  received  daily  therapy,  while  those  who 
received  treatment  every  other  day  had  neither 
as  good  a symptomatic  result  nor  as  marked  a 
decrease  in  the  sedimentation  rate.  The  con- 
clusion was  that  alternate  day  therapy  did  not 
satisfactorily  control  the  symptoms  in  most  pa- 
tients and  could  not  be  recommended. 

Tophaceous  Gout 

Donald  C.  Doll,  M.  D.,  Medical  Resident,  West 
Virginia  University  Medical  Center. 

The  patient  is  a 64-year-old  man  with  a his- 
tory of  chronic  gout  since  the  1950’s.  He  was 
treated  with  uricosuric  agents  and  allopurinol, 
but  failed  to  take  his  medications  regularly. 
Subsequently,  he  developed  severe  crippling 
gout  with  tophi  formation.  He  had  a history 
of  renal  stones  and  was  a chronic  alcoholic.  Phy- 
sical exam  revealed  severe  tophaceous  deform- 
ing arthritis  of  both  hands  ( Figure  1 ) and  feet. 
The  uric  acid  was  9.2  mg.  per  cent  on  admis- 
sion and  6.  0 on  discharge.  X-rays  of  the  hands 
(Figure  2)  and  feet  were  consistent  with 
tophaceous  gout.  He  was  begun  on  allopurinol 
500  mg.  daily  and  colchicine  0.5  mg.  bid. 

Discussion 

Monosodium  urate  crystal  deposition  disease 
has  been  known  for  centuries.  It  is  now  usually 
well-controlled,  and  it  is  rare  to  see  crippling 
arthritis  as  in  our  patient,  except  in  the  most 
severely  affected  or  neglected  patients.  Gutman1 
pointed  out  that  the  tophaceous  stage  of  the 
problem  is  a storage  disease.  The  rate  of  top- 
haceous deposition  in  the  joints  is,  in  general,  a 
function  of  the  degree  and  duration  of  hyperu- 
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ricemia.  There  is  an  increased  incidence  of  tophi 
if  the  serum  urate  value  is  over  9.0. 

Probenecid  was  first  introduced  as  a uricosuric 
agent  in  1950.  It  increases  uric  acid  excretion, 
thus  lowering  serum  urate,  by  inhibiting  the 
renal  tubular  reabsorption.  It  is  rapidly  and 
completely  absorbed  after  oral  ingestion.  In 
alkaline  urine  tubular  secretion  can  be  demon- 
strated; in  acid  urine,  probenecid  is  reabsorbed. 
Gutman  and  Yu  first  documented  the  mobiliza- 
tion of  gouty  tophi  by  uricosuric  agents.  By 
using  one  gram  of  probenecid  daily,  they 
achieved  improvement  in  most  cases. 

Probenecid  is  of  low  toxicity.  Some  of  its  side 
effects  (such  as  gastric  distress,  precipitation  of 
an  acute  gouty  attack,  and  uric  acid  crystalluria ) 
can  usually  be  avoided  by  using  smaller  doses, 
using  regular  colchicine  prophylaxis,  or  by  main- 
taining liberal  fluid  intake.  Also,  one  can  admin- 
ister alkali  to  maintain  the  urine  pH  between 
6.0  and  6.5. 

The  drug  is  not  the  one  of  choice  in  patients 
with  a history  of  nephrolithiasis.  When  the  glo- 
mular  filtration  rate  (GFR)  is  reduced  to  40-50 
ml/min.,  increased  doses  are  required.  When 
the  GFR  falls  to  20-30  ml/min.,  probenecid  is 
ineffective. 

Sulfinpyrazone  (Anturan)  is  a potent  urico- 
suric agent  with  three  distinct  properties;  anti- 
rheumatic, sodium-retaining  and  uricosuric.  It 
is  rapidly  absorbed  by  the  GI  tract,  and  is  ex- 
creted by  the  renal  tubules.  It  can  be  substituted 


Table  1 

Laboratory  Diagnosis  of  Polymyalgia  Rheumatica 

1.  Erythrocyte  sedimentation  rate  is  increased. 

2.  Hypochromic  normocytic  anemia. 

3.  White  blood  count  normal  globulins. 

4.  Increased  alpha-1  globulins,  alpha-2  globulins, 
and  fibrinogen. 

5.  Muscle  enzymes  normal  (aldolase,  CPK, 

SGOT) . 

6.  Muscle  biopsy  normal. 

7.  Electromyography:  no  abnormalities. 

8.  Temporal  artery  biopsy  can  be  positive  or 
negative. 


for  probenecid  in  those  patients  who  cannot 
tolerate  the  latter  as  it  is  low  in  toxicity. 

The  efficacy  of  probenecid  or  sulfinpyrazone 
in  tophaceous  gout  is  well  established.  Tophi 
were  reduced  in  size  or  disappeared  in  75  per 
cent  of  360  patients  receiving  either  of  these 
two  drugs  in  one  series. 

Allopurinol  was  first  synthesized  for  potential 
anti-tumor  action.  Bundles  et  al  first  reported 
the  sharp  fall  in  urine  and  serum  uric  acid  levels 
with  its  use.  Its  toxicity  is  low.  Hypersensitivity 
reactions,  drug  fever,  mild  rashes,  epidermal 
necrolysis,  and  exfoliative  dermatitis  have  been 
reported  to  occur  in  rare  instances.  Bone  mar- 
row suppression  and  hepatic  dysfunction  with  a 
mild  SGOT  elevation  or  severe  jaundice  have 
also  been  reported.  Xanthinuria  with  stone  for- 


Figure  2.  X-rays  of  the  hands  showing  the  soft  tissue  deposits.  Note  the  marked  joint  destruction  (arrows). 
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mation  is  a potential  hazard,  but  it  has  occurred 
only  in  very  rare  circumstances.  Allopurinol  is 
the  drug  of  choice  for  hyperuricemia  in  patients 
with  renal  stones,  renal  insufficiency,  or  high 
urinary  excretion  of  uric  acid. 

A combination  of  probenecid  or  sulfinpyra- 
zone with  allopurinal  has  been  reported  to  re- 
sult in  more  rapid  mobilization  of  tophaceous 
deposits.  However,  some  large  tophi  may  be 
quite  refractory  to  treatment.  Fortunately,  with 
proper  treatment,  tophi  such  as  occurred  in  the 


patient  described,  have  become  and  should  be 
a rarity.  But  with  the  known  failure  of  our  pa- 
tient to  take  proper  medication  in  the  past,  he 
may  not  do  so  now. 

Suggested  Reading 

(1) .  Fauchald,  P.,  Rvgvold,  O.  and  Oystese, 

B.:  Temporal  Arteritis  and  Polymyalgia 
Bheumatica.  Ann.  Intern.  Med.  77:845- 
1972. 

(2) .  Yu,  T.:  Milestones  in  The  Treatment  of 

Gout.  Amer.  J.  Med.  56:676,  1974. 


Our  Funny  Bones 

When  we  ail,  we  are  a bag  of  bones;  and  when  peace-disturbers  dig  us  up 
after  we  have  slept  for  a century,  our  remains,  if  we  have  not  been  mum- 
mified, are  our  bones.  I do  not  know  why  bones  were  made  to  linger  for  a thou- 
sand years  after  we  have  our  last  need  of  them;  it  seems  wasteful  when  other 
parts  of  us  sensibly  refrain  from  outlasting  their  usefulness.  But  that  is  what 
gravediggers  and  archeologists  find,  just  bones.  Skin  and  eyes  and  nerves  and,  of 
course,  muscles  go  quickly,  but  bones  remain.  Of  course,  everything  is  lifeless 
then,  but  that  does  not  matter  to  bones.  They  go  right  on  doing  their  thing,  being 
hard  and  everlasting. 

Skeletons  may  be  on  the  outside  or  on  the  inside,  and  I vote  for  the  outside, 
where  the  hard  parts  of  us  can  ward  off  the  slings  and  arrows  that  go  with  every- 
day life.  But  the  heart  and  lungs  are  only  intermittently  covered  by  thin  bony 
ribs,  and  the  underbelly  is  entirely  unprotected. 

Bones  moonlight,  you  might  say,  for  in  addition  to  holding  us  upright  and 
to  furnishing  hitchingposts  for  muscles,  they  make  blood  in  their  spare  time. 

Bones  involve  the  medical  student  too,  happily  or  not,  for,  while  he  must 
painfully  learn  to  tell  the  left  clavicle  from  the  right,  and  to  distinguish  one  verta- 
bra  from  another,  a box  of  bones  assigned  to  a first-year  student  will  always 
get  him  a seat  on  a crowded  bus  or  train. — F.  C.,  in  The  Nebraska  Medical  Journal. 
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What  does  man  have  in  common  with  Samson? 


Neither  man  nor  the  gorilla  can  synthesize  vitamin  C. 
Interestingly,  the  slow  loris,  a primate  much  further 
down  the  evolutionary  scale,  can  convert  L-l,4-gu- 
lonolactone  to  ascorbic  acid  in  its  liver  and  presum- 
ably does  not  require  an  exogenous  source  of  ascorbic 
acid. 

Because  man  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins,  these  nu- 
trients must  be  replenished  continuously  in  order  to 


maintain  normal  tissue  levels. 

Generally,  this  is  accomplished  in  his  daily  diet 
But  under  conditions  of  illness,  stress,  in  convales- 
cence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 

In  such  cases,  Surbex-T  may  be  indicated 
Surbex-T  restores  the  water-soluble  vita- 
mins with  each  tablet  providing  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


40348 


[When  diarrhea 
wrings  the 
Iwedding  belle.. 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients. There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  Gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  7958. 


Lomotil9 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  . . 2.5  mg. 

(Warning:  May  be  habit-forming) 
atropine  sulfate 0.025  mg. 

Saves  the  Day 


i 

i 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ot  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  PEACH  OF 
CHILDREN. 


I Indications:  Lomotil  Is  effective  as  adjunctive  ther- 
| apy  in  the  management  ol  diarrhea. 

^Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
j Qroups,  and  in  patients  who  are  jaundiced  or  hyper- 
! sensitive  to  diphenoxylate  HCI  or  atropine. 

I Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
|tion  in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 


HCI  may  potentiate  the  action  of  barbiturates,  tran- 
qu.ilizers  and  alcohol.  In  theory,  the  Concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is'  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 


ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml. , 5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vs  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

SEARLE  Sefirle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 


Sign  of  a cold  sufferer 
I Time  for  Omade 

Each  Spansule®  capsule  contains  8 mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate): 

50  mg.  phenylpropanolamine  hydrochloride; 

2.5  mg.  isopropamide,  as  the  iodide. 


ast  relief  of  upper  respiratory  congestion 

nd  hypersecretion* 

ith  convenient  b.i.d.  dosage. 

fore  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or 
)R.  The  following  is  a brief  summary 


Indications 

Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — National 
Research  Council  and  or  other  information.  FDA  has  classified  the  indications 
as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and  hyper- 
secretion associated  with  vasomotor  rhinitis  and  allergic  rhinitis,  and  for 
prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal  congestion 
and  hypersecretion  associated  with  the  common  cold  and  sinusitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation 


ontraindications:  Hypersensitivity  to  any  component;  concurrent  MAO  inhibitor 
erapy;  severe  hypertension:  bronchial  asthma;  coronary  artery  disease:  stenosing 
>ptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children  under  6. 
Warnings:  Caution  patients  about  activities  requiring  alertness  (e  g . operating 
;hicles  or  machinery)  Warn  patients  of  possible  additive  effects  with  alcohol  and 
her  CNS  depressants. 

sage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who  might  bear 
iildren,  weigh  potential  benefits  against  hazards.  Inhibition  of  lactation  may  occur. 
ffect  on  PBI  Determination  and  1 131  Uptake:  Isopropamide  iodide  may  alter  PBI 
st  results  and  will  suppress  1 131  uptake.  Substitute  thyroid  tests  unaffected  by 
cogenous  iodides 

recautions:  Use  cautiously  in  persons  with  cardiovascular  disease,  glaucoma, 
rostatic  hypertrophy,  hyperthyroidism. 

dverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth: 
ervousness;  or  insomnia  Also,  nausea,  vomiting,  epigastric  distress,  diarrhea,  rash, 
izziness.  weakness,  chest  tightness,  angina  pain,  abdominal  pain,  irritability, 
alpitation.  headache,  incoordination,  tremor,  dysuria.  difficulty  in  urination, 
irombocytopenia,  leukopenia,  convulsions,  hypertension,  hypotension,  anorexia, 
onstipation.  visual  disturbances,  iodine  toxicity  (acne,  parotitis), 
upplied:  Bottles  of  50  capsules:  in  Single  Unit  Packages  of  100  (intended  for 
istitutional  use  only). 


>mith  Kline  & French  Laboratories 

fivision  of  SmithKline  Corporation. 

'hiladelphia.  Pa.  19101 


A Continuing  Medical  Education  Event! 


Such  sponsors  and  participants  as  the  West  Virginia  State  Medical  Association; 
West  Virginia  Diabetes  Association;  West  Virginia  Heart  Association;  West  Vir- 
ginia Lung  Association  and  its  Kanawha  County  Council;  West  Virginia  University 
School  of  Medicine  and  its  Alumni  Association;  West  Virginia  Chapter,  American 
Society  of  Internal  Medicine;  West  Virginia  Medical  Institute,  Inc.;  Kanawha  Medi- 
cal Society  and  Woman’s  Auxiliary  to  the  Kanawha  Medical  Society;  West  Virginia 
Division,  American  Cancer  Society. 


are  pleased  to  announce 

"The  Eighth  Mid-Winter  Clinical 
Conference" 

Daniel  Boone  Hotel 

Washington  and  Capitol  Streets 
Charleston,  West  Virginia 

2 P.M.  and  8 P.M.  Friday,  January  24 
9:30  A.M.  and  2 P.M.  Saturday,  January  25 
9:30  A.M.  Sunday,  January  26 


THE  PROGRAM  again  will  offer  a wide-ranging  clinical  and  educational  experience  for 
the  practicing  physician.  FRIDAY  AFTERNOON,  January  24,  session  on  heart  diseases;  FRIDAY 
EVENING,  presentations  will  include  PSRO's  and  a session  open  to  the  public  on  the  “prob- 
lems of  adolescents.”  A medically  oriented  program  on  problems  of  adolescents  will  be  held 
SATURDAY  MORNING,  January  25  with  these  other  scheduled  subject  areas  to  follow: 
SATURDAY  AFTERNOON,  cerebral  vascular  diseases  and  diabetes;  SUNDAY  MORNING, 
January  26,  pulmonary  disease  in  adolescents,  cancer  and  “How  to  Avoid  Malpractice.” 

THE  FACULTY  will  include  outstanding  specialists  in  their  fields  from  various  educa- 
tional and  other  settings,  both  outside  and  from  within  West  Virginia. 

THE  PROGRAM  CO-CHAIRMEN  again  are  Ralph  H.  Nestmann,  M.  D , and  Joseph  T 
Skaggs,  M.  D.,  both  of  Charleston  Also  on  the  Program  Committee  are  William  O.  McMillan, 
Jr.,  M.  D.,  of  Charleston,  and  C.  Carl  Tully,  M.  D.,  of  South  Charleston. 


THE  REGISTRATION  FEE  of  $15  for  the  entire  conference  will  be  charged  all  regis- 
trants except  nurses,  medical  students,  interns  and  residents.  Advance  registration  is  re- 
quested, and  please  make  checks  payable  to  “WEST  VIRGINIA  STATE  MEDICAL  ASSO- 
CIATION.” 

ACCREDITATION:  Attendance  will  be  acceptable  for  Category  1 credit  toward  the 
Physician’s  Recognition  Award  of  the  American  Medical  Association;  and  the  program  also 
is  expected  to  carry  prescribed  credit  by  the  American  Academy  of  Family  Physicians. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the 
reservation  manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters 
hotel  setting  aside  rooms  for  registrants. 

FOR  ADVANCE  REGISTRATION,  Dlease  comnlete  the  form  below  and  mail  to:  WEST 
VIRGINIA  STATE  MEDICAL  ASSOCIATION,  P.  6.  BOX  1031,  CHARLESTON,  W.  VA.  25324. 


Please  register  me  for  the  Eighth  Mid-Winter  Clinical  Conference  in  Charleston, 
W.  Va.,  January  24-26,  1975.  My  $15  registration  fee  is  (is  not)  enclosed. 

I will  attend  sessions  at  2 P.  M.  Friday,  January  24  8 P.  M.  Fri- 
day   9:30  A.  M.  Saturday,  January  25  ..  2 P.  M.  Satur- 
day   9:30  A.  M.  Sunday,  January  26  All  sessions  . 


Name  (please  print ) 


Specialty 


Address 


City 


The  West  Virginia  Medical  Journal 


301 


FIRE!  FIRE!  FIRE! 

In  the  few  weeks  I have  served  the  West  Virginia  State  Medical  As- 
sociation in  this  office,  the  opportunity  to  visit  component  medical 
societies  in  West  Virginia,  to  see  new  places  and  to  meet  new  friends, 
has  been  great!  For  me,  such  visits  may  well  be  the  heart  of  both  op- 
portunity and  responsibility. 

Less  satisfying  professionally,  but  no  less  important,  are  the  trips 
Maxine  and  I take  to  the  medical  society  meetings  of  adjacent  or  nearby 
states.  Already,  we  have  been  to  Ohio,  Kentucky,  Indiana  and  Penn- 
sylvania. And,  by  the  time  this  journal  is  received,  we  will  have  been 
to  the  District  of  Columbia  and  Virginia  meetings  as  well! 

In  our  peripheral  States,  professional  liability  has  replaced  PSRO  on 
the  front  burner.  This  is  of  “crisis”  magnitude.  Today,  some  of  our 
colleagues  in  other  states  are  without,  and  cannot  obtain,  professional 
liability  insurance  at  any  price!  Emergency  rooms  and  operating  theaters 
in  some  hospitals  are  closing  because  of  the  problem.  Increased  inci- 
dents and  larger  awards  have  made  professional  liability  insurance  un- 
tenable, or  at  best,  have  resulted  in  gross  premium  increases. 

Those  of  us  in  West  Virginia  are  still  fortunate  enough  to  be  able 
to  buy  a thicker  sheet  of  asbestos  to  shield  us  from  the  fire.  But  how 
long  can  we  allow  the  fire  to  rage  unchecked?  Though  asbestos  is 
needed  urgently,  we  must  simultaneously  reduce  the  fire.  Legislation 
of  several  forms  appears  to  be  the  only  logical  long-term  solution. 
Otherwise,  personal  concerns  will  overshadow  patient  concerns.  Other- 
wise, where  is  our  future? 


i 

William  E.  Gilmore,  M.  D.,  President 
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EDITORIALS 


Although  this  editorial  is  addressed  princi- 
pally to  young  members  of  the  medical  profes- 
sion, it  is  hoped  that  the  older  and  more  ex- 
perienced practitioners  will 
THE  VALUE  OF  also  find  it  of  interest.  It  has 
CASE  REPORTS  always  been  the  feeling  of 
the  author  of  this  editorial 
that  young  physicians,  who  are  really  well  edu- 
cated people,  should  be  encouraged  to  submit 
articles  to  medical  journals,  especially  to  their 
state  medical  journal.  I am  convinced  that  there 
are  young  practitioners  of  medicine  in  the  State 
who  like  to  write  and  who  are  capable  of  pre- 
senting acceptable  and  interesting  manuscripts 
to  reputable  medical  journals. 

If  the  practitioner,  be  he  young  or  old,  feels 
that  he  (or  she)  does  not  have  sufficient  material 
on  hand  to  write  an  article,  it  should  be  borne 
in  mind  that  a well-written  case  report  is  always 
in  order.  Surely  there  are  physicians  who  from 
time  to  time  in  their  practice  see  interesting 
and  perhaps  unusual  cases.  These  worthwhile 
cases  by  all  means  should  be  reported,  for  some 
of  them  are  of  interest  and  importance  to  many 
other  physicians,  and  perhaps  even  more  so 
than  a long  article.  The  length  of  the  report 
depends  somewhat  on  the  number  of  cases  re- 
ported. Obviously  if  only  one  case  is  described, 


the  article  should  not  be  long.  If  references  are 
necessary,  they  should  be  carefully  chosen. 

The  author  should  review  his  manuscript  with 
care  and  make  revisions  if  needed.  There  are 
indeed  but  few  persons  who  can  sit  down  and 
write  a paper,  the  first  draft  of  which  needs  no 
revision.  Many  careful  and  experienced  writers 
revise  their  manuscript  a number  of  times.  A 
good  plan  is  to  lay  the  manuscript  aside  for  a 
few  days  and  then  peruse  it;  in  many  instances 
certain  portions  will  be  found  which  need  fur- 
ther revision. 

If  the  author  feels  he  needs  guidance  in  writ- 
ing up  a case  report,  he  should  seek  it;  in  fact, 
it  is  always  a good  idea  to  ask  some  competent 
person  to  review  the  manuscript  before  sub- 
mitting it  for  publication.  The  author  of  this 
essay,  who  has  had  considerable  experience  in 
medical  writing,  never  hesitates  to  ask  some 
experienced  person  or  persons  to  review  his 
manuscript.  By  so  doing  he  often  receives  valu- 
able suggestions.  Indeed  we  are  all  prone  to 
make  mistakes  and  all  learn  by  experience.  An 
author  should  strive  for  clarity  and  accuracy. 
The  latter  is  of  fundamental  importance,  for  in 
this  world  of  confused  thinking  accuracy  is  a 
quality  to  be  highly  prized. 
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For  more  than  a quarter  of  a century  Dr. 
Richard  W.  Corbitt  has  been  a distinguished 
member  of  the  medical  profession  in  Parkers- 
burg. A skilled 
RICHARD  W.  CORBITT,  M.D.  surgeon  and 
(1914-1974)  brilliant  diag- 

nostician, the 
position  Doctor  Corbitt  occupied  in  the  area  of 
specialized  medicine  was  one  of  eminence  and 
high  station. 

Aside  from  his  duties  as  a healer  of  the  ill. 
Doctor  Corbitt  was  vitally  interested  in  the 
welfare  of  his  community.  He  was  a man  of 
great  warmth  and  friendliness  whose  positive 
approach  to  affability  and  extension  of  courtesy 
was  widely  recognized  and  deeply  appreciated. 

Doctor  Corbitt  brought  to  Parkersburg  from 
the  Mayo  Clinic  a conspicious  acquaintance 
with  the  facts,  truths  and  principles  of  medical 
care.  He  was  acknowledged  as  one  of  the  top 
men  in  his  field,  both  as  a surgeon  and  practic- 
ing physician. 

Doctor  Corbitt’s  death  removes  from  this  com- 
munity a man  whose  profound  influence,  and 
capacity  for  perception  was  widely  recognized. 
In  this  hour  of  bereavement,  this  newspaper  ex- 
tends to  the  family  of  Doctor  Corbitt  our  deepest 
and  most  sincere  sympathy. 

—The  Parkersburg  News 


Has  any  other  one  man  done  so  much  for  the 
safety  of  athletes?  This  question  popped  into 
my  mind  Tuesday  when  I was  informed  of  the 
death  of  Dr.  Richard  Corbitt.  It  was  my  privi- 
lege to  work  with  Dr.  Dick  when  he  was  fight- 
ing for  greater  safety  measures  for  football 
players. 

His  accomplishments  in  the  field  of  medicine 
have  been  listed  elsewhere  along  with  a back- 
ground of  his  career.  But  little  has  been  written 
of  Doc’s  contributions  to  safety,  his  love  for 
athletics  and  his  devotion  to  Parkersburg  High 
School. 

It  was  Doctor  Corbitt  who  led  the  fight  to 
have  high  school  football  start  August  1 in  West 
Virginia.  He  insisted  that  the  two  weeks  of  early 
practice  be  reserved  for  conditioning  so  that 
youngsters  would  be  physically  ready  for  con- 
tact. 

It  was  one  of  Doctor  Corbitt’s  suggestions  that 
halftime  be  extended  three  minues  so  that  the 
players  would  have  time  to  warm  up  before  the 
kickoff. 

It  was  Doctor  Corbitt  who  arranged  for  and 
took  charge  of  the  pre-season  physical  exami- 


nations for  Parkersburg  high  schools  and  junior 
highs.  Many,  many  times  I have  visited  PHS 
and  South  at  8 A.M.  on  a Thursday  morning  in 
late  July  and  found  Doc  Corbitt  in  his  white 
working  clothes  leading  a team  of  volunteer 
physicians  in  giving  complete  physicals  to  aspir- 
ing young  football  players. 

And  it  was  Dr.  Richard  Corbitt  who  started 
the  student  trainer  program  at  Parkersburg  High 
School.  If  ever  a program  was  vitally  needed  it 
was  this  one.  And  it’s  spread  to  other  schools  in 
this  city  and  others  because,  as  Dr.  Dick  often 
said,  a student  trainer  who  knows  what  he  is 
doing  is  just  as  important  as  any  player. 

Doctor  Corbitt’s  work  with  athletic  injuries 
and  his  untiring  efforts  to  find  the  cause  and 
adopt  corrective  measures  endeared  him  to  every 
youngster  who  ever  aspired  to  be  anything  in 
the  Wonderful  World  of  Sports. 

Some  of  the  glitter  has  gone  out  of  the  local 
sports  world,  which  has  lost  one  of  its  true 
champions.  Dr.  Richard  Corbitt  was  a friend 
to  many,  and  a true  sportsman  who  believed  in 
athletics  but  who  felt  that  not  enough  emphasis 
was  placed  on  injuries,  their  cause  and  effect. 

Sympathy  is  extended  to  Mrs.  Corbitt,  to 
the  children  and  to  the  future  generation  of 
athletes  who  won’t  have  Dr.  Dick  looking  after 
their  wellbeing. 

He’ll  be  missed! 

—Jim  Snyder,  in  The  Parkersburg  News 


Of  late  years  smoking  cigarettes  has  received 
a great  deal  of  comment  not  only  in  medical 
journals  but  in  the  lay  press  as  well.  Cigarette 

advertising  is  no 

CARBON-MONOXIDE  longer  allowed 

ABSORPTION  IN  CIGARETTE  on  television 
AND  CIGAR  SMOKERS  and  cigarette 

packages  c o n- 
tain  a warning  that  smoking  is  injurious  to  the 
health.  Be  all  that  as  it  may,  the  sale  of  cigarettes 
continues  to  rise  which  presumably  means  that 
many  men  and  women  still  indulge  in  cigarette 
smoking.  There  is  no  doubt  but  that  it  is  a 
health  hazard. 

It  is  generally  conceded  that  habitual  cigar 
and  pipe  smokers  have  only  slightly  greater  mor- 
tality rates  than  non-smokers,  whereas  habitual 
cigarette  smokers  have  a significantly  higher 
mortality.  This  difference  is  thought  to  be  due 
to  the  fact  that  cigar  and  pipe  smokers  do  not 
inhale.  On  this  account  it  is  often  suggested  that 
individuals  who  are  heavy  cigarette  smokers 
change  to  smoking  cigars. 
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A relevantly  recent  article  in  The  Lancet1 
deals  with  this  problem.  Seven  men  who  were 
heavy  cigarette  smokers  gave  up  cigarettes  and 
changed  to  smoking  cigars.  Carboxyremoglobin 
(CoHb)  levels  had  been  determined  during  the 
time  the  men  were  smoking  cigarettes  and  again 
after  they  had  changed  to  cigar  smoking.  The 
CoHb  levels  when  smoking  cigars  were  similar 
to  those  when  they  were  smoking  cigarettes. 
This  plainly  indicated  that  these  seven  men 
continued  to  inhale  after  changing  to  cigars.  It 
was  concluded  that  cigarette  smokers  who 
change  to  cigar  smoking  may  not  lower  the  risk 
to  their  health. 

The  authors  of  the  article  point  out  that  cigar 
smokers  who  inhale  are  likely  to  risk  their  health 
for  a number  of  reasons.  It  has  been  shown  that 
CoHb  may  be  an  important  factor  in  the  devel- 
opment of  atherosclerosis.  The  urinary  nicotine 
excretions  in  those  who  inhale  cigars  is  similar 
to  those  who  inhale  cigarettes.  As  a result  of  the 
catecholamines  secretion  thereby  induced  the 
mobilization  of  free  fatty  acids  is  also  consider- 
ably increased.  It  also  has  been  shown  by  ani- 
mal tests  that  the  condensate  of  pipe  and  cigar 
smoke  is  more  likely  to  produce  cancer  when 
applied  to  the  skin  than  is  condensed  cigarette 
smoke.  It  would  seem  that  it  is  possible  that 
cigar  smokers  who  inhale  may  actually  run  a 
greater  risk  to  their  health  than  those  who  con- 
tinue to  smoke  cigarettes.  Finally,  the  authors  of 
the  article  emphasize  that  on  present  evidence 
no  encouragement  should  be  given  to  heavy  cig- 
arette smokers  to  change  their  habit  and  smoke 
cigars. 


1.  Cowie,  J.  et  al.,  The  Lancet  (1:1033  (May  12)  1973. 


The  physicians  of  West  Virginia  are  indeed  to 
be  congratulated  for  the  generous  funds  they 
gave  to  the  School  of  Medicine  of  West  Virginia 
University  during  the  calendar  year  of  1973.  A 

recent  communication 
GIFTS  TO  from  the  American 

MEDICAL  SCHOOLS  Medical  Association 

and  Research  Founda- 
tion lists  the  grants  to  approved  medical  schools 
during  the  year  1973. 

Two  types  of  grants  are  listed.  Those  ear- 
marked by  donors  for  the  school  and  grants  to 
schools  from  undesignated  funds.  The  list  con- 
tained 118  approved  medical  schools  in  the 
United  States.  West  Virginia  University  School 
of  Medicine  fared  well  for  it  received  $12,045.19 
of  earmarked  funds.  Twenty-nine  schools  re- 
ceived more  than  West  Virginia  Lhiiversity 


School  of  Medicine  — but  in  a number  of  in- 
stances the  amount  was  slight. 

The  three  medical  schools  which  received  the 
largest  donations  were:  Northwestern  University 
School  of  Medicine,  $39,999.38;  University  of 
Illinois  College  of  Medical  Foundation,  $38,- 
748.  57;  and  the  Lhiiversity  of  Alabama  School 
of  Medicine,  $35,822.90.  The  average  for  the 
earmarked  funds  for  the  118  approved  medical 
schools  in  the  United  States  was  $8,808.04.  Some 
of  the  old  and  prestigious  schools  did  not  fare  as 
well  as  might  be  expected:  Harvard  School  of 
Medicine,  $9,443.76;  Johns  Hopkins  University 
School  of  Medicine,  $8,892.36;  and  the  Lhiiver- 
sity of  Pennsylvania  School  of  Medicine,  $14,- 
122.56.  This  is  somewhat  difficult  to  explain. 

The  Foundation  granted  a sum  of  $1,921.85 
from  undesignated  funds  to  all  approved  schools 
(except  five  undeveloped  schools).  The  total 
amount  of  money  from  both  funds,  that  is,  the 
earmarked  and  undesignated  funds  amounted  to 
$1,039  349.77.  Since  the  tuition  medical  students 
pay  is  far  less  than  the  expense  of  their  training, 
gifts  are  most  welcome  especially  those  which 
are  unrestricted. 

The  author  of  this  essay  feels  that  every 
alumnus  should  pay  some  money  each  year  to 
the  medical  school  from  which  he  was  grad- 
uated. There  are  some  alumni  who  do  not  agree 
with  certain  educational  policies  of  their  school 
or  object  to  some  administrative  policies  and, 
as  a consequence,  stop  their  annual  contribu- 
tions. This  is  wrong,  because  policies  of  medical 
schools  change  as  do  administrators. 

If  an  alumnus  believes  firmly  that  certain 
changes  should  be  made,  his  criticisms  should 
be  presented  to  the  alumni  association.  If  they 
seem  valid,  the  members  of  the  alumni  associa- 
tion could  vote  on  them  and  submit  their 
opinion  to  the  proper  authorities  of  the  school. 

In  many  instances  redress  probably  would  be 
obtained.  In  sum,  the  important  thing  is  that 
alumni  contribute  annually  to  the  school  from 
which  they  received  their  M.D.  degree. 


AMA  Training  Program  Announced 

The  American  Medical  Association  will  conduct 
a series  of  10  seminars  in  1975  to  train  physicians 
to  serve  as  medical  directors  in  skilled  nursing 
facilities. 

The  objective  will  be  to  provide  a joint  training 
experience  for  physicians,  administrators  and 
nurses  to  enhance  the  ability  of  the  physician  to 
serve  as  a medical  director. 
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GENERAL  NEWS 


WVU,  U.  of  Cincinnati  Physicians 

To  Be  On  Mid-Winter  Program 

E 

Dr.  G.  Robert  Nugent,  West  Virginia  University 
School  of  Medicine,  and  Dr.  Harvey  C.  Knowles, 
I Jr.,  University  of  Cincinnati  College  of  Medicine, 

have  accepted  invitations  to  speak  at  the  Eighth 

Mid  - Winter  Clinical 
Conference  next  Jan- 
uary 24-26  in  Charles- 
ton at  the  Daniel  Boone 
Hotel.  Doctor  Nugent, 
Professor  and  Chairman 
of  the  Division  of  Neu- 
rosurgery at  WVU,  will 
speak  Saturday  after- 
noon, January  25,  on 
“The  Surgical  Manage- 
ment of  Cerebral  Vas- 
cular Disease.”  Doctor 
Knowles  is  Professor  of 
Medicine  at  the  Univer- 
sity of  Cincinnati  and  a 
Past  President  of  the  American  Diabetes  Associa- 
tion. He  will  follow  Doctor  Nugent  at  the  Satur- 
day afternoon  session  with  the  topic  of  “Vascular 
Changes  in  Diabetes  Mellitus.”  As  previously  an- 
nounced, Dr.  Arthur  L.  Poffenbarger,  Charleston 
neurologist,  will  be  the  first  speaker  for  the  Satur- 
day afternoon  session,  beginning  at  2 P.  M.  His 
subject  will  be  “The  Diagnosis  and  Medical  Man- 
agement of  Cerebral  Vascular  Disease.” 

The  Conference  will  conclude  at  noon  on  Sunday, 
with  scientific  sessions  scheduled  for  Friday  after- 
noon, Saturday  morning  and  afternoon,  and  Sun- 
day morning. 

On  Friday  evening,  there  will  be  a public  ses- 
sion under  the  general  topic  of  “Problems  of  Ad- 
olescents,” with  the  speakers  also  to  address  a 
medically-oriented  session  for  physicians  on  the 
same  subject  Saturday  morning.  These  speakers, 
as  previously  announced,  will  be  Dr.  U.  G.  Turner, 
III,  University  of  Virginia  School  of  Medicine, 
whose  topic  will  be  “Human  Sexuality  and  Youth, 
A Timely  Challenge;”  Dr.  Ralph  S.  Smith,  Jr., 
Charleston  psychiatrist,  who  will  discuss  teenage 
suicides,  and  a third  speaker,  yet  to  be  confirmed, 
whose  subject  will  be  teenage  drugs  and  alcoholism. 

Concurrent  with  the  public  program  Friday  eve- 


ning will  be  a session  for  physicians  on  PSRO 
entitled  “PSRO  Revisited  One  Year  Later.” 

The  West  Virginia  University  School  of  Med- 
icine Alumni  Association  will  meet  Friday  after- 
noon preceding  the  evening  sessions. 

The  other  speakers  and  their  topics  previously 
announced  are: 

“Mobile  Coronary  Care  Unit”  — Richard  S. 
Crampton,  M.  D.,  Department  of  Internal  Med- 
icine, University  of  Virginia  Medical  Center;  “Car- 
diac Emergencies  in  Children”  — Nancy  Wander- 
man,  M.  D.,  Assistant  Professor  of  Pediatrics, 
Pediatric  Cardiology,  Charleston  Division,  WVU 
Medical  Center  (Friday  afternoon); 

“PSRO  Revisited  One  Year  Later”  — James  C. 
Respess,  M.  D.,  Department  of  Internal  Medicine, 
University  of  Virginia  School  of  Medicine;  and 
William  C.  Felch,  M.D.,  Rye,  New  York  (Friday 
evening  physician’s  session); 

“Pulmonary  Disease  in  Adolescents”  — C.  E. 
Buckley,  III,  M.  D.,  Department  of  Medicine,  Duke 
University  Medical  Center;  and  “How  to  Avoid 
Malpractice  Suits” — Stanley  E.  Preiser,  Charleston 
attorney  (Sunday  morning). 


Kanawha  Medical  Society 
Offers  Social  Event 

Physicians,  wives  and  others  attending 
the  Mid-Winter  Clinical  Conference  are 
invited  to  the  annual  dinner  dance  of  the 
Kanawha  Medical  Society  which  will  be 
held  Saturday,  January  25,  in  the  Daniel 
Boone  Hotel  ballroom  beginning  at  7 P.M. 
The  affair  will  include  cocktails,  dinner 
and  dancing.  Dress  will  be  formal. 

The  cost  will  be  $12.50  per  person.  Ad- 
vance registration  is  requested.  Registra- 
tions and  advance  payment,  if  desired, 
should  be  sent  to  the  Kanawha  Medical 
Society,  405  Atlas  Building,  Charleston 
25301.  Payment  also  may  be  made  at  the 
door.  Checks  should  be  made  payable  to 
the  Kanawha  Medical  Society. 

All  registrations  should  be  in  by  Jan- 
uary 21. 
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To  be  announced  are  a speaker  on  cancer  and  an 
additional  speaker  on  heart  diseases. 

Physicians,  wives  and  guests  will  be  invited  to 
attend  the  annual  dinner  dance  of  the  Kanawha 
Medical  Society  Saturday  evening  at  the  Daniel 
Boone. 

Attendance  at  the  Conference  will  be  acceptable 
for  Category  1 credit  toward  the  Physician’s  Rec- 
ognition Award  of  the  American  Medical  Associa- 
tion; the  Conference  also  is  expected  to  carry  pre- 
scribed credit  by  the  American  Academy  of  Family 
Physicians.  A registration  fee  of  $15  for  the  en- 
tire conference  will  be  charged  all  registrants  ex- 
cept nurses,  medical  students,  interns  and  resi- 
dents. 

The  program  Co-Chairmen  again  are  Drs.  Ralph 
H.  Nestmann  and  Joseph  T.  Skaggs,  both  of 
Charleston.  Also  on  the  Program  Committee  are 
Drs.  William  O.  McMillian,  Jr.  of  Charleston  and 
C.  Carl  Tully  of  South  Charleston. 

The  annual  Mid-Winter  Clinical  Conference  is 
sponsored  by  the  State  Medical  Association  in 
conjunction  with  some  of  its  component  medical 
groups,  and  volunteer  health  agencies. 

Additional  details  will  be  provided  in  later  is- 
sues of  The  Journal  as  the  program  takes  final 
shape. 


Fall  Meeting  of  the  Council 
In  Charleston  on  Oct.  6 

The  Fall  Meeting  of  the  Council  was  held  at 
the  Heart-O-Town  Motor  Inn  in  Charleston  on 
Sunday,  October  6,  1974,  with  the  Chairman,  Dr. 
A.  Thomas  McCoy  of  Charleston,  presiding. 

At  the  outset,  Doctor  McCoy  requested  those 
present  to  stand  for  a moment  of  silent  prayer  in 
memory  of  the  late  Dr.  Richard  W.  Corbitt  of 
Parkersburg,  who  served  as  President  of  the  West 
Virginia  State  Medical  Association  during  1968-69. 

New  Members  of  the  Council 

Doctor  McCoy  introduced  the  following  new 
members  of  the  Council  who  were  elected  during 
the  meeting  at  The  Grenbrier  in  August: 

Drs.  David  F.  Bell,  Jr.,  of  Bluefield;  L.  Walter 
Fix  of  Martinsburg;  Ray  M.  Kessel  of  Logan;  and 
Lyle  D.  Vincent  of  Parkersburg.  Another  new 
member,  Dr.  Walter  E.  Klingensmith  of  Beckley, 
was  unable  to  attend  due  to  a conflict  in  meet- 
ings. 

At  the  request  of  Dr.  C.  A.  Hoffman,  Chairman 
of  the  Insurance  Committee,  Doctor  McCoy  intro- 
duced the  following  members  of  the  Insurance 
Committee  who  were  invited  specifically  to  attend 
the  meeting:  Drs.  John  T.  Chambers  of  Charles- 
ton; Fay  Perry  Greene,  Jr.,  of  Parkersburg;  and 
Buford  W.  McNeer  of  Hinton.  Also  introduced  was 


Mr.  Guy  D.  Beaumont,  Jr.,  of  Columbus,  AMA 
Field  Representative. 

Professional  Liability  Insurance  Program 

Doctor  McCoy  pointed  out  that  the  primary 
reason  for  calling  a meeting  of  the  Council  at  such 
an  early  date  was  due  to  the  fact  that  Doctor 
Hoffman  and  members  of  the  Insurance  Commit- 
tee were  of  the  opinion  that  members  of  the  Coun- 
cil and  the  physicians  they  represent  throughout 
the  State  should  be  made  aware  of  the  present 
professional  liability  insurance  situation  in  West 
Virginia. 

Doctor  Hoffman  introduced  Mr.  F.  M.  (Mike) 
Taylor  of  Charleston,  Coordinator  for  the  Associa- 
tion’s Professional  Liability  Insurance  Program  in 
West  Virginia,  who,  in  turn,  introduced  the  prin- 
cipal spokesman,  Mr.  Robert  Grimes  of  Hartford, 
Connecticut,  Superintendent  of  Underwriting  for 
the  Aetna  Life  & Casualty  Company. 

Also  present  to  answer  questions  was  Mr. 
Joseph  W.  Boutaugh  of  Wheeling,  Manager  of  Un- 
derwriting for  Aetna  Life  & Casualty  Company  in 
West  Virginia. 

There  ensued  a discussion  of  approximately  two 
hours  during  which  time  Mr.  Grimes  and  Mr.  Tay- 
lor presented  facts  and  answered  questions  con- 
cerning the  Association’s  program  as  well  as  the 
general  trend  of  malpractice  coverage  for  physi- 
cians throughout  the  county. 

It  was  pointed  out  during  the  session  that  it 
would  be  necessary  to  increase  the  premium  effec- 
tive January  1,  1975,  for  physicians  enrolled  in  the 
program  from  23  per  cent  to  148  per  cent  depend- 
ing on  the  member’s  specialty.  The  majority  of  the 
members  will  be  faced  with  a premium  increase 
of  approximately  45  per  cent. 

Action  of  Council 

Following  the  presentation,  members  of  the 
Council  unanimously  accepted  the  report  and  di- 
rected that  a copy  be  mailed  to  the  entire  mem- 
bership as  soon  as  possible  over  the  signature  of 
Doctor  Hoffman. 

Doctor  McCoy  suggested  to  the  representatives 
of  Aetna  that  if  at  all  possible  future  reports  on 
the  Association’s  group  liability  program  be  pre- 
pared prior  to  the  annual  meetings  of  the  Associa- 
tion so  that  the  report  could  be  presented  to  those 
present  at  meetings  of  the  House  of  Delegates. 

(Subsequently,  a report  on  the  Professional  Lia- 
bility Insurance  Program  was  mailed  to  the  en- 
tire membership  on  October  16). 

Publication  Committee  Member  Reelected 

Dr.  George  F.  Evans  of  Clarksburg  was  un- 
animously reelected  a member  of  the  Publication 
Committee  for  the  term  ending  on  December  31, 
1981.  Doctor  Evans  has  served  as  Editor  of  The 
Journal  since  1962  and  in  that  position  is  in  charge 
of  reviewing  the  scientific  and  editorial  material 
submitted  for  publication  in  The  Journal. 


November,  1974,  Vol.  70,  No.  11 


307 


Election  of  Honorary  Member 

Dr.  Harold  H.  Kuhn  of  Big  Pine  Key,  Florida, 
who  practiced  his  specialty  of  orthopedic  surgery 
in  Charleston  for  a number  of  years,  was  elected 
to  honorary  membership  in  the  State  Medical  As- 
sociation, effective  January  1,  1975. 

Report  on  West  Virginia  Medical  Institute 

Mr.  Charles  R.  Lewis,  the  West  Virginia  Med- 
ical Institute’s  Executive  Director,  told  the  Coun- 
cil that  (1)  the  Institute  has  submitted  to  Federal 
authorities  a draft  of  a statewide  Professional 
Standards  Review  Organization  (PSRO)  plan  for 
West  Virginia  under  terms  of  its  planning  contract 
with  the  U.  S.  Department  of  Health,  Education 
and  Welfare;  and  (2)  the  Institute  put  135  cases 
into  its  professional  review  mechansim  in  the  first 
eight  weeks  of  operation  under  its  medical  con- 
sultant contract  with  the  Blue  Cross  and  Blue 
Shield  plans  for  Southern  West  Virginia. 

He  also  reported  that  Institute  membership  had 
climbed  to  838  West  Virginia  doctors  of  medicine 
and  osteopathy. 

Catastrophic  Medical  Expense  Plan 

The  Council  voted  unanimously  to  approve  en- 
rollment of  staff  members  of  the  State  Medical  As- 
sociation in  a Catastrophic  Medical  Expense  Plan 
offered  by  Blue  Cross-Blue  Shield  of  Southern 
West  Virginia,  Inc.  It  was  pointed  out  that  the 
total  annual  increase  in  the  hospital  insurance 
program  for  staff  members  would  be  minimal  and 
would  serve  as  an  added  fringe  benefit. 

Need  for  Physicians  in  Certain  Areas 

It  was  reported  that  the  Preston  Council  Health 
Council,  Inc.,  Tri-District  Community  Health  Serv- 
ice and  the  Mountaintop  Health  Services,  Inc.,  had 
requested  the  Council  to  certify  the  need  of  as- 
signment of  physicians  by  the  National  Health 
Service  Corps  in  those  areas  of  the  State. 

The  Cocunil  voted  to  endorse  the  above  men- 
tioned projects  after  being  assured  that  the  of- 
ficers of  component  medical  societies  in  those  areas 
also  had  certified  the  need. 

Report  of  Medical  Economics  Committee 

Dr.  Carl  J.  Roncaglione,  Chairman  of  the  Med- 
ical Economics  Committee,  presented  a brief  re- 
port in  which  he  stated  that  a majority  of  the  ac- 
tivities of  the  Committee  are  still  in  the  develop- 
ment stage  following  adoption  of  certain  resolu- 
tions and  policies  during  the  annual  meeting  in 
August.  He  said  a more  detailed  report  would  be 
submitted  to  Council  at  a later  date. 

He  pointed  out,  however,  that  one  area  did 
need  attention.  He  said  that  many  of  the  third- 
party  agencies  believed  that  physicians  have  an 
obligation  over  and  above  that  of  taxpayers  to 
perform  services  for  clients  of  these  agencies  for 
less  than  the  usual  and  customary  charges. 

Doctor  Roncaglione  also  recommended  that  an 


effort  be  made  by  the  Association  for  members  of 
its  committees  to  have  an  input  into  the  policies 
promulgated  by  all  third-party  agencies. 

Health  Manpower  Legislation 

Doctor  Andrews  reviewed  various  bills  in  Con- 
gress pertaining  to  health  manpower  and  explained 
briefly  how  the  bills  could  affect  medical  education 
and  the  practice  of  medicine  throughout  the 
country. 

He  said  most  of  the  major  health  legislation  in 
Congress  this  year  would  not  be  acted  upon  finally 
until  after  November  11  when  Congress  reconvenes 
following  a recess  for  the  general  election. 

Circulation  of  Council  Minutes 

It  was  reported  that  the  Council  of  the  Kanawha 
Medical  Society  had  requested  that  there  be  more 
general  circulation  of  the  minutes  of  meetings  of 
the  Council  of  the  State  Medical  Association 
through  distribution  of  same  to  the  secretaries  of 
component  medical  societies. 

This  matter  was  discussed  at  length  and  re- 
ferred to  the  Executive  Committee  for  study  and 
report  back  at  the  next  meeting  of  the  Council. 

Proposed  Budget 

It  was  reported  that  the  Cabell  County  Medical 
Society,  at  a meeting  held  in  Huntington  on  Sep- 
tember 17,  1974,  had  passed  a resolution  that  a 
more  complete  and  detailed  financial  statement  of 
the  Association  be  submitted  in  writing  semi-an- 
nually by  the  Treasurer  to  the  Council  for  inclusion 
in  the  minutes  of  the  Council  meetings  and  that 
the  annual  audit  by  a disinterested  reputable  ac- 
counting firm  continue  to  be  performed  yearly  and 
published  in  The  West  Virginia  Medical  Journal. 

During  the  discussion,  it  was  pointed  out  that 
the  Council  should  be  responsible  for  an  accurate 
accounting  of  the  business  practices  of  the  Associa- 
tion at  all  times. 

The  Council  voted  unanimously  that  a proposed 
budget  be  submitted  to  the  Council  for  review  and 
approval  at  the  first  meeting  during  the  fiscal 
year  — usually  held  during  the  month  of  January. 

The  meeting  was  attended  by  Dr.  A.  Thomas 
McCoy  of  Charleston,  Chairman;  Dr.  William  E. 
Gilmore  of  Parkersburg,  President;  Dr.  Jack 
Leckie  of  Huntington,  President  Elect;  Dr.  John  J. 
Mahood  of  Bluefield,  Vice  President;  Dr.  Kenneth 
G.  MacDonald  of  Charleston,  Treasurer;  Drs.  Rob- 
ert R.  Weiler  of  Wheeling;  Charles  E.  Andrews 
of  Morgantown;  Ray  M.  Kessel  of  Logan;  L.  Walter 
Fix  of  Martinsburg;  Robert  D.  Hess  of  Bridgeport; 
Louis  W.  Groves,  Jr.,  of  Richwood;  Lyle  D.  Vincent 
of  Parkersburg;  J.  L.  Mangus  of  Charleston;  David 
F.  Bell,  Jr.,  of  Bluefield;  Mr.  William  H.  Lively  of 
Charleston,  Executive  Secretary;  Mr.  Custer  B. 
Holliday  of  Charleston,  Executive  Assistant;  Mr. 
Charles  R.  Lewis  of  Charleston,  Special  Projects 
Director. 
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Also  attending  the  meeting  were  Drs.  Frank  J. 
Holroyd  of  Princeton  and  Richard  E.  Flood  of 
Weirton,  AMA  Delegates;  Dr.  George  R.  Callender, 
Jr.,  of  Charleston,  AMA  Alternate;  Dr.  C.  A.  Hoff- 
man of  Huntington;  Dr.  James  S.  Klumpp  of  Hun- 
tington, Parliamentarian;  Dr.  Carl  J.  Roncaglione 
of  Charleston;  Dr.  John  T.  Chambers  of  Charles- 
ton; Dr.  Buford  W.  McNeer  of  Hinton;  Dr.  Fay 
Perry  Greene,  Jr.,  of  Parkersburg;  Mr.  Robert 
Grimes  of  Hartford,  Connecticut;  Mr.  Joseph  W. 
Boutaugh  of  Wheeling;  Mr.  F.  M.  Taylor  of 
Charleston;  and  Mr.  Guy  D.  Beaumont,  Jr.,  of  Co- 
lumbus, AMA  Field  Representative. 


Dr.  Richard  W.  Corbitt 
Dies  at  Age  59 

Dr.  Richard  W.  Corbitt  of  Parkersburg,  a Past 
President  of  the  West  Virginia  State  Medical  As- 
sociation and  active  in  many  civic  and  community 
organizations,  died  in  Parkersburg  on  October  1. 

Doctor  Corbitt  was  59 
years  old  at  the  time  of 
his  death  and  had  prac- 
ticed his  specialty  of 
urology  in  Parkersburg 
for  the  past  28  years. 

A native  of  Waverly, 
Wood  County,  son  of 
the  late  Dr.  Robert 
Wylie  and  Nora  Triplett 
Corbitt,  he  was  grad- 
uated from  Parkersburg 
High  School  in  1932  and 
from  West  Virginia 
University  in  1936.  He 
received  his  M.  D.  de- 
gree in  1939  from  the  University  of  Maryland 
School  of  Medicine  and  served  an  internship  and 
residency  at  Mercy  Hospital  in  Baltimore.  He  also 
served  a Fellowship  in  Urology  at  the  Mayo  Foun- 
dation and  was  First  Assistant  in  Urology  at  the 
Mayo  Clinic  in  Rochester,  Minnesota. 

Doctor  Corbitt  earned  two  battle  stars  while 
serving  with  the  Medical  Corps  of  the  United 
States  Navy  in  the  South  Pacific,  1944-46. 

See  Editorials  On  Page  304 

Doctor  Corbitt  located  his  practice  at  Parkers- 
burg in  1946  and  immediately  became  active  in 
organized  medicine  on  the  county,  state  and  na- 
tional levels.  He  served  a term  as  President  of  the 
Parkersburg  Academy  of  Medicine  and  was 
elected  to  the  Council  of  the  State  Medical  As- 
sociation in  1961.  He  was  named  Vice  President  in 
1966,  President  Elect  in  1967  and  was  installed  as 
President  in  1968.  He  served  as  Chairman  of  the 
Association’s  Council  after  his  term  as  President. 

He  was  a Diplomate  of  the  American  Board  of 
Urology,  a Fellow  of  the  American  College  of  Sur- 


geons and  a member  of  the  American  Medical  As- 
sociation and  the  American  Urological  Association. 

He  was  a Past  President  of  the  Greater  Parkers- 
burg Chamber  of  Commerce  and  had  served  as 
Coroner  of  Wood  County  for  27  years  until  a few 
months  ago.  He  also  had  served  as  Chief  of  Staff 
at  St.  Joseph’s  and  Camden-Clark  Memorial  hos- 
pitals. 

Doctor  Corbitt  had  excelled  as  a wrestler  and 
trackman  in  high  school  and  college  and  his  in- 
terest in  sports  never  waned.  He  served  for  a num- 
ber of  years  as  team  physician  at  Parkersburg  High 
School  and  his  close  affiliation  with  the  Coaches 
Association  in  the  State  earned  him  the  distinction 
of  being  named  “Honorary  Coach”  by  the  members 
of  that  organization. 

He  served  for  a number  of  years  as  a member 
of  the  State  Medical  Association’s  Committee  on 
the  Medical  Aspects  of  Sports  and  in  1970  was 
named  a member  of  the  Committee  on  Sports  of 
the  American  Medical  Association.  He  was  serv- 
ing as  Chairman  of  that  Committee  at  the  time  of 
his  death. 

Doctor  Corbitt  also  served  as  Chairman  of  the 
West  Virginia  Commission  on  Postmortem  Ex- 
aminations from  its  establishment  in  1963  and  was 
a member  of  the  Review  Board  for  Secondary 
Schools  Activities  Commission  of  West  Virginia. 

Doctor  Corbitt  is  survived  by  his  wife,  Margaret 
Maguire  Corbitt;  five  daughters,  Charlotte  and 
Margaret  of  Parkersburg;  Mary  Louise,  a student 
at  West  Virginia  University;  Mrs.  Marcia  Wilson 
of  Charleston;  and  Mrs.  Sheila  Grimm  of  Glaston- 
burg,  Connecticut;  two  sons,  Terrence  of  Marietta, 
Ohio;  and  Richard,  Jr.,  also  a student  at  West 
Virginia  University;  and  four  grandchildren. 

He  was  preceded  in  death  by  a son,  Robert  Em- 
mett. 


New  AAP  President  Installed 

Dr.  John  C.  MacQueen,  Professor  of  Pediatrics  at 
the  University  of  Iowa,  was  installed  as  the  45th 
President  of  the  American  Academy  of  Pediatrics, 
during  the  Academy’s  recent  annual  business  meet- 
ing in  San  Francisco. 

The  16,000  member  Academy  is  the  Pan-Ameri- 
can association  of  physicians  certified  in  the  care 
of  infants,  children  and  adolescents. 

Doctor  MacQueen  is  also  the  Director  of  the 
University  of  Iowa’s  Oakdale  Hospital:  Iowa  State 
Services  for  Crippled  Children;  and  Ambulatory 
Care  Services,  Department  of  Pediatrics,  University 
of  Iowa. 

Doctor  MacQueen  has  served  the  AAP  in  several 
previous  capacities.  He  was  Chairman  of  the 
Academy’s  Iowa  Chapter  for  many  years.  He  has 
been  Chairman  of  the  AAP’s  District  VI  and  a 
member  of  the  Academy’s  Council  on  Pediatric 
Practice  during  that  same  period. 


Richard  W.  Corbitt,  M.D. 
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State  Physicians  To  Participate 
In  SMA  Atlanta  Convention 

West  Virginians  will  have  prominent  roles  in 
scientific  and  business  sessions  of  the  Southern 
Medical  Association’s  68th  Annual  Scientific  Meet- 
ing, November  17-20,  in  Atlanta  at  the  Marriott 
Motor  Hotel. 


Jack  Leckie,  M.  D.  D.  Franklin  Milam,  M.  D. 


Dr.  Albert  C.  Esposito  of  Huntington,  a Past 
President  of  the  SMA,  will  continue  as  a member 
of  the  Board  of  Trustees  until  1977. 

Drs.  Jack  Leckie  and  William  L.  Neal  of  Hun- 
tington are  Chairman  and  Secretary,  respectively, 
of  the  SMA’s  Section  on  Family  Practice,  which 


will  meet  on  Tuesday,  November  19.  Doctor  Leckie 
is  President  Elect  of  the  State  Medical  Association. 

Dr.  D.  Franklin  Milam  of  Morgantown  is  Vice 
Chairman  of  the  Section  on  Urology.  Doctor  Milam, 
Professor  and  Chairman  of  the  Department  of 
Urology  at  the  West  Virginia  University  School  of 
Medicine,  will  present  a scientific  paper  during 
the  meeting  of  the  Section  on  Monday,  November 
18.  The  title  of  his  paper  will  be  “Lesions  of  the 
External  Genitalia.” 

Dr.  Hilton  C.  Rocha,  a member  of  the  staff 
of  Hopemont  State  Hospital,  will  present  a scienti- 
fic exhibit  on  “Emotional  Disorders  in  the  Aged  — 
Practical  Aspects  of  Recognition  and  Management.” 

Dr.  M.  Bruce  Martin  of  Huntington  is  a member 
of  the  SMA’s  Council. 

Oliver  H.  Loyd,  WVU  School  of  Medicine,  will 
be  one  of  39  junior  Medical  Student  Representa- 
tives to  the  convention. 

More  than  6,000  physicians  and  paramedical 
personnel  are  expected  to  attend  the  convention, 
which  will  feature  scientific  sessions  of  21  medical 
specialties.  Section  work  is  augmented  by  general 
sessions,  joint  sessions,  special  symposia,  scien- 
tific closed  circuit  television  programs  featuring 
surgical  procedures  and  demonstration  live  from 
a local  hospital,  live  teaching  demonstrations  at 
the  site  of  the  meeting,  postgraduate  courses,  learn- 
ing center  with  experts  in  chosen  fields,  meeting 
of  conjoint  societies,  and  scientific  and  technical 
exhibits. 


The  Section  on  Orthopedic  Surgery  of  the  West  Virginia  State  Medical  Association  met  during  the  Association’s 
107th  Annual  Meeting,  August  21-24,  at  The  Greenbrier  in  White  Sulphur  Springs.  Seated,  from  left,  are  Drs.  Athey 
R Lutz  of  Parkersburg;  Carl  J.  Roncaglione  and  George  R.  Callender.  Jr.,  of  Charleston;  and  Thomas  F.  Scott  and 
Robert  W.  Lowe,  both  of  Huntington;  standing,  from  left,  Drs.  Nicholas  D.  Zambos  Beckley;  Lawrance  S.  Miller, 
Morgantown;  Robert  R.  Weiler,  Wheeling;  J.  Hugh  Wiley,  Morgantown;  John  P.  Griffith,  Jr.,  Wheeling;  and  Arthur 
A.  Abplanalp,  Charleston. 
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Portland  Site  For  AMA  Clinical 


Dr.  Leo  H.  T.  Bernstein  Elected 


Convention,  Nov.  30  - Dec.  4 

Postgraduate  education  for  physicians  will  be 
the  focus  of  the  28th  Clinical  Convention  of  the 
American  Medical  Association,  November  30  - 
December  4,  at  Portland,  Oregon. 


Frank  J.  Holroyd,  M.  D. 

Special  sessions  on  specific  medical  problems 
and  a variety  of  basic  training  courses  to  assist 
physicians  in  updating  and  refining  their  skills  will 
be  offered,  along  with  special  programs  on  medical 
aspects  of  sports,  medical  writing,  public  speaking 
and  basic  guidelines  in  formation  of  a small  health 
group  for  rural  areas. 

The  scientific  programs  will  be  held  in  Port- 
land’s Memorial  Coliseum. 

The  AMA’s  policy-making  body,  the  House  of 
Delegates,  will  meet  simultaneously  at  the  Portland 
Hilton  Hotel.  The  first  session  of  the  House  will 
begin  at  2 P.  M.  on  Sunday,  December  1.  West 
Virginia  Delegates  to  the  House  are  Drs.  Richard  E. 
Flood  of  Weirton  and  Frank  J.  Holroyd  of  Prince- 
ton, with  Drs.  Harry  S.  Weeks,  Jr.,  of  Wheeling 
and  George  R.  Callender,  Jr.,  of  Charleston  as 
Alternates. 

In  line  with  the  usual  schedule,  Reference  Com- 
mittees of  the  AMA  House  will  meet  on  Monday, 
December  2,  to  consider  and  hold  hearings  on  the 
resolutions,  reports  and  other  items  before  them. 
The  House  will  reconvene  on  Tuesday  morning, 
December  3,  for  two  additional  days  of  sessions. 

More  than  100  scientific  exhibits  will  be  an 
added  educational  feature  of  the  convention,  as  will 
a program  of  medical  motion  pictures,  a Fireside 
Forum  program  and  round-table  discussion  lunch- 
eons. Six  special  sessions  on  specific  medical  prob- 
lems will  be  presented  during  the  convention. 

Total  attendance  of  more  than  5,000  is  anti- 
cipated. The  AMA  last  met  in  Portland  in  1963. 

The  complete  program  for  the  Convention  was 
published  in  the  October  14  issue  of  The  Journal 
of  the  American  Medical  Association. 


Richard  E.  Flood,  M.  D. 


State  Heart  Assn.  President 


Dr.  Leo  H.  T.  Bernstein  of  Martinsburg  was 
elected  President  of  the  West  Virginia  Affiliate  of 
the  American  Heart  Association  during  its  Annual 
Meeting  and  Scientific  Sessions  September  27  and 
28  at  Oglebay  Park  in 
Wheeling.  He  succeeds 
Dr.  Michael  F.  Wilson 
of  Morgantown. 

Also  elected  were  Dr. 

George  H.  Khoury  of 
Morgantown,  President 
Elect;  and  Dr.  Howard 
B.  Sauder  of  Wheeling, 

Vice  President.  Mrs. 

Josephine  Fultz,  R.N., 
of  Clarksburg,  was  ap- 
pointed Vice  Chairman 
of  the  Board  of  Direc- 
tors. The  current  Chair-  , „ „ 

Leo  H.  T.  Bernstein,  M.  D. 

man  of  the  Board,  Ken- 
neth Weber,  Ph.D.,  of  Morgantown,  began  his  sec- 
ond year  of  a two-year  term. 


Doctor  Bernstein  has  served  as  President-Elect, 
a member  of  the  State  Board  and  Chairman  of 
the  State  Nominating  and  Awards  Committee.  A 
specialist  in  internal  medicine,  Doctor  Bernstein 
is  the  immediate  Past  President  of  the  West  Vir- 
ginia Chapter  of  the  American  Society  of  Internal 
Medicine.  A native  of  New  York  City,  he  was 
graduated  from  Rutgers  University  and  earned  a 
Ph.D.  degree  from  Johns  Hopkins  University.  He 
received  his  M.  D.  degree  in  1949  from  the  Uni- 
versity of  Utah. 


Doctor  Bernstein  interned  at  Salt  Lake  County 
General  Hospital.  He  was  a Fellow  in  cardiology 
at  George  Washington  University  Hospital  and 
served  a residency  in  internal  medicine  at  the 
Martinsburg  Veterans  Administration  Center. 

He  is  a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the  American 
Society  of  Microbiologists,  the  American  Associa- 
tion for  Advancement  of  Science,  and  the  Associa- 
tion of  Military  Surgeons  of  the  United  States. 

Doctor  Khoury  is  a member  of  the  State  Board 
of  Directors  and  has  served  as  Chairman  of  the 
Monongalia  County  Unit  in  1973-74.  He  is  a pediat- 
ric cardiologist  at  the  West  Virginia  University 
School  of  Medicine. 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning 
any  change  in  address.  Notices  should  be 
mailed  to  Box  1031,  Charleston,  West  Vir- 
ginia 25324. 
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Standing  and  Special  Committees 
Appointed  by  Doctor  Gilmore 

The  following  standing  and  special  committees 
have  been  named  by  Dr.  William  E.  Gilmore  of 
Parkersburg,  President  of  the  West  Virginia  State 
Medical  Association,  to  function  during  his  one- 
year  term  of  office: 

Aging 

Eldon  B.  Tucker,  Morgantown,  Chairman;  Myer 
Bogarad,  Weirton;  and  Richard  Hamilton,  St. 
Marys. 

Cancer 

Alvin  L.  Watne,  Morgantown,  Chairman;  John  J. 
Battaglino,  Jr.,  Wheeling;  Walter  B.  Bice,  Jr.,  and 

F.  Lloyd  Blair,  Parkersburg;  Harry  F.  Cooper, 
Beckley;  L.  Walter  Fix,  Martinsburg;  David  B. 
Gray,  Charleston;  Ray  A.  Harron,  Bridgeport; 
Catalino  B.  Mendoza,  Jr.,  Clarksburg;  Hu  C.  Myers, 
Philippi;  Jess  S.  Renedo,  Wheeling;  Richard  G. 
Starr,  Beckley;  Charles  W.  Thacker,  Parkersburg; 
John  W.  Trenton,  Kingwood;  James  H.  Walker, 
Charleston;  and  Chauncey  B.  Wright,  Huntington. 

Constitution  and  By-Laws 

Hanry  S.  Weeks,  Jr.,  Wheeling,  Chairman; 
George  R.  Callender,  Jr.,  Charleston;  Richard  E. 
Flood,  Weirton;  S.  William  Goff,  Parkersburg; 
Carl  B.  Hall,  Charleston;  J.  C.  Huffman,  Buck- 
hannon;  James  S.  Klumpp,  Huntington;  Athey  R. 
Lutz,  Parkersburg;  Richard  V.  Lynch,  Jr.,  Morgan- 
town; and  L.  J.  Pace,  Princeton. 

Insurance 

C.  A.  Hoffman,  Huntington,  Chairman;  James  A. 
Barnes,  Beckley;  John  T.  Chambers,  Charleston; 
R.  U.  Drinkard,  Wheeling;  A.  C.  Esposito,  Hun- 
tington; L.  Walter  Fix,  Martinsburg;  F.  Perry 
Greene,  Jr.,  Parkersburg;  Upshur  Higginbotham, 
Bluefield;  Logan  W.  Hovis,  Vienna;  Kenneth  G. 
MacDonald,  Charleston;  Buford  W.  McNeer,  Hin- 
ton; J.  C.  Pickett,  Morgantown;  and  C.  Vincent 
Townsend,  Martinsburg. 

Interprofessional  Relations 

George  R.  Callender,  Jr.,  Charleston,  Chairman. 

Sub  -Committees 

Medico-Legal:  A.  J.  Villani,  Welch,  Chairman; 
John  C.  Bryce,  Parkersburg;  George  V.  Hamrick 
and  Paul  H.  Revercomb,  Charleston. 

Medicine  and  Religion:  Tracy  N.  Spencer,  Jr., 
South  Charleston;  Dwight  P.  Cruikshank,  Parkers- 
burg; and  V.  L.  Dyer,  Petersburg. 

Medicine  and  Pharmacy:  R.  C.  Cowan,  Jr.,  Par- 
kersburg, Chairman;  John  L.  Fullmer,  Morgan- 
town; and  L.  Dale  Simmons,  Clarksburg. 

Medical-Dental  Liaison:  George  L.  Armbrecht, 
Wheeling,  Chairman;  Alberto  G.  Capinpin, 
Charleston;  and  James  A.  Thompson,  Clarksburg. 


Nurses  Liaison:  Richard  E.  Flood,  Weirton, 

Chairman;  Billie  M.  Atkinson,  Parkersburg;  Jean 
P.  Cavender,  Charleston;  John  J.  Mahood,  Blue- 
field;  and  L.  J.  Pace,  Princeton. 

Legislative 

Frank  J.  Holroyd,  Princeton,  Chairman;  W.  P. 
Bittinger,  Oak  Hill;  J.  E.  Blaydes,  Jr.,  Bluefield; 
A.  Paul  Brooks,  Parkersburg;  John  T.  Chambers, 
Charleston;  George  A.  Curry,  Morgantown;  Del 
Roy  R.  Davis,  Kingwood;  Roy  A.  Edwards,  Jr.,  and 
A.  C.  Esposito,  Huntington;  George  Gevas,  Par- 
kersburg; Paul  E.  Gordon,  Clarksburg;  Louis  W. 
Groves,  Jr.,  Richwood;  N.  B.  Groves,  Martinsburg; 
Carl  B.  Hall,  John  M.  Hartman,  John  W.  Hash 
and  John  A.  B.  Holt,  Charleston;  J.  C.  Huffman, 
Buckhannon;  M.  V.  Kalaycioglu,  Shinnston;  Jack 
Leckie,  Huntington;  Charles  L.  Leonard,  Elkins; 
Milton  J.  Lilly,  Jr.,  Charleston;  Paul  L.  McCuskey, 
Parkersburg;  Charles  W.  Merritt,  Beckley;  Thomas 

G.  Reed,  Charleston;  Joseph  D.  Romino,  Fairmont; 
Carl  J.  Roncaglione,  William  B.  Rossman  and  Page 

H.  Seekford,  Charleston;  Robert  G.  Shirey,  Lewis- 
burg;  Jack  J.  Stark,  Belpre,  Ohio;  I.  Ewen  Taylor, 
Huntington;  A.  J.  Villani,  Welch;  David  E.  Wallace, 
Madison;  Stephen  D.  Ward,  Wheeling;  Henry  F. 
Warden,  Jr.,  Bluefield;  J.  Hugh  Wiley,  Morgan- 
town; and  David  E.  Yoho,  Glen  Dale. 

Maternal  and  Perinatal  Fetal  Welfare 

Frederick  H.  Dobbs,  Charleston,  Chairman;  Wal- 
ter A.  Bonney,  Jr.,  Morgantown;  Clarence  H.  Boso 
and  Thomas  J.  Conaty,  Huntington;  Robert  D. 
Crooks,  Parkersburg;  Larry  D.  Curnutte,  Charles- 
ton; T.  Keith  Edwards,  Bluefield;  Thomas  G.  Fol- 
som, Huntington;  N.  W.  Fugo,  Morgantown;  George 
Gevas,  Parkersburg;  Robert  Greco,  Morgantown; 
George  L.  Grubb,  Charleston;  C.  S.  Harrison, 
Clarksburg;  Edwin  J.  Humphrey,  III,  Huntington; 
W.  Gene  Klingberg,  Morgantown;  A.  Robert  Marks, 
Clarksburg;  Rose  H.  McClanahan,  Charleston; 
Charles  W.  Merritt,  Beckley;  Thomas  G.  Potter- 
field,  Charleston;  Robert  P.  Pulliam,  Beckley; 
Meryleen  B.  Smith,  Peterstown;  A.  J.  Villani, 
Welch;  Gates  J.  Wayburn,  Huntington;  and  Patrick 
C.  Williams,  Jr.,  Charleston. 

Medical  Aspects  of  Sports 

K.  Douglas  Bowers,  Jr.,  Morgantown,  Chairman; 
R.  L.  Chamberlain,  Buckhannon;  Robert  A.  Craw- 
ford, Jr.,  and  Henry  R.  Glass,  Jr.,  Charleston;  Joe 
N.  Jarrett,  Oak  Hill;  James  S.  Kessel,  Ripley;  Jack 
C.  Morgan,  Fairmont;  George  Naymick,  Weirton; 
W.  H.  Rardin,  Beckley;  Carl  J.  Roncaglione, 
Charleston;  George  W.  Rose,  Clarksburg;  Michael 
A.  Santer,  Jr.,  Parkersburg;  J.  G.  Vasquez,  Grants- 
ville;  Herbert  E.  Warden,  Morgantown;  and  Mose- 
ley H.  Winkler,  Charleston. 

Medical  Economics 

Carl  J.  Roncaglione,  Charleston,  Chairman;  and 
W.  Alva  Deardorff,  Charleston,  Vice  Chairman. 
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Sub-Committees 

Federal  Medical  Activities:  J.  L.  Mangus, 

Charleston,  Chairman;  George  R.  Callender,  Jr., 
Charleston;  Daniel  Hale,  Princeton;  Richard  V. 
Lynch,  Jr.,  Morgantown;  James  T.  Spencer  and 
James  H.  Walker,  Charleston. 

State  Workmen’s  Compensation:  Lawrance  S. 

Miller,  Morgantown,  Chairman;  Marshall  J.  Car- 
per, Jacques  Charbonniez  and  W.  Alva  Deardorff, 
Charleston;  Daniel  W.  Dickinson,  Wheeling;  A.  C. 
Esposito,  Huntington;  Robert  L.  Ghiz,  Charleston; 
Charles  E.  Haislip,  Fairmont;  Thomas  J.  Holbrook, 
Huntington;  Ralph  J.  Holloway,  South  Charleston; 
James  T.  Hughes,  Ripley;  M.  V.  Kalaycioglu, 
Shinnston;  Theodore  P.  Mantz  and  William  C. 
Morgan,  Jr.,  Charleston;  S.  P.  Nayak,  Charlton 
Heights;  James  E.  Powers,  Princeton;  Clifford  A. 
Stevenson,  Beckley;  James  H.  Walker,  Charleston; 
and  Robert  R.  Weiler,  Wheeling. 

Blue  Cross-Blue  Shield  Third  Party:  Milton  J. 
Lilly,  Jr.,  Charleston,  Chairman;  Charles  E.  An- 
drews, Morgantown;  Robert  W.  Bess,  Jr.,  Pied- 
mont; Donald  R.  Chadwick,  Beckley;  C.  A.  Hoff- 
man, Huntington;  George  W.  Hogshead,  Nitro; 
Logan  W.  Hovis,  Vienna;  Ray  M.  Kessel,  Logan; 
Milton  E.  Nugent,  Wheeling;  and  J.  D.  H.  Wilson, 
Clarksburg. 

Public  Welfare  — Joint  Conference  Committee: 
Thomas  P.  Long,  Man,  Chairman;  George  R.  Cal- 
lender, Jr.,  Charleston;  C.  Richard  Daniel,  Beckley; 
Clemente  Diaz,  Richwood;  Richard  E.  Flood,  Weir- 
ton;  N.  B.  Groves,  Martinsburg;  John  M.  Hartman, 
Charleston;  W.  Gene  Klingberg,  Morgantown; 
Seigle  W.  Parks,  Charleston;  and  J.  D.  H.  Wilson, 
Clarksburg. 

Medical  Education  and  Hospitals 

Pat  A.  Tuckwiller,  Charleston,  Chairman;  Wil- 
liam O.  McMillan,  Jr.,  Charleston,  and  Richard  V. 
Lynch,  Jr.,  Morgantown,  Vice  Chairmen;  Charles 
E.  Andrews,  Morgantown;  M.  David  Avington, 
Parkersburg;  Leo  H.  T.  Bernstein,  Martinsburg; 
Rowland  H.  Burns,  Huntington;  William  H.  Carter 
and  John  T.  Chambers,  Charleston;  Creel  S.  Corn- 
well,  Clarksburg;  Del  Roy  R.  Davis,  Kingwood;  C. 
Richard  Daniel,  Beckley;  Thomas  O.  Dotson, 
White  Sulphur  Springs;  William  J.  Echols,  Hun- 
tington; T.  Keith  Edwards,  Bluefield;  Albert  C. 
Esposito,  Huntington;  Alfred  D.  Ghaphery,  Wheel- 
ing; Robert  D.  Hess,  Bridgeport;  Upshur  Higgin- 
botham, Bluefield;  Winfield  C.  John,  Huntington; 
George  M.  Kellas,  Wheeling;  Jack  Leckie,  Hunting- 
ton;  Mary  Lou  L.  Lewis,  Charleston;  Eugene  Mc- 
Clung,  Lewisburg;  Michael  D.  McNeer,  Wheeling; 
David  Z.  Morgan,  Morgantown;  Benjamin  L.  Ply- 
bon,  Ronceverte;  Herbert  H.  Pomerance,  Charles- 
ton; Joseph  B.  Reed,  Buckhannon;  Thomas  G. 
Reed,  Charleston;  Joe  Wesley  Rhudy,  Morgan- 
town; Howard  B.  Sauder,  Wheeling;  Harold 


Selinger  and  Edwin  M.  Shepherd,  Charleston; 
Philip  M.  Sprinkle,  Morgantown;  Richard  G.  Starr, 
Beckley;  Hartwell  G.  Thompson,  Charleston;  C. 
Vincent  Townsend,  Martinsburg;  John  W.  Trau- 
bert,  Morgantown;  John  C.  Turner,  Fairmont; 
and  J.  Hugh  Wiley,  Morgantown. 

Medical  Scholarships 

Martha  Jane  Coyner,  Harrisville,  Chairman; 
Marshall  J.  Carper,  Charleston;  Robert  D.  Hess, 
Bridgeport;  Thomas  J.  Holbrook,  Huntington;  Rus- 
sel Kessel,  Charleston;  John  Mark  Moore,  Wheel- 
ing; A.  L.  Poffenbarger,  Charleston;  and  Clark  K. 
Sleeth,  Morgantown. 

Medical  Emergencies  and  Civil  Defense 

John  A.  B.  Holt,  Charleston,  Chairman;  Harold 
D.  Almond,  Buckhannon;  Dominic  A.  Brancazio, 
Weirton;  Harry  F.  Coffman,  Keyser;  Salvador 
Diaz,  Huntington;  Ernest  G.  Guy,  Philippi;  Charles 
H.  Hiles,  Wheeling;  Donald  R.  Lantz,  Parkersburg; 
John  J.  Mahood,  Bluefield;  Joseph  T.  Mallamo, 
Fairmont;  John  B.  Markey,  Charleston;  James  G. 
Ralston,  Clarksburg;  William  S.  Sadler,  Barbours- 
ville;  Lyle  D.  Vincent,  Parkersburg;  John  W.  Whit- 
lock, Beckley;  and  E.  Andrew  Zepp,  Martinsburg. 

Mental  Health 

Roy  A.  Edwards,  Jr.,  Huntington,  Chairman; 
Mildred  Mitchell  - Bateman,  Charleston;  Randall 
Connolly,  Vienna;  Humberto  Escandon,  Parkers- 
burg; Thomas  S.  Knapp,  Charleston;  S.  Elizabeth 
McFetridge,  Shepherdstown;  L.  J.  Pace,  Princeton; 
William  B.  Rossman,  Charleston;  Robert  E.  Sams, 
Parkersburg;  A.  L.  Wanner  and  Stephen  D.  Ward, 
Wheeling;  Charles  C.  Weise,  Charleston;  and  A.  C. 
Woofter,  Parkersburg. 

Military  Medical  Affairs 

Russel  Kessel,  Charleston,  Chairman;  Bert 
Bradford,  Jr.,  Charleston;  Robert  D.  Hess,  Bridge- 
port; and  Logan  W.  Hovis,  Vienna. 

Program 

Philip  M.  Sprinkle,  Morgantown,  Chairman;  R.  J. 
Bailey,  Parkersburg;  Fernando  G.  Giustini, 
Wheeling;  Robert  D.  Hess,  Bridgeport;  Jack  Leckie, 
Huntington;  and  Joseph  T.  Skaggs,  Charleston. 

Public  Service 

Albert  C.  Esposito,  Huntington,  Chairman; 
John  M.  Bobbitt,  Huntington;  George  A.  Curry, 
Morgantown;  C.  R.  Davisson,  Weston;  Leonard  M. 
Eckmann,  South  Charleston;  G.  Thomas  Evans, 
Fairmont;  Louis  W.  Groves,  Jr.,  Richwood;  N.  B. 
Groves,  Martinsburg;  Carl  E.  Johnson,  Morgan- 
town; E.  Lee  Jones,  Wheeling;  C.  A.  Logue,  Mor- 
gantown; George  E.  McCarty,  Parkersburg;  Charles 
W.  Merritt,  Beckley;  L.  J.  Pace,  Princeton;  Joseph 
B.  Reed,  Buckhannon;  Page  H.  Seekford,  Charles- 
ton; Jack  J.  Stark,  Belpre,  Ohio;  Stephen  D.  Ward, 
Wheeling;  and  A.  J.  Weaver,  Clarksburg. 
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Resolutions 

Richard  E.  Flood,  Weirton,  Chairman;  George  R. 
Callender,  Jr.,  and  A.  Thomas  McCoy,  Charleston; 
Worthy  W.  McKinney,  Beckley;  L.  J.  Pace,  Prince- 
ton; and  Harry  S.  Weeks,  Jr.,  Wheeling. 

Rehabilitation 

Buford  W.  McNeer,  Hinton,  Chairman;  Jean  P. 
Cavender,  Charleston;  James  A.  Gardner,  Beckley; 
James  A.  Heckman,  Huntington;  Thomas  M. 
Howes,  Morgantown;  Francis  H.  Hughes,  Parkers- 
burg; Ralph  H.  Nestmann,  Charleston;  J.  C.  Pickett, 
Morgantown;  Jack  Pushkin,  Charleston;  M.  D. 
Reiter,  Wheeling;  L.  Dale  Simmons,  Clarksburg; 
Robert  R.  Weiler,  Wheeling;  J.  Hugh  Wiley,  Mor- 
gantown; Roy  James  Yates,  Beckley;  and  Cenon 
D.  Zerrudo,  Parkersburg. 

Rural  Health 

Martha  Jane  Coyner,  Harrisville,  Chairman; 
Harold  D.  Almond,  Buckhannon;  J.  C.  Arnett, 
Rowlesburg;  Ralph  H.  Boone,  Sistersville;  B.  S. 
Brake,  Clarksburg;  Robert  W.  Coplin,  Elizabeth; 
Del  Roy  R.  Davis,  Kingwood;  N.  H.  Dyer,  Charles- 
ton; Vernon  L.  Dyer,  Petersburg;  Earl  L.  Fisher, 
Gassaway;  Robert  R.  Frye,  Mannington;  O.  M. 
Harper,  Clendenin;  Mehmet  V.  Kalaycioglu, 
Shinnston;  Charles  T.  Lively,  Weston;  Ralph  Mc- 
Graw,  Follansbee;  Joseph  B.  Reed,  Buckhannon; 
Charles  J.  Sites,  Franklin;  and  Charles  E.  Staats, 
Charleston. 

Tuberculosis 

Hugh  S.  Edwards,  Beckley,  Chairman;  J.  N. 
Aceto,  Wheeling;  Charles  E.  Andrews,  Morgan- 
town; Robert  M.  Biddle,  Parkersburg;  J.  M.  Brand, 
Chester;  William  L.  Cooke,  Charleston;  N.  Allen 
Dyer,  Bluefield;  George  F.  Evans,  Clarksburg; 
Dominic  J.  Gaziano,  Charleston;  G.  R.  Maxwell, 
Morgantown;  Ralph  H.  Nestmann  and  Morris  H. 
O’Dell,  Charleston;  Robert  J.  Reed,  III,  Wheeling; 
James  T.  Smith,  Charleston;  M.  A.  Viggiano,  New 
Martinsville;  James  H.  Walker,  Charleston;  and 
David  H.  Williams,  Weirton. 

Venereal  Disease 

N.  H.  Dyer,  Charleston,  Chairman;  Hunter  Boggs 
and  Donald  E.  Farmer,  Charleston;  C.  Y.  Moser, 
Kingwood;  Frank  M.  Peck,  Huntington;  David  S. 
Pugh,  Chester;  Thomas  L.  Thomas,  Wheeling; 
M.  A.  Viggiano,  New  Martinsville;  Lyle  D.  Vincent, 
Parkersburg;  K.  William  Waterson,  Wheeling;  and 
Isaiah  A.  Wiles,  Morgantown. 

SPECIAL  COMMITTEES 
AMA-ERF 

J.  Keith  Pickens,  Clarksburg,  Chairman;  Irwin 

M.  Bogarad,  Weirton;  Harry  F.  Cooper,  Beckley; 
John  E.  Echols,  Richwood;  John  H.  Gile,  Parkers- 
burg; Joseph  Gilman,  Clarksburg;  Daniel  Hale, 
Princeton;  Robert  W.  Howes,  Jr.,  Parkersburg;  Joe 

N.  Jarrett,  Oak  Hill;  Buford  W.  McNeer,  Hinton; 
David  Z.  Morgan,  Morgantown;  Jack  C.  Morgan, 


Fairmont;  Earl  S.  Phillips,  Wheeling;  Donald  R. 
Roberts,  Elkins;  George  A.  Shawkey,  Charleston; 
Wilson  P.  Smith,  Huntington;  John  W.  Trenton, 
Kingwood;  Lysle  T.  Veach,  Petersburg;  and  E.  An- 
drew Zepp,  Martinsburg. 

School  Health 

Peter  A.  Haley,  Charleston,  Chairman;  R.  J. 
Bailey,  Parkersburg;  J.  M.  Brand,  Chester;  Hugh 
M.  Brown,  Clarksburg;  Thomas  G.  Folsom,  Hun- 
tington; Grover  C.  Hedrick,  Jr.,  Beckley;  Robert  G. 
Janes,  Fairmont;  Edward  Shupala,  Parkersburg; 
Paul  C.  Soulsby,  St.  Albans;  Thomas  L.  Thomas, 
Wheeling;  and  Eli  J.  Weller,  Weirton. 

WVU  Liaison 

Robert  D.  Hess,  Bridgeport,  Chairman;  Kenneth 
J.  Allen,  Glen  Dale;  Robert  W.  Bess,  Jr.,  Piedmont; 
R.  S.  Birckhead,  Gauley  Bridge;  W.  T.  Booher,  Jr., 
Wellsburg;  K.  Douglas  Bowers,  Jr.,  Morgantown; 
A.  Kyle  Bush,  Philippi;  Terrell  Coffield,  New 
Martinsville;  C.  Richard  Daniel,  Beckley;  Del  Roy 
R.  Davis,  Kingwood;  G.  Thomas  Evans,  Fairmont; 
Herman  Fischer,  Clarksburg;  Richard  E.  Flood, 
Weirton;  John  M.  Grubb,  Pt.  Pleasant;  Carl  B.  Hall 
and  Elwood  H.  Heilman,  Charleston;  J.  C.  Huff- 
man, Buckhannon;  Joe  N.  Jarrett,  Oak  Hill;  Ray 
M.  Kessel,  Logan;  Kenneth  G.  MacDonald,  Charles- 
ton; Charles  H.  McKown,  Jr.,  Huntington;  Buford 
W.  McNeer,  Hinton;  Ross  E.  Newman,  Mullens; 
L.  J.  Pace,  Princeton;  Robert  R.  Pittman,  Martins- 
burg; Russell  A.  Salton,  Williamson;  Robert  G. 
Shirey,  Lewisburg;  L.  Dale  Simmons,  Clarksburg; 
John  W.  Traubert,  Morgantown;  A.  J.  Villani, 
Welch;  David  E.  Wallace,  Madison;  J.  Hugh  Wiley, 
Morgantown;  David  H.  Williams,  Weirton;  and 
William  R.  Yeager,  Parkersburg. 


Project  HOPE  Opens  New 
Program  in  Nigeria 

Project  HOPE  opened  a new  medical  teaching- 
training program  in  Nigeria  in  September,  Dr.  Wil- 
liam B.  Walsh,  founder  and  President  of  the  inter- 
national teaching  organization,  reported  recently. 

The  program  will  be  centered  at  the  University 
of  Ife,  about  150  miles  northeast  of  the  capital  of 
Lagos,  and  HOPE  personnel  will  be  working  with 
the  University’s  Faculty  of  Health  Sciences.  The 
faculty  at  Ife  was  founded  to  assist  the  western 
state  of  Nigeria  to  improve  its  health  services  not 
only  by  the  education  of  doctors  but  also  by  the 
training  of  the  complete  health  team. 

As  it  does  for  each  of  its  programs,  a HOPE 
survey  team  will  travel  to  Nigeria  to  confer  with 
those  involved  in  the  program  and  to  plan  a pro- 
gram specifically  to  meet  the  needs  of  that  country. 

HOPE  is  a private,  nonprofit  organization  sup- 
ported primarily  by  contributions  from  individuals 
and  organizations,  including  business,  organized 
labor  and  industry. 
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Dr.  Carl  B.  Hall  Elected! 

Dr.  Carl  B.  Hall  of  Charleston  was 
named  President  Elect  of  The  American 
Academy  of  Family  Physicians  during  the 
organization’s  1974  annual  meeting  in  Los 
Angeles  in  mid-October. 

Word  of  his  election  reached  us  as  this 
issue  of  The  Journal  was  placed  on  the 
press  but  more  complete  information  will 
be  published  in  the  December  issue  of 
The  Journal. 


SMA  Cancer  Information  Center 
Has  Successful  First  Year 

The  Southern  Medical  Association  Cancer  Infor- 
mation Center  has  been  refunded  for  a two-year 
period  by  the  National  Cancer  Institute  upon  com- 
pleting its  first  and  highly  successful  year  in  op- 
eration. The  announcement  was  made  recently  by 
Dr.  George  Carroll,  President  of  the  Southern 
Medical  Association. 

The  Dial  Access  System,  a breakthrough  in  can- 
cer education,  was  launched  at  SMA’s  67th  Annual 
Scientific  Meeting  at  San  Antonio  in  November 
1973.  It  is  co-sponsored  by  the  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute. 

A telephone  communication  and  consultation 
service  for  cancer  education  and  control,  the  Dial 
Access  System  provides  physicians,  dentists,  nurses, 
health-science  students  and  other  health  practi- 
tioners with  immediate  access  to  the  latest  diag- 
nostic and  therapeutic  information  regarding  hu- 
man cancer  through  a simple  toll-free  telephone 
call. 

The  system  includes  five  WATS  interswitchable 
lines  to  tape  cartridge  players  carrying  a tape  li- 
brary of  265  different  discussions.  This  concise  in- 
formation is  authored  by  members  of  SMA  with 
expertise  in  the  study  and  management  of  various 
types  of  human  cancer,  and  the  staff  of  the  Uni- 
versty  of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute.  The  tapes  are  continually  updated 
when  new  information  becomes  available. 

Catalogue  Distributed  To  60,000 

A complete  catalogue  of  the  taped  conversations 
was  distributed  earlier  this  year  to  60,000  phy- 
sicians by  the  Southern  Medical  Association. 

“We  are  highly  gratified  over  the  acceptance  of 
this  important  program,’’  Doctor  Carroll  said.  “The 
fact  that  it  has  been  refunded  for  two  years  means 
that  we  can  develop  additional  areas  of  coverage 
and  expand  and  update  many  phases  of  the  sys- 
tem.” 

Doctor  Carroll  said  comments  about  the  program 
were  highly  laudatory.  In  general,  physicians  were 
reassured  by  the  Dial  Access  System’s  ability  to 
resolve  professional  differences  of  opinion,  to  pro- 
vide an  immediate  prognosis  when  necessary,  to 
provide  directional  assistance  for  further  research 
and  to  save  valuable  time. 
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Medical  Meetings 


The  following  is  a partial  list  of  national,  state  j 

and  district  medical  meetings  scheduled  in  the 

coming  months. 

1974 

Nov.  1-2 — Clinical  Chemistry,  Pathology  Sem., 
Morgantown. 

Nov.  1-3 — Med.  Soc.  of  D.  C.,  White  Sul.  Springs. 

Nov.  3-4 — Am.  Coll,  of  Chest  Physicians,  New  Or- 
leans. 

Nov.  3-6 — Med.  Soc.  Va.,  Williamsburg. 

Nov.  6-9 — Am.  Soc.  Cytology,  N.  Y.  City. 

Nov.  9-14 — Am.  Soc.  Maxillofacial  Surgeons, 
Houston. 

Nov.  14-16 — W.  Va.  Chap.,  ACS,  Morgantown. 

Nov.  16-20 — Amer.  Acad,  for  Cerebral  Palsy, 
Denver. 

Nov.  17-20 — Southern  Med.  Assn.,  Atlanta. 

Nov.  18-22 — Am.  Heart  Assn.,  Dallas. 

Nov.  21-24 — Clinical  Immunology  and  Allergy, 

Ft.  Lauderdale,  Fla. 

Nov.  30-Dec.  4 — AMA  Clinical,  Portland. 

Dec.  1-6 — Radiological  Society  of  N.  America, 
Chicago. 

Dec.  6 — Am.  Coll.  Chemosurgery,  Chicago. 

Dec.  7-10 — Am.  Soc.  Hematology,  Atlanta. 

Dec.  7-12 — Am.  Acad.  Dermatology,  Chicago. 

Dec.  9-12 — Southern  Surgical  Assn.,  Boca  Raton, 
Fla. 

Dec.  10-11 — Am.  Medical  Soc.  on  Alcoholism,  San 
Francisco. 

Dec.  11-15 — Am.  Psychoanalytic  Assn.,  N.  Y.  City. 

Dec.  16-17 — New  Drug  Sem.  (Natl.  Cancer 
Institute),  Washington,  D.  C. 

1975 

Jan.  9-11 — Symp.  on  Late  Consequences  of  Suc- 
cessful Cancer  Therapy,  Orlando,  Fla. 

Jan.  24-26 — 8th  Annual  Mid-Winter  Clinical  Conf., 
Charleston. 

Jan.  29-Feb.  1 — Southern  Society  for  Pediatric  Re- 
search, New  Orleans. 

Jan.  31 -Feb.  2 — Southern  Radiological  Conf.,  Point 
Clear,  Ala. 

Feb.  10-13 — Am.  College  Cardiology,  Houston. 

Feb.  13-15 — Southern  Neurosurgical  Soc.,  San 
Antonio. 

Feb.  15-19 — Amer.  Acad,  of  Allergy,  San  Diego. 

Feb.  17-20 — Southeastern  Surgical  Congress, 

Atlanta. 

Feb.  21-28 — Am.  Soc.  of  Clinical  Pathologists  and 
College  of  Am.  Pathologists,  Las  Vegas. 

Mar.  1-6 — Am.  Acad,  of  Orthopaedic  Surgeons, 

San  Francisco. 

Mar.  20-21 — Natl.  Conf.  of  Rural  Health, 

Roanoke,  Va. 

Mar.  30 — April  4 — Am.  Coll,  of  Radiology, 

Portland. 
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“Gentlemen, . 

congratulations  are  in  order.” 


“A.H.  Robins  asked  me 
1 compare  the  banana  flavor  of  their 
)onnagel®-PG  with  the  real  thing  and, 
yjove,  I couldn’t  tell  the  difference. 
ioteven  in  sip-by-sip  comparison, 
tmazing! 

“There’s  no  unpleasant 
aregoric  taste  because  there’s  no 
'aregoric.  Clever,  wouldn’t  you  say? 
nstead,  A.  H.  Robins  uses  the  thera- 
eutic  equivalent,  powdered  opium, 
o promote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?” 

/HT  ROBINS 

A H Robins  Company.  Richmond,  Virginia  23220 


Donnagel-PG.  <5 

Donnagel  with  paregoric  equivalent 
Each30cc  contains: 

Kaolin  60g 

Pectin  . . 1 42.8mg 

Hyoscyaminesulfate  0.1  037  mg 

Atropinesulfate  0.01 94  mg 

Hyoscine  hydrobromide  0.0065  mg 

Powderedopium,  USP  24  0mg 


(equivalent  to  paregoric  6 ml.) 
(warning:  may  be  habit  forming) 


Sodium  benzoate  60  0 mg 

(preservative) 

Alcohol,  5% 

(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law 


/M-ROBINS 


IN  COUGHS 
OF «, 

TUKAHDOJt 

CLEAR 

THE 

TRACT 

ROBITUSSIN 

unit 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 

All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 
your  prescription  or  recommendation. 

For  unproductive  coughs 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-C®(5 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate 10  0 mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

ROBITUSSIN-DM5 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg 

Alcohol,  1 .4% 

Robitussin-DM  in  solid  form  tor  “coughs  on  the  go” 

COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 

Clears  nasal  and  sinus  passages  as  it  relieves  coughs 

ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1 .4% 

MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic. 

ROBITUSSIN®-CF 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 50  mg 

Dextromethorphan  hydrobromide 10.0  mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Alcohol,  1 .4% 


Select  the  Robitussin?1  formulation 
that  treats  your  patient's 
individual  coughing  needs: 


$ 


A 4? 
✓/' 

do  A* 


ROBITUSSIN® 

KT 

Vr 

ROBITUSSIN  A-C® 

=m 

ROBITUSSIN-DM® 

• 

=m 

=m 

4m 

ROBITUSSIN-PE® 

=m 

4m 

ROBITUSSIN®-CF 

=m 

• 

^m 

^m 

COUGH  CALMERS® 

m 

■ 

m 

m 

A.  H.  Robins  Company,  Richmond,  V a.  23220 


WVU  Medical  Center 
—News — 


Dr.  Paul  D.  Saville,  a native  of  England,  has 
been  named  Chairman  of  the  Division  of 
Rheumatology  in  the  West  Virginia  University 
School  of  Medicine’s  Department  of  Medicine. 

Born  and  educated  in  London,  Doctor  Saville 
came  to  the  United  States  in  1958  as  a Cass  Led- 
yard  Fellow  in  the  New  York  Hospital’s  Depart- 
ment of  Pediatrics. 

He  comes  to  WVU  from  Creighton  University  in 
Omaha,  Nebraska,  where  he  was  Professor  of  Med- 
icine and  Director  of  the  Metabolic  Research  Unit. 
His  academic  experience  also  includes  five  years  on 
the  faculty  of  Cornell  University  Medical  College. 

He  holds  membership  in  a number  of  profes- 
sional societies  including  the  Orthopedic  Research 
Society,  the  Royal  College  of  Physicians  of  Lon- 
don, the  American  Association  for  Advancement  of 
Science,  and  the  American  College  of  Physicians. 

His  primary  fields  of  interest  are  bone  metab- 
olism and  orthopedic  medicine,  and  he  is  the  author 
or  co-author  of  40  publications  in  several  research 
areas. 

Detect  Lung  Cancer  By  Blood  Test? 

A research  program  so  vital  and  extensive  that 
it  requires  the  services  of  13  scientists  and  clini- 
cians and  an  expenditure  of  more  than  $100,000  a 
year  is  now  under  way  at  the  West  Virginia  Uni- 
versity Medical  Center. 

Its  ultimate  goal  is  to  increase  the  life  chances 
of  victims  of  lung  cancer  through  the  earliest 
diagnosis  possible  by  identifying  cell  change  be- 
fore tumors  become  apparent. 

If  the  researchers  find  the  answers  they  are 
seeking,  it  may  be  possible  to  detect  the  presence 
of  lung  cancer  by  a blood  test.  A long  range  po- 
tentiality could  be  the  development  of  a vaccine 
which  would  increase  resistance  to  cancer,  attack 
existing  cancer  cells  or  prevent  tumor  recurrence. 

The  blood  test  for  cancer  diagnosis  is  the  im- 
mediate goal,  however. 

“We  have  the  sensitive  instruments  and  tech- 
niques to  accomplish  this  end,”  said  Robert  Veltri, 
WVU  Associate  Professor  of  Otolaryngology  and 
Microbiology  and  Chief  Research  Investigator. 

But  before  a clinical  pathologist  can  utilize  the 
markers  of  lung  cancer  in  the  blood  stream 
diagnostically,  the  research  scientist  must  find  and 
isolate  such  markers.  To  do  so,  he  must  go  directly 
to  the  cancer  cell  itself. 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Diagnosis  of  lung  cancer  is  now  made  by  x-ray, 
a cytologic  test  which  examines  sputum  for  the 
presence  of  abnormal  cells,  and  bronchoscopy. 

But  all  of  these  methods  presuppose  the  presence 
of  a tumor  manifesting  itself  as  a shadow  on  an 
x-ray  or  sloughing  off  abnormal  cells,  some  of 
which  may  be  already  invading  the  blood  stream 
to  establish  malignant  colonies  in  other  parts  of 
the  body. 

Earlier  signs  of  cell  abnormality,  even  before  a 
tumor  is  clinically  detectable,  would  give  the  best 
chance  for  cure. 

The  markers  of  lung  cancer  which  the  WVU 
scientists  are  seeking  are  termed  tumor-associated 
antigens. 

An  antigen  is  a protein  substance  usually  found 
on  the  cell  surface.  A tumor-associated  antigen, 
according  to  Doctor  Veltri,  would  be  such  a sub- 
stance not  previously  expressed  by  the  normal 
cell — a molecule  not  ordinarily  produced. 

If  the  body’s  immune  system  recognizes  these 
tumor-associated  antigens  as  expressions  of  abnor- 
mal or  foreign  tissue,  antibodies  against  such 
antigens  will  be  produced.  The  presence  and  iden- 
tification of  such  antibodies  is  also  part  of  the 
WVU  research. 

Antigens  have  been  found  and  isolated  for 
several  types  of  cancer,  and  implications  both  for 
diagnosis  and  treatment  have  been  promising  in 
research  carried  out  at  a number  of  centers 
throughout  the  United  States. 

Like  the  program  at  WVU,  most  of  this  research 
is  financed  and  directed  by  the  National  Cancer 
Institute. 

New  Anesthesiology  Professor 

One  associate  professor  has  been  added  to  the 
faculty  of  the  Department  of  Anesthesiology,  West 
Virginia  University  School  of  Medicine. 

She  is  Jeanne  Andrew  Rodman,  a native  of  Ne- 
vada, Iowa,  and  a graduate  of  Drake  University. 

Receiving  her  M.  D.  degree  from  the  University 
of  Iowa,  Doctor  Rodman  was  an  Instructor  in 
Anesthesiology  at  the  University  of  North  Carolina 
before  returning  to  Iowa  as  an  assistant  professor. 
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avoid  a malpractice  incident  and 
thus  protect  your  reputation.  What’s 
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through  a special  dividend  feature. 
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liability  protection  under  /Etna’s 
plan.  Protection  that  includes 
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The  Month 


in  Washington 


The  Senate  has  overwhelmingly  passed  legisla- 
tion that  would  require  one-fourth  of  all 
medical  and  dental  school  graduates  to  spend  at 
least  two  years  in  the  nation’s  slums  and  rural 
areas  where  there  are  shortages  of  physicians. 

Earlier  the  Senate  voted  down  a much  more 
sweeping  bill  sponsored  by  Sen.  Edward  Kennedy 
that  would  have  required  mandatory  federal  serv- 
ice for  all  health  professions  students  and  national 
licensure  and  relicensure  for  physicians  and 
dentists. 

Hours  before  the  first  Senate  vote  Senator  Ken- 
nedy, aware  that  he  was  losing  liberal  support, 
shelved  his  Health  Subcommittee’s  $5.1  billion, 
five-year  bill  and  offered  a substitute  measure 
which  was  trounced  57-34.  Instead,  the  Senate 
adopted  a measure  sponsored  by  Sen.  J.  Glenn 
Beall,  Jr.,  (R-Md.)  and  went  on  to  pass  a three- 
year,  $2  billion  health  manpower  bill  by  a vote  of 
81-7. 

The  bill  finally  approved  by  the  Senate  was 
stripped  of  most  of  the  controversial  provisions  of 
the  original  Kennedy  bill  and  was  a victory  for 
the  American  Medical  Association,  the  American 
Dental  Association,  and  the  Association  of  Ameri- 
can Medical  Colleges. 

The  Senate  bill  calls  for  a three-year  extension 
of  present  federal  programs  for  aiding  medical  ed- 
ucation at  a total  cost  of  about  $2  billion.  Capita- 
tion grants  for  medical  schools  would  be  continued 
at  a high  level  despite  the  administration’s  request 
for  a cutback. 

The  Beall  substitute  measure  provides  federal 
aid  to  medical  and  dental  schools  that  agree  to  al- 
locate 25  per  cent  of  their  classroom  space  to  stu- 
dents volunteering  to  serve  in  areas  short  of  med- 
ical care  workers.  In  return  for  either  civilian  or 
federal  service  under  the  National  Health  Serv- 
ice Corps,  the  students  would  receive  scholarships. 

The  Kennedy  bill  would  have  compelled  all 
medical  school  graduates  to  serve  in  the  shortage 
areas,  an  approach  labeled  a “domestic  draft”  by 
Senator  Beall  and  his  committee  colleagues,  Sens. 
Peter  Dominick,  (R-Colo.)  and  Robert  Taft,  Jr., 
(R-Ohio),  who  developed  the  substitute  measure. 

The  Senate  bill  does  not  contain  the  original  re- 
quirement for  a federally-appointed  National 
Council  on  Postgraduate  Education  with  10  regional 
councils  designed  to  deal  with  allocation  of  spe- 
cialty training  slots  and  foreign  medical  graduates. 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


The  senators  contended  this  was  too  heavy  an 
involvement  of  the  federal  government. 

Another  casualty  of  the  Senate  voting  was  the 
proposal  for  federal  standards  for  licensing  and 
re-licensing  physicians  and  dentists,  a plan  that 
stirred  wide  protest  within  the  professions. 

The  Maryland  Senator’s  bill  represented  a mid- 
dle ground  on  financial  help  for  medical  schools, 
with  the  AAMC  contending  the  amount  was  too 
low  and  the  Administration  believing  it  was  too 
high. 

Immigration  standards  would  be  tightened  to 
restrict  the  number  of  foreign  medical  graduates 
under  the  Senate  bill. 

Counterpart  Bill  in  The  House 

On  the  other  side  of  the  Capitol,  a House  sub- 
committee has  approved  a counterpart  bill  to  the 
Senate  manpower  legislation  that  would  es- 
tablish federal  scholarships  intended  to  increase 
the  number  of  doctors  in  the  nation’s  rural  areas 
and  urban  slums  where  there  are  doctor  shortages. 

The  House  subcommittee’s  bill  authorizes  $240 
million  over  three  years  for  National  Health  Serv- 
ice Scholarships  paying  $9,200  to  $9,500  a year  to 
cover  the  cost  of  a medical  education. 

In  return,  the  scholarship  recipients  would  have 
to  spend  two  to  four  years  serving  in  areas  with 
doctor  shortages.  Non-scholarship  students  who 
volunteer  to  practice  in  areas  with  doctor  short- 
ages would  receive  a guaranteed  income  of  $28,000 
a year  until  they  get  their  practice  started.  The 
bill  would  also  give  medical  schools  a grant  of 
$2,100  a year  for  each  student  — $400  less  than 
the  schools  now  receive. 

But  any  graduate  who  does  not  practice  in  an 
underserved  area  would  have  to  repay  the  govern- 
ment the  money  given  to  the  medical  school. 

Though  the  House  bill  differs  sharply  from  the 
Senate  version,  particularly  the  Senate  provision 
forcing  medical  schools  to  have  one-fourth  of  their 
classes  on  federal  scholarships  requiring  two  years 
of  practice  in  underserved  areas,  the  House  sub- 
committee Chairman,  Paul  G.  Rogers,  (D-Fla.), 
believes  the  difference  can  be  resolved  when  the 
two  bills  go  to  conference. 
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Obituaries 


AUSTIN  A.  PROVINS,  M.  D. 

Dr.  Austin  A.  Provins  of  Key  Biscayne,  Florida, 
formerly  of  Morgantown,  died  on  August  25  at  his 
home.  He  was  43.  A native  of  Morgantown,  Doctor 
Provins  was  graduated  from  West  Virginia  Uni- 
versity and  received  his  M.  D.  degree  in  1955 
from  the  University  of  Pennsylvania  School  of 
Medicine.  He  interned  at  Letterman  Army  Hospital 
in  San  Francisco. 

Doctor  Provins  practiced  in  Morgantown  from 
1957  to  1963,  when  he  moved  to  Florida.  At  the 
time  of  his  death  he  was  employed  by  the  Veterans 
Administration  Hospital  in  Miami,  Florida.  He  was 
a member  of  the  Monongalia  County  Medical  So- 
ciety, the  West  Virginia  State  Medical  Association, 
the  American  Medical  Association  and  the  Florida 
Medical  Association. 

Survivors  include  four  children,  Pamela,  Judith, 
Austin  J.  and  Philip  Provins,  all  of  Fresno,  Cali- 
fornia; and  two  sisters,  Mrs.  W.  Ray  Waters  of 
Morgantown  and  Mrs.  William  McVay  of  Pitts- 
burgh. 

JULIUS  L.  BERKLEY,  M.  D. 

Dr.  Julius  L.  Berkley,  Charleston  surgeon,  died 
on  September  16  at  his  home.  He  was  62.  Doctor 
Berkley  was  a member  of  the  medical  staff  of  the 
Charleston  Area  Medical  Center,  where  he  was 
Chief  of  the  Section  of  Proctology,  and  of  the 
staffs  of  Kanawha  Valley  Hospital  in  Charleston 
and  Herbert  J.  Thomas  Memorial  Hospital  in 
South  Charleston. 

Born  in  Baltimore,  Maryland,  Doctor  Berkley 
received  his  M.  D.  degree  in  1938  from  the  Medical 
College  of  Virginia.  He  served  his  internship  and 
residency  at  Charleston  General  Hospital.  He  was 
certified  in  surgery  and  in  colon  and  rectal  sur- 
gery. 

Doctor  Berkley  was  a Fellow  of  the  American 
Proctologic  Society  and  the  American  College  of 
Surgeons.  He  served  for  three  years  with  the 
U.  S.  Army  Medical  Corps  during  World  War  II. 
He  was  a member  of  the  Kanawha  Medical  Society, 
the  West  Virginia  State  Medical  Association,  the 
American  Medical  Association  and  the  Southern 
Medical  Association. 

Surviving  is  the  widow. 

GEORGE  E.  STROBEL,  M.  D. 

Dr.  George  E.  Strobel  of  Wheeling,  retired  fam- 
ily physician  and  surgeon,  died  on  September  8 


in  a Wheeling  Hospital.  He  was  74.  A native  of 
Wheeling,  Doctor  Strobel  was  graduated  from 
Bethany  College,  the  two-year  West  Virginia  Uni- 
versity School  of  Medicine,  and  received  his  M.  D. 
degree  in  1933  from  Rush  Medical  College. 

He  served  his  internship  at  Ohio  Valley  Gen- 
eral Hospital  in  Wheeling  and  later  was  on  the 
surgical  staffs  of  Ohio  Valley  General  and  Wheel- 
ing Hospital. 

Doctor  Strobel  was  a member  of  the  Ohio 
County  Medical  Society,  the  West  Virginia  State 
Medical  Association,  the  American  Medical  As- 
sociation and  the  International  College  of  Sur- 
geons. 

Survivors  include  the  widow;  a son,  Dr.  George 
E.  Strobel,  Jr.,  of  Philadelphia;  and  a daughter, 
Mrs.  John  C.  Schenk  of  Bettendorf,  Iowa. 


GERALD  E.  HARTLE,  M D. 

Dr.  Gerald  E.  Hartle  of  Philippi  died  on  October 
6 in  a Winchester  (Va.)  hospital.  He  was  59.  A 
native  of  Leitersburg,  Maryland,  Doctor  Hartle  re- 
ceived his  M.  D.  degree  in  1941  from  Loma  Linda 
University  School  of  Medicine  in  California. 

Doctor  Hartle  began  family  practice  in  Moore- 
field,  then  specializing  in  anesthesiology  in 
Philippi  for  the  past  12  years.  He  was  a member 
of  the  Tygart’s  Valley  Medical  Society,  the  West 
Virginia  State  Medical  Association,  the  American 
Medical  Association  and  the  American  Society  of 
Anesthesiologists. 

He  is  survived  by  two  sisters,  Miss  Hazel  B. 
Hartle  and  Miss  Dorothy  B.  Hartle;  and  two  broth- 
ers, Joseph  E.  Hartle  and  Ralph  C.  Hartle,  all  of 
Hagerstown. 
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Committee  on  Aging* 

This  is  the  fifth  report  to  be  presented  by  this 
Committee  on  Aging  to  the  West  Virginia  State 
Medical  Association. 

The  Transportation  Stamp  Program  for  the  aging 
and  physically  handicapped  now  called  T.R.I.P. 
was  officially  announced  by  Governor  Arch  A. 
Moore,  Jr.,  at  our  open  meeting  in  the  State  Capi- 
tol, June  13,  1974.  A special  appreciation  for  sow- 
ing the  seeds  for  the  new  program  was  expressed 
by  the  Hon.  Edwin  F.  Flowers,  Commissioner  of 
Welfare  to  Dr.  Eldon  B.  Tucker,  Chairman  of  the 
Committee  on  Aging  of  the  West  Virginia  State 
Medical  Association.  This  program  is  now  in  its 
infancy.  With  careful  planning  it  can  be  made  to 
work.  The  following  quotation  is  taken  from  the 
1973  report  of  the  Committee  on  Aging:  “The  Gov- 
ernor is  to  be  commended  for  taking  the  initiative 
in  providing  this  worthwhile  service.” 

There  is  still  an  absence  or  shortage  of  phy- 
sicians in  some  rural  sections  of  West  Virginia. 
The  young  physician  who  has  been  trained  to  be 
a specialist  will  not  locate  in  a small  community. 

There  must  be  some  special  reason  or  induce- 
ment for  any  young  physician,  general  practitioner 
or  specialist  to  locate  in  a rural  community.  I will 
mention  some;  home,  birthplace,  parents,  wife, 
children,  schools,  church,  nearness  to  a medical 
center  and  a personal  dedication  to  serve  people. 
The  Chairman  would  like  to  quote  from  a letter 
from  one  of  his  classmates  concerning  two  of  his 
classmates.  Quotes:  “The  man  who  in  my  opinion 
had  the  highest  ideals,  the  greatest  love  of  hu- 
manity, and  of  his  profession  was  Harold  Miller. 
I am  happy  to  say  that  he  was  my  best  friend.  He 
came  from  an  isolated  village  named  Eglon  in 
West  Virginia  whose  inhabitants  consisted  mostly 
of  an  old  Protestant  religious  sect  known  as  Dunk- 
ards.  Following  graduation  I said  to  him,  “Harold, 
now  that  you  have  probably  gained  more  medical 
knowledge  than  any  other  man  in  our  class,  how 
do  you  propose  to  become  famous  in  your  profes- 
sion? No,  Floyd,  he  said  as  soon  as  I have  fin- 
ished my  hospital  training,  I am  going  back  to 
Eglon  to  practice.  The  people  need  me  there  so 
much..  About  six  years  later  a middle  aged  woman 
walked  into  my  office  in  Canton,  Ohio,  stating 
that  her  home  address  was  Eglon,  West  Virginia. 
She  said  that  Drs.  Harold  and  Blanche  Miller  were 
the  most  loved  couple  in  the  Hills  of  West  Vir- 
ginia.” 

This  quotation  illustrates  the  dedication  and  the 
respect  which  existed  between  the  family  phy- 
sician and  the  patient  50  years  ago. 

The  following  letter  is  from  John  W.  Traubert, 
M.D.,  Professor  and  Chairman,  Department  of 
Family  Practice,  West  Virginia  University  Medical 
Center,  July  11,  1974: 


•Other  annual  reports  were  published  in  the  August, 
1974  issue  of  The  Journal. 


Dear  Doctor  Tucker: 

The  Department  of  Family  Practice  at  West  Vir- 
ginia School  of  Medicine  is  now  a reality  with 
residents  in  training.  We  have  four  physicians  in 
training  at  the  first-year  level  and  one  in  the 
second-year  level. 

Our  Family  Practice  Model  Unit  consists  of  a 
6,200  square  foot  office  equipped  with  eight  ex- 
amining rooms,  a minor  surgery  room,  four  con- 
sultation rooms  and  an  adequate  library  and  lab- 
oratory. The  unit  is  unique  in  that  we  are  also  in- 
corporating Family  Dentistry  into  our  total  health 
care  delivery  concept. 

Within  two  years  we  will  be  able  to  give  to 
the  State  of  West  Virginia  four  trained  physicians 
who  will  be  board  eligible  in  Family  Practice. 
These  physicians,  coupled  with  the  graduates  of 
the  programs  at  Thomas  Memorial  Hospital  in 
Charleston  and  the  one  at  Wheeling  Hospital  in 
Wheeling,  will  turn  out  12  physicians  in  Family 
Practice  annually  within  the  two  to  three  year 
period. 

Part  of  our  training  includes  Geriatric  care.  Both 
in  the  Ambulatory  Care  Center  and  in  Nursing 
Homes  throughout  the  area.  We  feel  that  the  pro- 
duct of  our  training  program  will  have  more  in- 
sight and  empathy  toward  the  aging  patient  than 
any  existing  program  in  the  State. 

The  aging  will  benefit  much  from  the  training 
of  family  physicians.  No  other  discipline  of  med- 
icine has  included  a training  period  specifically 
in  Geriatric  Medicine  such  as  we  have  incorporated 
into  our  training  program. 

There  is  no  immediate  answer  to  problems  of 
the  aging  or  to  the  medical  care  of  remote  areas 
in  the  State.  We  do  offer  a hope  for  the  future. 

Sincerely, 

(s)John  W.  Traubert,  M.D. 


Two  years  ago  we  recommended  that  the  De- 
partment of  Welfare  be  requested  to  prepare  a 
booklet  explaining  in  detail  all  of  the  benefits  to 
which  the  Aging  Citizen  is  eligible  or  entitled. 

Doctor  Traubert  has  spoken  concerning  the  Fam- 
ily Practice  Program.  John  E.  Jones,  M.D.,  Dean 
of  the  School  of  Medicine,  addressed  the  following 
letter  to  me  dated  July  16,  1974.  His  report  in- 
cludes the  Family  Practice  Program  and  the  wider 
range  of  medical  education  and  training  of  phy- 
sicians for  the  whole  state. 

Dear  Dr.  Tucker: 

As  you  requested  in  our  recent  conversation,  I 
am  sending  this  note  along  to  you  to  indicate  the 
actions  the  School  of  Medicine  has  undertaken  that 
we  feel  will  help  retain  ours  and  other  graduates 
in  the  State  of  West  Virginia  and  strengthen  med- 
ical care  in  the  State  as  well. 

A major  step  forward  is  the  development  of  a 
full  accredited  program  in  Family  Practice  at  West 
Virginia  University  in  Morgantown.  As  you  know 
the  School  of  Medicine  now  has  Divisions  in 
Charleston  and  Wheeling,  West  Virginia.  The 
Charleston  Program  is  underway  now  under  the 
auspices  of  an  A.H.E.C.  Grant.  There  our  main 
emphasis  is  in  establishing  a Family  Practice  Pro- 
gram plus  support  for  the  five  major  departments 
required  for  an  accredited  Family  Practice  Pro- 
gram (Medicine,  Psychiatry,  Pediatrics,  Obstetrics 
and  Gynecology,  and  Surgery).  The  affiliation  with 
the  University  also  greatly  aided  in  gaining  full 
accreditation  for  the  established  residencies  already 
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in  existence.  The  A.H.E.C.  Grant  also  contains 
other  important  facets  such  as  continuing  educa- 
tion, paramedical  education,  consumer  education, 
etc. 

The  Divisional  Programs  will  have  a small  num- 
ber of  fulltime  faculty  to  oversee  the  educational 
programs  and  to  organize  and  coordinate  the  major 
contributions  to  be  made  by  the  faculty  in  the 
Charleston  and  Wheeling  areas.  As  both  the 
Charleston  and  Wheeling  programs  get  underway 
we  believe  that  these  will  represent  an  excellent 
nucleus  for  continued  communication  and  educa- 
tion for  practicing  physicians  within  several  miles 
of  these  regions.  The  protection  and  development 
of  fully  accredited  postgraduate  training  programs 
in  Family  Practice  (Wheeling’s  Program  is  also 
approved)  and  other  primary  care  specialties 
should  greatly  aid  in  retaining  ours  and  other 
graduates  in  the  State.  As  I told  you  17  of  last 
year’s  graduating  class  are  in  postgraduate  pro- 
grams in  the  Charleston  area  this  year.  Other 
graduates  are  in  the  Wheeling  program  as  well. 
We  have  attracted  some  gifted  teachers  in  several 
of  the  programs  in  both  the  Wheeling  and  Charles- 
ton area.  We  expect  them  to  have  an  increasing 
impact  in  influencing  our  graduates  to  stay  in 
these  programs. 

As  I told  you  one  of  the  best  correlations  to 
where  a graduate  M.D.  sets  up  practice  is  where 
he  finishes  his  training.  Thus,  we  feel  very  strongly 
about  the  growth  and  development  of  our  Di- 
visional Programs.  We  also  feel  very  strongly  that 
these  two  programs  (and  perhaps  others  to  be  de- 
veloped) will  represent  an  outstanding  clinical  ex- 
perience for  our  students  and  will  be  especially  im- 
portant should  the  Medical  School  increase  its 
class  size. 

We  feel  that  we  should  offer  a medical  educa- 
tion to  the  qualified  West  Virginia  natives.  At  the 
moment  it  would  appear  that  there  would  be  ap- 
proximately 120  potential  Medical  School  Students 
each  year.  Whether  the  Medical  School  expands 
from  its  current  84  per  class  size  to  any  other 
larger  number  is  an  economic  and  political  ques- 
tion that  must  be  answered  by  the  citizens  through 
their  regularly  elected  representatives.  As  I told 
you  we  are  in  need  of  modest  expansion  of  both 
the  space  for  basic  sciences  as  well  as  some  new 
faculty  people.  The  growth  and  development  of  our 
current  divisions  will  also  be  dependent  upon  ap- 
propriation of  new  State  dollars  to  support  these 
programs. 

The  School  of  Medicine  also  recognizes  its  obli- 
gation to  have  an  important  role  in  Continuing 
Medical  Education.  Significant  activity  in  the  Ka- 
nawha Valley  where  a large  percentage  of  the  pop- 
ulation can  be  contacted  is  already  underway 
through  the  Division  of  the  School  of  Medicine  at 
Charleston.  We  hope  to  develop  adequate  funding 
to  expand  the  current  role  that  the  School  of  Med- 
icine plays  in  Continuing  Medical  Education  as 
well.  We  feel  strongly  that  such  a program  would 
also  aid  in  retaining  our  graduates  in  the  State. 

I would  like  to  emphasize  again  what  I think  is 
very  significant  progress  in  the  complete  activa- 
tion of  Family  Practice  Programs  at  Morgantown, 
Charleston  and  Wheeling.  We  are  dedicated  to  the 
support  of  these  programs  and  of  the  five  parent 
departments  that  the  Boards  of  Family  Practice 
require  in  order  to  accredit  their  programs.  We 
believe  that  we  will  see  an  increasing  number  of 
our  graduates  go  into  practice  in  and  around  the 
three  major  zones  of  medical  education  in  West 
Virginia  (namely  Morgantown,  Charleston  and 
Wheeling).  As  you  well  know  a number  of  our 
completed  residents  and  graduates  have  just  en- 
tered practice  in  Morgantown  in  the  last  month  or 
two.  All  four  of  the  new  internists  in  practice  in 

November,  1974,  Vol.  70,  No.  11 


town  completed  their  residency  training  at  WVU. 
Three  of  the  four  are  graduates  of  our  School. 
Similar  comments  apply  to  two  of  the  three  sur- 
geons and  a number  of  the  family  practitioners 
now  in  Morgantown. 

I am  convinced  that  we  will  see  an  increasing 
number  of  our  graduates  returning  to  practice  in 
West  Virginia.  As  I told  you  it  takes  a number 
of  years  following  graduation  from  medical  school 
to  be  able  to  accurately  assess  where  these  M.D. 
graduates  will  end  up  in  practice.  Certainly  the 
impact  on  the  care  for  the  aged  as  well  as  other 
segments  of  our  population  will  be  greatly  bene- 
fited by  the  increasing  availability  of  medical 
care.  We  are  thoroughly  aware  that  socio-economic 
improvements  must  occur  at  the  community  level 
to  entice  our  graduates  or  other  professional  grad- 
uates to  those  areas.  Again,  we  think  the  develop- 
ment of  strong  centers  for  continuing  education 
and  graduate  education  in  and  around  the  State 
will  greatly  strengthen  the  possibility  of  enticing 
our  graduates  to  stay  in  and  around  each  of  these 
areas. 

I hope  this  is  the  sort  of  information  that  you 
wished. 

Sincerely  yours, 

(s)John  E.  Jones,  M.D. 

The  Family  Practice  Program  will  help  to  solve 
the  shortage  of  general  practitioners  but  it  will 
not  be  noticeable  before  1980.  In  the  meantime 
the  aging  person  needs  his  own  family  physician. 
He  should  take  influenza  shots.  He  should  have  a 
routine  checkup  and  should  follow  his  physician’s 
advice.  He  should  have  a hobby.  He  should  take 
daily  reasonable  exercise.  He  should  control  his 
weight  by  dietary  means.  Blood  pressure  today  is 
on  the  air.  He  should  have  it  taken  repeatedly  if 
it  is  above  or  below  the  average  normal. 

Last  year  we  recommended  that  fourth-year 
medical  students  be  invited  to  attend  the  Annual 
Meeting  of  the  West  Virginia  State  Medical  As- 
sociation. If  this  would  be  too  expensive,  then  in- 
dividual physicians  should  be  urged  to  invite  mem- 
bers of  the  graduating  class  who  might  be  con- 
sidering locating  in  West  Virginia  as  their  guest. 

The  number  of  aging  citizens  is  increasing.  They 
nearly  all  receive  Social  Security  Benefits  and  have 
limited  hospital  and  medical  protection  under 
Medicare.  Additional  hospital  insurance  is  needed. 
Limitation  of  hospital  stay  penalizes  the  aging. 
More  out-patient  care  and  more  drugs  should  be 
provided.  More  extended  care  facilities  or  nursing 
homes  should  be  provided.  The  cost  should  be 
reasonable.  If  not  for  the  long-stay  patient,  it 
should  be  largely  subsidized  under  Medicare. 

The  family  physician  is  still  important  to  the 
aging.  He  is  the  leading  citizen  in  the  small  com- 
munity. All  go  to  him  for  advice.  The  story  of  Drs. 
Harold  and  Blanche  Miller  illustrate  what  it 
means  to  be  a family  physician  in  a small  com- 
munity. 

Respectfully  submitted, 

Eldon  B.  Tucker,  M.  D. 

Chairman 

Myer  Bogarad,  M.  D. 

Richard  D.  Hamilton,  M.  D. 
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County  Societies 


CABELL 

The  Cabell  County  Medical  Society  met  on  Sep- 
tember 12  in  Huntington  at  the  Collonade  Res- 
taurant. A moment  of  silence  was  observed  in 
memory  of  the  late  Dr.  Ray  M.  Bobbitt,  a Past 
President  of  the  State  Medical  Association. 

Dr.  Edwin  J.  Humphrey,  III,  President,  com- 
mended the  Society  for  its  participation  in  a tele- 
vision series  created  by  the  American  Cancer  So- 
ciety. Particular  commendation  was  given  to  Dr. 
Tara  Sharma  for  his  contribution  of  time  and  ef- 
fort. 

The  Society  unanimously  passed  a resolution 
calling  for  a more  complete  and  detailed  financial 
statement  of  the  State  Medical  Association.  Such 
financial  statement  would  be  submitted  in  writing 
semi-annually  by  the  Treasurer  to  the  Council 
for  inclusion  in  the  minutes  of  the  Council  meet- 
ings, and  the  annual  audit  by  a disinterested  re- 
putable accounting  firm  would  continue  to  be  per- 
formed each  year  and  published  in  The  West  Vir- 
ginia Medical  Journal. 

(Please  refer  to  Page  308  in  this  issue  for  a re- 
port on  action  taken  on  this  subject  by  the  Council 
during  a meeting  held  on  October  6). 

The  Society  next  met  on  October  10  at  the 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Karl  J.  Myers,  Jr.  M.  D. 

Radiology: 

Karl  J.  Myers,  M.  D. 
Rashid  Ahmed,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


Gateway  Inn  in  Huntington.  Dr.  Robert  C.  Parlett, 
Dean  of  the  Marshall  University  Medical  School, 
was  the  speaker.  Doctor  Parlett  discussed  the  early 
development  and  planning  of  the  medical  school. 

Doctor  Jack  Leckie  announced  that  initial  work 
had  been  started  toward  establishing  a family 
practice  residency  at  St.  Mary’s  Hospital  in  Hun- 
tington. He  also  extended  thanks  to  the  Society  for 
its  support  in  having  him  named  President  Elect 
of  the  State  Medical  Association. — Charles  H.  Mc- 
Kown,  Jr.,  Secretary. 

HARRISON 

The  Harrison  County  Medical  Society  met  on 
September  12  in  Clarksburg.  The  guest  speaker 
was  Dr.  William  E.  Gilmore  of  Parkersburg,  Presi- 
dent of  the  West  Virginia  State  Medical  Associa- 
tion. Doctor  Gilmore’s  topic  was  “Emergency 
Medical  Services  in  West  Virginia.” 

There  was  discussion  on  a clinic  program  in 
which  school  nurses  would  take  a student’s  blood 
pressure. — Julian  D.  Gasataya,  M.  D.,  Secretary. 

MERCER 

The  Mercer  County  Medical  Society  met  on 
September  16  at  the  University  Club  in  Bluefield. 
A movie  on  atherosclerosis  was  presented  by  Dr. 
James  P.  Thomas  of  Bluefield.  Hyperlipidemia, 
elevated  glycerides  and  cholesterol  were  discussed. 

It  was  announced  that  Dr.  John  J.  Mahood  of 
Bluefield  had  been  elected  Vice  President  of  the 
State  Medical  Association.  Dr.  Hawey  A.  Wells, 
Jr.,  of  Princeton  discussed  the  American  Medical 
Association  Physician’s  Recognition  Award  and 
urged  all  members  to  complete  qualifications  for 
the  Award. — John  J.  Mahood,  M.  D.,  Secretary. 

MONONGALIA 

Dr.  William  E.  Gilmore,  President  of  the  West 
Virginia  State  Medical  Association,  was  guest 
speaker  for  the  meeting  of  the  Monongalia  County 
Medical  Society  on  September  3 at  the  Lakeview 
Inn  and  Country  Club  near  Morgantown.  Doctor 
Gilmore,  Parkersburg  surgeon,  spoke  on  “Emer- 
gency Medical  Services  in  West  Virginia.”  His  talk 
was  well  received.  Following  his  presentation,  the 
Society  stood  for  a moment  of  silence  in  tribute  to 
the  late  Dr.  Austin  A.  Provins,  Jr.,  who  was  a 
long-time  member  of  the  Society. 

The  Society  approved  a resolution  introduced  by 
Dr.  Eldon  B.  Tucker  of  Morgantown  approving 
the  T.R.I.P.  Program  and  requesting  that  the 
County  Court  and  officials  of  the  city  government 
use  every  means  at  their  disposal  to  make  it  pos- 
sible for  senior  citizens  and  the  physically  handi- 
capped of  the  county  to  avail  themselves  of  the 
transportation  services  under  the  program.  Copies 
of  this  resolution  were  to  be  sent  to  the  Secre- 
taries of  the  component  medical  societies. — H. 
Summers  Harrison,  M.  D.,  Secretary. 
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A little  simple 
arithmetic  about 
a Math  major. 


The  cost  of  a higher 
education  is  getting  higher.  In 
fact,  you  could  end  up 
spending  close  to  $20,000  to 
put  your  child  through  college. 

So  maybe  you  should 
consider  U.S.  Savings  Bonds. 
They’re  one  of  the  most 
dependable  ways  to  build 
funds  for  an  education. 

All  you  have  to  do  is  join  the 
Payroll  Savings  Plan  where 
you  work.  Then  an  amount  you 
specify  is  set  aside  from  your 

Saycheck  and  used  to  buy 
onds. 

Say  your  child  is  3 years  old 
now.  It  you  buy  a $75  Bond  a 
month  through  Payroll 
Savings,  by  the  time  he’s  18, 
you’ll  nave  $16,048  tucked 
away.  A solid  sum  to  get  him 
started.  See?  A little  simple 
arithmetic  can  add  up  to  a lot. 

Make  the  chances  of  your 
child’s  college  education  more 
secure.  Join  the  Payroll 
Savings  Plan  now. 

Now  E Bonds  pay  6%  interest  when  held  to  maturity  of 
5 years  (4M  % the  first  year).  Bonds  are  replaced  if  lost, 
stolen  or  destroyed.  When  needed,  they  can  be  cashed  at 
your  bank.  Interest  is  not  subject  to  state  or  local  income 
taxes,  and  federal  tax  may  be  deferred  until  redemption. 


inj^merica. 


Join  the  Payroll  Savings  Plan. 


• Physician  •Nurse 
• Biomedical  Engineer 
• Administrator 
•Medical  Technician 


THE  PHYSICIAN 

demands  diagnostic 
accuracy  and  defini- 
tion, no  time-consum- 
ing retakes;  mistake- 
free  lead  coding — and 
that's  what  the  solid- 
state  EK / 5A  delivers. 

THE  BIOMED 
ENGINEER 

looks  for  multiple  use 
in  the  hospital; 
patient-isolated  cir- 
cuitry; solid-state  sim- 
plicity; computer  com- 
patibility; sound  ECG 
design. 


THE  NURSE  OR 
MEDICAL  TECH 

wants  features  like 
the  EK/5A  automatic 
lead  marking  activated 
by  a fast-switching 
lead  selector,  and 
easy  portability. 

THE  ADMINISTRATOR 
AND  PURCHASING 
AGENT 

like  (1)  the  savings 
that  result  from  de- 
pendable perform- 
ance; (2)  medical  staff 
satisfaction. 


BURDICK 


Write  us  today  for  a demonstration  in  your  office. 


General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 


A public  service  of  this  publication 
{gjj  and  Tr»e  Advertising  Council 


OVER  110,000  PHYSICIANS  AND  DENTISTS  HAVE  FOUND  THE 
ANSWER  TO  THEIR  PERSONAL  AND  PROFESSIONAL 

FINANCIAL  NEEDS  . . . 

SUCH  AS: 

• Low-Cost  Group  Insurance 

• Omni-Purpose  Loan  Plans 

• Mass  Buying  Discounts 

• Incorporation  and  Investment  Advice 

• Personal  Estate  and  Tax  Planning 

• Practice  Management  Seminars 

• Bi-Monthly  Economic  Newsletters 

In  all,  some  40+  economic  benefits  not  available  from  any  other  single  source  . . . 

THROUGH  MEMBERSHIP  IN  THE  AMERICAN  PROFESSIONAL  PRACTICE  ASSOCIATION 
(APPA)  OR  THE  NATIONAL  ASSOCIATION  OF  RESIDENTS  AND  INTERNS  (NARI)  YOU 
TOO  CAN  BENEFIT  FROM  THESE  SERVICES. 

For  more  information  contact:  WILLIAM  W.  JONES, 

PHYSICIANS  PLANNING  SERVICE  CORP. 

(Local  Group  Plans  Administrators 
for  APPA  and  NARI) 

510  Prichard  Building 

Telephone:  (304)  529-7366  Huntington,  W.  Va.  25712 


PHYSICIAN  WANTED 

Major  Kanawha  Valley  plant  seeks  examining  physician.  Work 
load  includes  routine  examinations,  medical  treatments  and 
administrative  and  supervisory  responsibilities.  Attractive 
salary  and  benefits.  Excellent  facilities.  For  consideration 
write: 

The  West  Virginia  Medical  Journal 
Box  1031 

Charleston,  West  Virginia  25324 

An  Equal  Opportunity  Employer  M/F 
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SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

RADFORD,  VIRGINIA  24141 
703-639-2481 

A FULLY  ACCREDITED  PRIVATE  PSYCHIATRIC  HOSPITAL  FOR  THE 
TREATMENT  OF  ALL  MAJOR  PSYCHIATRIC  ILLNESSES  INCLUDING 
ALCOHOLISM  AND  DRUG  ABUSE  PROBLEMS  OF  ADOLESCENTS  AND 
ADULTS. 

MORGAN  E.  SCOTT,  M.  D.  GEORGE  K.  WHITE 

President  of  Medical  Staff  Administrator 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

• Twice  the  light  intensity  of  conventional 
instruments 

Twice  the  life  between  lamp  replacements 
Superior  color  fidelity — closer  to  natural 
sunlight 

Higher  percentage  of  initial  output  throughout 
lamp  life 

Distinctive  black  chrome  rechargeable 
battery  handles 


WELCH 

v- 

ALLYN 

WELCH  ALLYN.  INC. 

Skaneateles  Falls,  N.  Y 13153 


Ask  for  a demonstration. 

HOSPITAL  & PHYSICIANS  SUPPLY  CO. 


511  BROOKS  STREET 

CHARLESTON,  WEST  VIRGINIA 


344-3554 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 


Urology: 

D.  C.  Trapp,  M.  D. 

Dermatology: 

K.  W.  Waterson,  M.  D. 
Sheldon  Widlan,  M.  D. 

Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 
Albert  M.  Valentine,  M.  D. 
C.  A.  Vasquez,  M.  D. 

T.  E.  Chvasta,  M.  D. 

B.  L.  Van  Pelt,  M.  D. 

Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 
Michael  McNeer,  M.  D. 
David  Hill,  M„  D. 

David  H.  Smith,  M.  D. 
Robert  L.  Mendelson,  Ed  D. 


Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Burlenski 
Donna  Bryan 

Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 

Brenda  Muklewicz,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 

Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 


General  and  Thoracic 

Surgery 

Internal  Medicine 

Stephen  T.  J.  Lee,  M.  D. 
James  A.  Gardner,  M D. 

Orthopedics 

Clifford  A.  Stevenson,  M. 

a Southern  J 

Preston  C.  Davis,  M.  D. 
Joseph  A.  Maiolo,  M.  D. 
Jose  L.  Oyco,  M.  D. 
Eugene  Warvariv,  M.  D. 
R.  James  Yates,  M.  D. 

S.  L.  Bembalkar,  M.  D. 
L.  H.  Subbaraya,  M.  D. 

S.  A.  Zahir,  M.  D. 

Mario  C.  Ramas,  M.  D. 

/ West  / 

Obstetrics-Gynecology 

yrttof  Clinic 

Pediatrics 

P.  B.  Gogo,  M.  D. 

R.  G.  D.  Concepcion,  M.  D. 

A.  Ray  Jacobson,  M.  D. 

Mariamma  Abraham,  M.  D. 

Stanaford  Road 

, P.  O.  Box  50 

Ear,  Nose  & Throat 

Ophthalmology 

Beckley,  West  Virginia  25801 

P.  C.  Corro,  M.  D. 

Edward  T.  Liu,  M.  D. 

Phone  (304) 

252-7331 

Radiology 

Thomas  L.  Martin,  M.  D. 

Urology 

S.  L.  Francis,  M.  D. 

Clinic  Manager 

James  P.  Bland 
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CLASSIFIED 


FOR  SALE — Physician’s  office  in  Southern  West 
Virginia — <2,000  square  feet,  fully  equipped.  Inter- 
ested physiican  can  take  over  present  active  and 
lucrative  general  practice.  Area  also  desperately 
needs  specialists  in  the  fields  of  obstetrics  and  pe- 
diatrics and  this  office  would  be  most  satisfactory. 
Will  be  happy  to  furnish  full  details  plus  personal 
interview.  Write  CBL,  The  W.  Va.  Medical  Journal, 
P.  O.  Box  1031,  Charleston,  W.  Va.  25324. 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


EXCEPTIONAL  OPPORTUNITY— For  an  in- 
ternist to  become  established  in  a progressive  com- 
munity of  50,000  by  associating  with  an  established, 
successful  physician.  Guaranteed  annual  income, 
fringe  benefits,  and  option  to  form  own  practice 
after  one  year.  Potential  unlimited.  Contact  Mr. 
Michael  F.  Black,  5476  Big  Tyler  Road,  Charles- 
ton, West  Virginia  (304)  776-2046. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302 — Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modern  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 

November,  1974,  Vol.  70,  No.  11 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfie’d  and  Green  Spring  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact James  J.  Mathews,  M.  D.,  Director,  Emergency 
and  Ambulatory  Care,  Beckley  Appalachian  Re- 
gional Hospital,  Beckley,  W.  Va.  25801.  Phone: 
(304)  255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modem 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 
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For  your  patient  who  may  have  a psychiatric  problem  — 

HARDING  HOSPITAL  offers  complete  diagnostic,  evaluative  and  treatment 

services. 

Special  care  for  the  acutely  disturbed  patient 

Designed  program  for  the  adolescent  patient, 
including  accredited  school  program  grades  7-12 

Treatment  of  alcoholism  and  drug  abuse 

Skilled  attention  to  families 

Out  Patient  program  Partial  Hospitalization  plans 

Halfway  House  and  Family  Care  Consultation 

For  further  information,  call  (614)  885-5381 


445  EAST  GRANVILLE  ROAD 


WORTHINGTON,  OHIO  43085 


George  T.  Harding,  Jr.,  M.  D. 
Medical  Director 


Donald  L.  Hanson 
Administrator 


MEMBER  BLUE  CROSS  OF  CENTRAL  OHIO 
ACCREDITED  BY  THE  JOINT  COMMISSION  ON 
ACCREDITATION  OF  HOSPITALS 
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Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and 
tension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physi- 
cal and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  f 1 
maximum  beneficial  effects.  Oral—Adu 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states, 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patient- 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.)  j 
Supplied:  Librium6’  (chlordiazepox 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg  i 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide)  Tablets,  5 mg,  10  mg  and  25  n 
—bottles  of  100  and  500.  With  respect  t 
clinical  activity,  capsules  and  tablets  an 
indistinguishable, 

I 

Roche  Laboratories 
Division  of  HoMmann-la  Roche  ln< 
Nutley.  N J 071  IQ 


! 


to  help  reduce  clinically  significant  anxiety  am 
thereby  help  improve  patient  receptivity 

iKril  im  °P to  100  T9  daily  in 
LIUI  IUI  I I severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  pag 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


orfollowing  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physician  I 
patient  rapport  and,  on  occasion, 
making  it  easierforthe  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium  10~mg  capsules 

(chlordiazepoxide  HCI)  I 
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BECOTIN® 

Vitamin  B Complex 


Medical 
Journal 


Gasan’s  dimttngs 
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BECOTIN®  with  VITAMIN  C I A 

Vitamin  B Complex  with  Vitamin  C 7 r-* 

L 1 7 is?4 

BECOTIN^-T  * 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 


MI-CEBRIN® 

Vitamins-Minerals 


MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 


AND  A WIDE  VARIETY  OF  OTHER  PHARMACEUTICALS 


DISTA  PRODUCTS  COMPANY 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


DECEMBER  1974 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  fr 
and/or  severity  of  grand  mal  seizi 
require  increased  dosage  of  stand 
convulsant  medication;  abrupt  wit! 
may  be  associated  with  temporary1! 
crease  in  frequency  and/or  severi : 
seizures.  Advise  against  simultane  i 
gestion  of  alcohol  and  other  CNS  d> 
sants.  Withdrawal  symptoms  (sim  i 
those  with  barbiturates  and  alcohc 
occurred  following  abrupt  disconti < 
(convulsions,  tremor,  abdominal  a 
cle  cramps,  vomiting  and  sweating 
addiction-prone  individuals  under 


| ding  to  her  major 
)! , she  is  a psychoneu- 
B nt  with  severe 
ut  according  to  the 
if  n she  gives  of  her 

I art  of  the  problem 

I I like  depression. 

1 :auseher  problem, 
l )rimarily  one  of  ex- 
; xiety,  is  often  accom- 
: depressive  symptom- 
alium  (diazepam) 
i'  le  relief  for  both— as 
el  ive  anxiety  is  re- 
depressive  symp- 
is  dated  with  it  are  also 
:i  ved. 

s are  other  advan- 

i ing  Valium  for  the 
s|  entof  psychoneu- 
D:ty  with  secondary 
>i  symptoms:  the 

t rapeutic  effect  of 
pronounced  and 
r s means  that  im- 

ii  t is  usually  apparent 
tent  within  a few 

ti  r than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


r because  of  their  predisposi- 
a uation  and  dependence.  In 
: lactation  or  women  of  Child- 
s' weigh  potential  benefit 
)'  ;ible  hazard. 

o : If  combined  with  other  psy- 
: ir  anticonvulsants,  consider 
1 armacology  of  agents  em- 
i\is  such  as  phenothiazines, 
s arbitrates,  MAO  inhibitors 
rqtidepressants  may  potentiate 
Usual  precautions  indicated  in 
s erely  depressed,  or  with  latent 
c or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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rriaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

riaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic0  Expectorant 
with  Codeine  © 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg  ! 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.)  , 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substanc 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 


Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc./Lincoln,  Nebraska  68501 
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Breast 

self-examination 


OF 


KEY  ROLE 
E PHYSICIAN 


item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 
1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this — 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American 
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325  Professional  Building 
Charleston,  West  Virginia 
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Vherever  it  hurts,  Empirin 
impound  with  Codeine  usually 
provides  the  symptomatic 
elief  needed. 


nflu  and  associated  respiratory 
nfection,  Empirin  Compound 
ith  Codeine  provides  an 
intitussive  bonus  in  addition  to 
elief  of  pain  and  bodily 
liscomfort. 


7?  prescribing  convenience: 

E up  to  5 refills  in  6 months, 
it  your  discretion  (unless 
estricted  by  state  law);  by 
elephone  order  in  many  states. 


impirin  Compound  with 
Codeine  No.  3,  codeine 
hosphate*  32.4  mg.  (gr.  V2); 
<o.4,  codeine  phosphate* 

4.8  mg.  (gr.  1)  *Warning-may 
>e habit-forming.  Each  tablet 
^so contains:  aspirin  gr.  3V2, 
henacetin  gr.  2V2,  caffeine 
ir.y2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEN  FUP  HITS  AND 


COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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Dialogue 


“I  may  be  prejudiced,  but  I r 
very  much  in  favor  of  the  detail  n*r 
I meet.  Most  of  them  are  knowlece 
able  about  the  drugs  they  promo 
and  can  be  a great  help  in  acqua  i 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  f 
the  men  who  visit  me  regularly  a 1 
they  in  turn  have  become  aware 
my  particular  interests  and  the  nj 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  mir 
as  possible  to  the  areas  of  intere: 
to  me.  Since  I usually  see  the  sar : 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest,  s 
factual,  as  well  as  up-to-date 
information  about  his  products.  , 


“In  the  total  picture  of  deal  g 
with  health  problems  in  this  cou  r 
there  is  a potential  for  detail  mer 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  represents 
tives  and  salesmen  of  the  pharm 
ceutical  industry  is  the  type  of  cc- 
tact  that  people  in  a medical  cen  ;r 
research  people,  and  academic 
people  have  and  that’s  in  all  likel  c 
on  a somewhat  different  level  frci 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I perse e- 
ally  perceive  the  role  of  the  sales 
representative.  These  men  react 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— am 
at  times  actually  are— dissemin  J 
tors  of  useful  information.  They 
could  consistently  serve  a real  eel 
cational  function  in  theirability  t 
discuss  their  products. 

At  present  they  do  distribut 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific  > 
ally  sound  and  therefore  truly  us 
ful— as  well  as  some  excellent  fill? 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  t is 


He  a Source  of  Information? 

Yes,  with  certain  reservations, 
le  average  sales  representative 
is  a greatfund  of  information 
iout  the  drug  products  he  is  re- 
onsible  for.  He  is  usually  able  to 
!iswer  most  questions  fully  and 
tell igently . He  can  also  supply 
prints  of  articles  that  contain  a 
eat  deal  of  information.  Here, 
d,  I exercise  some  caution.  I usu- 
y accept  most  of  the  statements 
id  opinions  that  I find  in  the 
ipers  and  studies  which  come 
jm  the  larger  teachingfacilities. 
goes  without  saying  that  a physi- 
an  should  also  rely  on  other 
urcesfor  his  information  on 
larmacology. 

aining  of  Sales  Representatives 

Ideally,  a candidate  for  the 
isition  as  a sales  representative 
a pharmaceutical  company 
ould  be  a graduate  pharmacist 
10  has  a questioning  mind.  I don’t 
ink  this  is  possible  in  every  case, 
d so  it  becomes  the  responsibility 


pacity  they  are  indeed  useful; 
irticularly  in  the  fact  that  they 
sseminate  broadly  based  educa- 
inal  material  and  serve  not  just 
“pushers”  of  their  drugs. 

e Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 

1 companies  are  not  producing  all 
is  material  as  a labor  of  love- 
ly are  in  the  business  of  selling 
oducts  for  profit.  In  this  regard 

2 ambitious  and  improperly  moti- 
ted  sales  representative  can 

ert  a negative  influence  on  the 
acticing  physician,  both  by  pre- 
nting  a one-sided  picture  of  his 
oduct,  and  by  encouraging  the 
actitioner  to  depend  too  heavily 
drugs  for  his  total  therapy.  In 
ese  ways,  the  salesman  has  often 
storted  objective  reality  and 
idermined  his  potential  role  as  an 
ucator. 

le  Industry  Responsibility 

Since  the  detail  man  must  be 
i information  resource  as  well  as 
'epresentative  of  his  particular 
larmaceutical  company,  he 
'Quid  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce— -information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoingone. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


in the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street , N.W. 
Washington,  D.  C.  20005 


A Continuing  Medical  Education  Event! 

Such  sponsors  and  participants  as  the  West  Virginia  State  Medical  Association; 
West  Virginia  Diabetes  Association;  West  Virginia  Heart  Association;  West  Vir- 
ginia Lung  Association  and  its  Kanawha  County  Council;  West  Virginia  University 
School  of  Medicine  and  its  Alumni  Association;  West  Virginia  Chapter,  American 
Society  of  Internal  Medicine;  West  Virginia  Medical  Institute,  Inc.;  Kanawha  Medi- 
cal Society  and  Woman’s  Auxiliary  to  the  Kanawha  Medical  Society;  West  Virginia 
Division,  American  Cancer  Society;  West  Virginia  Chapter,  American  Academy  of 
Pediatrics. 

are  pleased  to  announce 


"The  Eighth  Mid-Winter  Clinical 
Conference" 


Daniel  Boone  Hotel 


Washington  and  Capitol  Streets 
Charleston,  West  Virginia 


2 P.M.  and  8 P.M.  Friday,  January  24 
9:30  A.M.  and  2 P.M.  Saturday,  January  25 
9:30  A.M.  Sunday,  January  26 


THE  PROGRAM  again  will  offer  a wide-ranging  clinical  and  educational  experience  for 
the  practicing  physician.  FRIDAY  AFTERNOON,  January  24,  session  on  heart  diseases;  FRIDAY 
EVENING,  presentations  will  include  PSRO's  and  a session  open  to  the  public  on  the  “prob- 
lems of  adolescents."  A medically  oriented  program  on  problems  of  adolescents  will  be  held 
SATURDAY  MORNING,  January  25  with  these  other  scheduled  subject  areas  to  follow: 
SATURDAY  AFTERNOON,  cerebral  vascular  diseases  and  diabetes;  SUNDAY  MORNING, 
January  26,  pulmonary  disease  in  adolescents,  cancer  and  “How  to  Avoid  Malpractice.” 

THE  FACULTY  will  include  outstanding  specialists  in  their  fields  from  various  educa- 
tional and  other  settings,  both  outside  and  from  within  West  Virginia. 

THE  PROGRAM  CO-CHAIRMEN  again  are  Ralph  H.  Nestmann,  M.  D„  and  Joseph  T. 
Skaggs,  M.  D.,  both  of  Charleston.  Also  on  the  Program  Committee  are  William  O.  McMillan, 
Jr.,  M.  D.,  of  Charleston,  and  C.  Carl  Tully,  M.  D.,  of  South  Charleston. 

THE  REGISTRATION  FEE  of  $15  for  the  entire  conference  will  be  charged  all  regis- 
trants except  nurses,  medical  students,  interns  and  residents.  Advance  registration  is  re- 
quested, anci  please  make  checks  payable  to  "WEST  VIRGINIA  STATE  MEDICAL  ASSO- 
CIATION.” 

ACCREDITATION:  Attendance  will  be  acceptable  for  Category  1 credit  toward  the 

Physician's  Recognition  Award  of  the  American  Medical  Association;  and  the  program  also 
is  expected  to  carry  prescribed  credit  by  the  American  Academy  of  Family  Physicians. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the 

reservation  manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters 
hotel  setting  aside  rooms  for  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST 
VIRGINIA  STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  1031,  CHARLESTON,  W.  VA.  25324. 


Please  register  me  for  the  Eighth  Mid- Winter  Clinical  Conference  in  Charleston, 
W.  Va.,  January  24-26,  1975.  My  $15  registration  fee  is  (is  not)  enclosed. 


I will  attend  sessions  at  2 P.  M.  Friday,  January  24  8 P.  M.  Fri- 
day   9:30  A.  M.  Saturday,  January  25  2 P.  M.  Satur- 
day   9:30  A.  M.  Sunday,  January  26  All  sessions  


Name  ( please  print ) Specialty 


Address  City 
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The  MUDRANES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation). 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
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'T’he  practicing  physician  is  occasionally  con- 
fronted  with  an  acutely  anuric  patient.  This 
clinical  finding  is  a symptom  of  acute  renal  fail- 
ure. When  the  preliminaries  of  history  and  a 
thorough  physical  examination  have  been  com- 
pleted, the  diagnosis  often  still  is  in  doubt. 

Infravesical  obstruction  due  to  prostatic  or 
urethral  pathology  must  be  ruled  out  as  a cause 
of  the  anuric  state.  Anuria  generally  is  not  a 
disease  amenable  to  surgical  therapy.1  On  the 
other  hand,  surgically  treatable  causes  for  an- 
uria must  be  considered  when  they  exist. 

While  the  outcome  of  this  evaluation  is  us- 
ually disappointing,  periodically  one  has  the 
pleasant  surprise  of  discovering  a treatable 
cause  for  anuria.  Three  such  cases,  all  of  whom 
underwent  successful  urologic  management,  are 
presented. 

Case  1 

J.  C.,  (H27-47-00),  was  a 58-year-old,  white 
male  who  presented  to  the  West  Virginia  Uni- 
versity Medical  Center  with  a one-week  history 
of  upper  respiratory  disease.  He  reported  five 
days  without  urine  output.  There  was  a history 
of  transient  right  flank  pain  approximately  10 
days  prior  to  admission.  No  other  pertinent  his- 
tory was  obtained. 

Physical  examination  revealed  a lethargic 
white  male. 

Pertinent  laboratory  results  were:  a blood 
urea  nitrogen  of  120  mg.  per  cent  and  serum 


♦Presented  during  the  Annual  Meeting  of  the  West 
Virginia  Chapter,  American  College  of  Surgeons,  at  The 
Greenbrier,  White  Sulphur  Springs,  May  1-4,  1974. 


potassium  of  5.9  mEq.  per  liter.  A plain  film  of 
the  abdomen  revealed  two  suspicious  calcific 
densities  (Figure  1).  They  were  near  the  trans- 
verse process  of  the  third  lumbar  vertebra  on 
the  left  and  in  the  right  side  of  the  pelvis. 

On  the  basis  of  anuria  and  the  possibility  of 
a calculus  etiology,  he  underwent  cystoscopy 
under  local  anesthesia.  Ureteral  catheters  were 
passed  encountering  resistance  at  the  levels  cor- 
responding to  the  calcific  densities  seen  on  x- 
ray.  A brisk  post-obstructive  diuresis  ensued, 
and  renal  function  tests  revealed  a normal  blood 
urea  nitrogen  after  72  hours  of  catheter  drain- 
age. 

The  patient  subsequently  underwent  left 
ureterolithotomy  and  the  right  ureteral  calculus 
passed  spontaneously.  Serum  and  urinary  evalu- 
ation for  lithiasis  was  unremarkable.  Follow-up 
pyelography  revealed  calcific  densities  over  the 
kidneys  but  was  otherwise  normal  (Figures  2a 
and  2b). 

Case  2 

W.  O.,  (28-93-09),  was  a 63-year-old  white 
male.  He  presented  to  the  emergency  room  with 
a four-day  duration  of  anuria.  He  was  a poor 
historian  due  to  his  lethargic  mental  status.  His 
family  related  that  he  had  undergone  a right 
nephrectomy  in  1942. 
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Figure  1.  Plain  film  of  the  abdomen  revealed  two 
suspicious  calcific  densities  near  the  transverse  process 
of  L,  on  the  left  and  adjacent  to  the  right  ischial  spine. 


Figure  2a.  Intravenous  pyelogram.  Follow-up  plain  film 
reveals  calcific  densities  in  the  kidney. 


Physical  examination  other  than  the  previous- 
ly mentioned  lethargy  was  unremarkable. 

Pertinent  laboratory  findings  were:  a blood 
urea  nitrogen  of  134  mg.  per  cent,  serum  CO: 
of  10  mEq.  per  liter  and  a potassium  of  7.0  mEq. 
per  liter.  Electrocardiogram  revealed  atrial  fi- 
brillation. Plain  film  of  the  abdomen  showed  a 
1.2  cm.  opaque  density  in  the  left  side  of  the 
pelvis  (Figure  3). 

Prior  to  cystoscopy  the  elevated  serum  po- 
tassium was  lowered  by  treatment  with  intra- 
venous insulin,  glucose,  sodium  bicarbonate  and 
kayexalate  enemas. 

Under  local  anesthesia  a No.  5F  ureteral  cath- 
eter was  passed  cystoscopicallv  to  the  left  renal 
pelvis.  A brisk  hvdronephrotic  drip  resulted  and 
within  72  hours  of  catheter  drainage,  the  blood 
urea  nitrogen  had  dropped  to  32  mg.  per  cent 
and  the  patient’s  sensorium  had  improved.  He 
underwent  ureterolithotomy  and  had  an  un- 
complicated recovery. 

Case  3 

A.  M.,  (28-54-95),  was  a 58-vear-old  white 
male.  He  was  transferred  to  the  WVU  Medical 
Center  after  one  week  of  hospitalization  at  an- 
other hospital.  He  was  admitted  there  with 
vague  and  poorly  characterized  upper  gastro- 
intestinal symptoms.  He  was  a mild  diabetic 
under  treatment  with  tolbutamide,  .500  mg. 
daily.  He  had  been  noted  to  be  anuric  for  four 
days  prior  to  transfer  to  the  WVU  University 
Hospital. 

Physical  examination  revealed  a slightly  obese 
white  male  without  other  pertinent  physical 
findings. 

Laboratory  findings  on  admission  revealed  a 
blood  urea  nitrogen  of  79  mg.  per  cent,  potas- 


Figure  2b.  Intravenous  pyelogram  follow-up  reveals 
non-obstructed  kidneys. 
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Figure  3.  Plain  film  of  the  abdomen  shows  a large 
calculus  below  the  sacrum  on  the  left. 

sium  of  6.6  mEq.  per  liter,  fasting  blood  sugar 
of  170  mg.  per  cent,  hemoglobin  of  10.8  gm. 
per  cent,  and  a hematocrit  of  33.3  per  cent.  Plain 
film  of  the  abdomen  revealed  several  calcific 
densities  (Figure  4). 

After  initial  evaluation  by  the  medical  serv- 
ice, he  was  catheterized  and  when  an  empty 
bladder  was  found,  the  urology  service  was  con- 
sulted. 

Under  local  anesthesia,  he  was  cystoscoped 
and  bilateral  ureteral  catheters  (5-F)  were 
passed  (Figure  5).  A brisk  diuresis  brought  the 
blood  urea  nitrogen  down  to  normal  over  a 36- 
hour  period.  It  was  believed  that  the  patient 
might  have  had  bilateral  radiolucent  calculi. 
After  48  hours,  the  ureteral  catheters  were  re- 
moved and  a drip  infusion  intravenous  pvelo- 
gram  was  performed.  The  pyelogram  revealed 
persistent  obstruction  (Figure  6).  At  this  time, 
bilateral  retrograde  ureteropyelograms  were 
performed  revealing  no  intrinsic  ureteral  ob- 
struction, but  slight  medial  ureteral  deviation 
(Figures  7a  and  7b). 

When  extrinsic  obstruction  was  diagnosed 
bilaterally,  the  patient  underwent  exploratory 
laparotomy.  At  surgery  severe  extensive  retro- 
peritoneal fibrosis  was  found.  Ureterolysis  was 


Figure  4.  Plain  film  of  the  abdomen  revealed  several 
calcific  densities. 


Figure  5.  Bilateral  ureteral  catheters  in  place.  A brisk 
hydronephrotic  drip  ensued. 


I 


! 
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Figure  6.  Drip  infusion  pyelography  reveals  persistent 
obstruction. 


performed  bilaterally  from  the  renal  pelvis  to 
the  distal  ureter.  Biopsy  of  the  retroperitoneal 
tissue  revealed  no  evidence  of  malignancy. 

In  addition  to  surgery,  the  patient  was  treated 
with  prednisone,  60  mg.  daily  for  a six-week 
period.  Follow-up  intravenous  pyelogram  was 
much  improved  (Figure  8). 

Discussion 

Although  calculus  disease  of  the  urinary  tract 
is  a common-place  occurrence,  anuria  due  to 
stone  is  less  common.  In  examining  654  cases 
of  mechanical  anuria,  Proca  found  80  cases  due 
to  calculus  disease.  Bilateral  ureteral  calculus 
anuria  was  even  more  rare  occurring  in  only 
three  of  Proca’s  cases.  Most  of  these  cases  pre- 
sented with  colic  rather  than  the  insidious  find- 
ings of  anuria  or  renal  failure.2 

Obstruction  due  to  a solitary  renal  unit  as  in 
our  second  case  represents  a surgical  emer- 
gency. In  most  cases  we  believe  initially  an  at- 
tempt should  be  made  at  ureteral  catheteriza- 
tion under  local  anesthesia.  If  successful,  pre- 
cious time  can  be  obtained  for  correction  of 
fluid  and  electrolyte  imbalance  created  by  the 
acute  renal  failure.  Witness  the  25  per  cent  mor- 
tality rate  seen  with  patients  upon  whom  emer- 


Figure  7a  (left).  Right  retrograde  ureteropyelogram  was  performed  revealing  no  intrinsic  ureteral  obstruction.  A 
slight  medial  deviation  of  the  middle  one-third  of  the  ureter  was  noted.  Figure  7b  (right).  Left  retrograde  ureteropyel- 
ogram was  performed  revealing  no  intrinsic  ureteral  obstruction.  A slight  medial  deviation  of  the  middle  one-third  of 
the  ureter  was  noted. 
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Figure  8.  Follow-up  intravenous  pyelography  at  three 
weeks  revealed  resolving  hydronephrosis,  which  was  nor- 
mal by  six  months  follow-up  time. 


gency  surgery  had  to  be  performed  when  con- 
servative measures  failed.2 

The  third  case  illustrated  the  uncommon  and 
interesting  phenomenon  of  retroperitoneal  fi- 


brosis. This  entity  is  characterized  by  the  de- 
velopment of  a dense  sclerotic  inflammatory  re- 
action in  the  retroperitoneum.  There  is  usually 
progressive  compression  of  anatomical  struc- 
tures in  the  retroperitoneal  space.3  Most  authors 
report  their  patients  are  in  the  fifth,  sixth  and 
seventh  decades  and  males  outnumbered  fe- 
males two  to  one.4  The  patient  usually  presents 
either  with  renal  or  loin  pain  or  more  subtly 
with  the  insidious  symptoms  of  renal  failure.5 

Most  cases  of  retroperitoneal  fibrosis  are 
classified  as  idiopathic.  Chronic  usage  of  methy- 
sergide  by  migraine  headache  sufferers  has  been 
implicated  as  etiologic.  Reversal  of  changes  have 
accompanied  discontinuation  of  medication. 
Ergotamine,  dihydroergotamine  and  hydrala- 
zine also  have  been  reported  as  etiologic  fac- 
tors.4 

Therapy  has  been  advocated  to  be  combined 
medical  and  surgical.  Initially  ureterolysis  is 
performed  and  followed  by  six  to  twelve  weeks 
of  prednisone  therapy.5 

Conclusion 

These  cases  demonstrate  that  all  anuric  renal 
failures  need  not  have  a dismal  prognosis. 
Prompt  urologic  evaluation  is  required  to  sep- 
arate surgically  treatable  and  medically  treat- 
able renal  failure.  When  obstructive  uropathy— 
whatever  the  cause— is  found,  treatment  must 
be  immediate  and  vigorous  to  effect  a success- 
ful outcome. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


President  Urged  To  Insure  Medicinal  Supply 

The  American  Medical  Association  has  urged  President  Ford  “to  take  whatever 
steps  necessary  to  assist  in  the  procurement  of  raw  opium  from  the  world 
market.”  In  a letter  to  President  Ford,  AMA  President  Malcolm  C.  Todd,  M.D.,  said 
the  illicit  use  of  drugs  should  be  vigorously  combated  by  legislation  and  regulation 
but  that  “some  opium  products  are  essential  in  medical  practice  and  an  adequate 
supply  of  these  agents  for  legitimate  medical  needs  must  be  assured.” 

The  AMA  also  urged  that  another  type  of  poppy  — papaver  bracteatum  — be 
cultivated  in  the  U.  S.  in  sufficient  quantity  to  make  the  nation  independent  of  out- 
side sources.  “This  poppy,”  said  Doctor  Todd,  “yields  material  that  can  be  con- 
verted to  codeine,  a drug  of  low  addiction  potential,  and  cannot  by  any  process 
known  be  converted  to  morphine  or  heroin.  An  adequate  domestic  crop  of  papaver 
bracteatum  could  be  an  important  factor  in  the  control  of  opium  production  and 
its  diversion  to  illicit  uses.” 
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Direct  Clinical  Ocular  Steady  Potentials 
And  The  Intraocular  Pressure 

Carroll  Dunn , B.S.;  A.  J.  Magee , M.D.; 

And  W illiam  S.  Randall , B.S. 


Otepanik1  studied  the  relation  of  the  intra- 
^ ocular  pressure  (IOP)  to  the  ocular  steady 
potential  (OSP),  using  the  electro-oculogram, 
an  indirect  method  of  recording  the  OSP.  Noell2 
described  the  effect  of  certain  drugs  on  the  OSP 
in  the  rabbit.  Since  acetazolamide,  epinephrine 
and  diisopropyl  flurophosphate  are  widely  used 
in  glaucoma  therapy,  Noell’s  studies  give  infor- 
mation about  the  OSP  and,  by  inference,  the 
IOP. 

In  1969,  Dunn  and  associates3  reported  a 
clinical  method  for  the  static  recording  of  the 
OSP.  Beggren4  and  Cole0  described  the  elec- 
trical potentials  associated  with  active  transport 
of  sodium  ions  in  animals. 

The  purpose  of  our  study  was  to  discover 
whether  or  not  a relation  exists  between  the  IOP 
and  the  OSP  as  described  by  Dunn3  and  as- 
sociates. 

Materials  and  Methods 

We  studied  two  groups  of  patients: 

Group  1—The  Control  Group.  Each  subject 
met  the  following  requirements:  no  personal 
history’  or  family  history  of  glaucoma,  no  eye 
diseases  found  during  mydriatic  examination 
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and  refraction,  receiving  no  medication  of  any 
kind,  and  no  systemic  disease  at  the  time  of 
study. 

Tracings  were  done  only  once  on  100  of  these 
patients  and  they  were  over  40  years  of  age. 
Tracings  were  done  10  times  each  on  another 
10  eyes:  the  ages  here  were  12  to  18.  Lastly, 
tracings  were  done  three  times  each  on  10  more 
eyes:  the  ages  varied  from  12  to  55  in  these  pa- 
tients. Except  for  a few  measurements  with  the 
Halberg  tonometer,  all  were  made  with  the 
Goldmann  applanation  tonometer.  One  hun- 
dred-sixteen patients  made  up  this  group. 

Group  2— The  Glaucoma  Group.  These  pa- 
tients had  IOP’s  of  41  mm.  Hg.  or  more.  Most 


Figure  1.  Ocular  steady  potential  control  tracing  (from  left  to  right).  The  circular  figure  represents  the  cornea  and 
the  placement  of  the  electrodes.  VO  is  the  voltage  at  the  beginning  of  the  tracing.  VP  is  the  voltage  at  the  peak  of 
the  tracing.  V30  sec.  is  the  voltage  after  30  seconds. 
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Figure  2.  Ocular  steady  potential  tracing  from  the  right  eye  of  a patient  with  an  intraocular  pressure  of  54  mm.  Hg. 
in  each  eye. 


of  the  measurements  were  with  the  Goldmann 
applanation  tonometer;  a few  were  with  the 
Schiotz. 

Except  that  the  basic  technique  was  modified 
from  a static  to  a sustained  recording,  the 
method  and  apparatus  were  as  Dunn  and  as- 
sociates described.  After  preparation  as  for 
routine  tonometry,  the  patient  was  asked  to 
fixate  a light  on  the  ceiling.  The  electrodes 
were  placed  on  the  globe  gently  but  firmly.  A 
foot-switch  shorted  out  the  circuit  while  the 
electrodes  were  taken  from  the  bath  and  placed 
on  the  globe.  When  the  electrodes  were  in  posi- 
tion, the  foot  switch  opened  the  circuit.  Usually, 
there  was  a recognizable  deflection.  After  elapse 
of  the  desired  time,  the  electrodes  were  removed 
from  the  globe  and  replaced  in  their  bath.  The 
foot  switch  then  reopened  the  circuit  (Figure 
1). 

What  appeared  to  be  reflexes  between  the 
two  eyes  necessitated  doing  the  tracings  on  one 
eye  one  day  and  on  the  other  eye  another  day. 
Because  the  electrodes  always  damaged  the  cor- 
neal epithelium,  no  tracing  was  repeated  earlier 
than  after  48  hours. 

Results 

The  peak  value  (see  addendum),  determined 
by  studying  the  beginning  of  the  tracing  (VO), 
the  peak  of  the  tracing  (VP),  and  the  tracing 
at  30  seconds  from  the  beginning  (V30  sec.) 
was  most  significant  in  evaluating  the  OSP 
tracing.  Table  1 summarizes  the  tracings  from 
Group  1,  the  100  control  tracings  done  once. 
Table  2 shows  the  results  of  repeating  the  trac- 
ings 10  times  on  the  same  10  eyes  but  on  dif- 


ferent days.  Here  the  tracings  are  predom- 
inantly positive  in  two  eyes  and  negative  in  the 
remaining  eight.  To  determine  the  patterns  of 
predominantly  negative  and  positive  tracings, 
we  studied  each  of  10  more  eyes  three  times 
(Table  3).  In  all  except  two  (eight  per  cent) 
of  the  25  patients  with  IOP’s  of  41  mm.  Hg.  or 
more,  the  peak  OSP  value  in  at  least  one  eye 
was  outside  the  range  of  -0.70  mv.  to  -14.43  mv. 
The  repeat  tests  in  six  patients  gave  consistent 
results  (Table  4 and  Figure  2). 

Discussion 

Since  the  peak  value  of  the  OSP  gave  the 
most  consistent  results,  we  selected  it  for  de- 
tailed study. 

In  the  control  group  (Group  1),  the  values 
varied  markedly  (Table  1)  and  did  not  agree 
with  Noell’s  findings  in  the  rabbit.  Since  Noell 
used  general  anesthesia  and  dissected  the  orbit, 
the  circumstances  surrounding  his  rabbit  experi- 
ments were  very  different  from  our  methods. 
Also,  there  probably  was  more  damage  to  the 
corneal  epithelium  in  the  rabbit  experiments, 


TABLE  1 

Selected  Values  of  a Group  of  Control-Type 
Potentials  (100  Eyes) 


Voltage 

Mean 

S.D. 

At  Beginning  of  Tracing  (V  ) 

o 

—2.95  mv. 

7.04 

At  Peak  of  Tracing  (V  ) 
P 

—7.27  mv. 

6.26 

After  30  Seconds  (V  ) 

+ 2.39  mv. 

5.93 

30  sec. 
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TABLE  2 


Peak  Values  (in  mv.)  of  Tracings  Repeated  10  Times  on  10  Eyes  on  Different  Days 


LR  LL  HR  HL  ER  EL  JR  JL  RR  SR 


1. 

+ 0.35 

—2.80 

—0.35 

—8.40 

—3.85 

2. 

+ 0.35 

+ 7.00 

—3.15 

—2.80 

—6.65 

3. 

+ 2.10 

—2.45 

+ 2.80 

—10.50 

—3.15 

4. 

—3.85 

+ 4.90 

—2.45 

+ 1.40 

—5.60 

5. 

—2.45 

+ 4.20 

—5.60 

—2.80 

—12.25 

6. 

+ 5.25 

+ 5.60 

—8.40 

—3.85 

—3.50 

7. 

0.0 

+ 4.55 

—11.90 

+ 2.80 

—8.75 

8. 

+ 11.20 

0.0 

—1.75 

+ 2.10 

—8.40 

9. 

+ 8.75 

+ 1.40 

+ 0.70 

—3.15 

0.0 

10. 

+ 4.55 

+ 8.40 

+ 5.95 

+ 1.40 

+ 1.05 

which  would  eliminate  for  the  most  part  the 
potential  of  this  structure. 

Study  of  the  peak  values  in  the  10  tracings 
in  10  different  eyes  (Group  1)  demonstrated 
the  manner  in  which  the  potential  varies  (Table 
2),  being  either  roughly  negative  80  per  cent 
of  the  time,  or  roughly  positive  20  per  cent  of 
the  time,  or  vice  versa.  Predominantly  negative 
tracings  occurred  approximately  84  per  cent  of 
the  time  and  predominantly  positive  ones  about 
16  per  cent.  This  shows  that  the  peak  value  of 
the  OSP  is  neither  narrowly  limited  nor  in 
equilibrium. 

Study  of  the  peak  values  of  the  OSP  in  pa- 
tients with  an  IOP  of  41  mm.  Hg.  or  more 
(Table  4 and  Figure  2)  disclosed  that  they 
differ  from  the  findings  in  the  control  group.  A 
few  patients  had  values  well  beyond  those  of 
the  controls,  with  very  high  positive  peak  OSP 
readings  with  very  high  IOP,  or,  in  one  case  of 
low-tension  glaucoma,  a very  low  OSP  peak 
value. 

Nearly  all  readings  in  the  glaucoma  group 
were  usually  either  positive  or  markedly  nega- 
tive. These  findings  corroborate  current  con- 
cepts of  the  electrophysiology  of  the  epithelium 
of  the  ciliary  body.4,5  Tracings  were  not  re- 
peated 10  times  in  each  eye  in  our  Group  2. 
Nevertheless,  since  the  same  type  of  values  oc- 
curred in  2-3  of  the  25  patients  (92  per  cent), 
the  values  can  be  considered  constant.  Repeated 
finding  of  peak  OSP  values  outside  the  range 
-0.70  mv.  to  -14.43  mv.  suggests  a non-control 
type  of  tracing. 

The  basic  difference  between  a control  eye 
tracing  and  the  tracing  of  an  eye  with  an  IOP 
of  41  mm.  Hg.  or  more  is  that  the  peak  OSP 
value  in  the  control  varies  considerably.  It  is 
positive  and  negative  at  different  times,  al- 
though predominantly  negative.  In  the  glau- 


+  7.00 

+ 7.35 

+ 1.75 

—1.40 

—21.00 

—4.20 

—11.55 

—9.45 

0.0 

+ 6.65 

—10.50 

—12.60 

—15.05 

—10.15 

—4.90 

—8.05 

+ 2.80 

—0.35 

—8.05 

—16.80 

—1.05 

—11.55 

—2.10 

—24.85 

—12.95 

—1.75 

—5.95 

+ 1.75 

—12.60 

—21.70 

—3.15 

—1.40 

—9.80 

—13.65 

—3.50 

0.0 

—7.35 

—9.80 

—5.25 

—2.80 

—4.90 

—7.70 

—1.40 

—21.00 

—5.25 

—4.90 

—14.70 

—30.80 

—3.85 

—8.40 

coma  group,  the  peak  OSP  value  is  almost  con- 
stantly either  positive  or  markedly  negative. 

Our  findings  suggest  that  the  OSP  tracings 
for  patients  with  an  IOP  of  41  mm.  Hg.  or  more 
is  of  the  non-control  type.  When  a non-control 
type  of  OSP  tracing  is  found  in  patients  with 
an  IOP  of  less  than  41  mm.  Hg.,  it  probably  in- 
dicates the  presence  of  glaucoma.  All  of  our 
data  indicate  a strong  relationship  between  the 
OSP  and  the  IOP.  This  suggests  that  the  OSP, 
as  recorded  in  this  study,  is  the  true  OSP. 


TABLE  3 

Predominant  Potential  Repeated  Three  Times 
in  Each  of  20  Eyes 


Patient 

Eye 

Predominant 

Potentials 

1. 

LM 

RE 

Positive 

2. 

DM 

LE 

Positive 

3. 

HM 

RE 

Negative 

4. 

HM 

LE 

Zero 

5. 

EM 

RE 

Negative 

6. 

EM 

LE 

Negative 

7. 

JM 

RE 

Negative 

8. 

JM 

LE 

Negative 

9. 

RM 

RE 

Negative 

10. 

RM 

LE 

Negative 

11. 

SM 

RE 

Negative 

12. 

SM 

LE 

Negative 

13. 

AM 

RE 

Positive 

14. 

VS 

RE 

Negative 

15. 

JH 

RE 

Negative 

16. 

JH 

LE 

Negative 

17. 

EW 

RE 

Negative 

18. 

BB 

RE 

Negative 

19. 

FM 

RE 

Negative 

20. 

GM 

RE 

Negative 
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TABLE  4 


Selected  Values  (in  mv.)  From  Tracings  of  Patients 
With  IOP  of  41  mm.  Hg.  or  more 
(“s”  Indicates  Schiotz  Tonometry) 


Patient 

Eye 

IOP 

V 

0 

V 

p 

V 

3ft 

sec. 

1. 

GD 

RE 

59s 

+ 5.25 

-0.35 

-0.35 

LE 

59 

+ 1.05 

-7.35 

-5.95 

2. 

BS 

RE 

55 

+ 10.50 

+ 5.25 

+ 8.75 

LE 

57 

+ 1.75 

+ 7.00 

+ 2.80 

3. 

JC 

RE 

41 

+ 3.15 

+ 2.45 

+8.40 

4. 

MW 

RE 

31 

+ 2.45 

+ 1.40 

— 

LE 

46 

+ 7.00 

+ 9.80 

+ 8.05 

5. 

AS 

RE 

10P 

+ 31.15 

+ 22.40 

+ 22.05 

6. 

JW 

RE 

94s 

+ 23.80 

+ 17.50 

+ 17.50 

7. 

LJ 

RE 

37s 

+ 12.25 

-0.35 

+ 6.65 

LE 

47 

+ 15.05 

+ 1.05 

+ 7.00 

8. 

AM 

RE 

42 

+ 9.80 

+ 7.00 

+ 8.40 

LE 

43 

-9.45 

-16.45 

—8.40 

9. 

VS 

RE 

43s 

+ 1.05 

-11.90 

-9.45 

LE 

47s 

-11.55 

-18.20 

-3.85 

RE 

37s 

-5.25 

-9.10 

—4.55 

LE 

47s 

+ 1.75 

-8.05 

-1.40 

10. 

JH 

RE 

51s 

-1.05 

+ 8.40 

—7.70 

LE 

34s 

+ 10.85 

+3.85 

+ 4.20 

11. 

CF 

RE 

55s 

+ 4.20 

-2.45 

+ 5.95 

LE 

59" 

-1.75 

+ 0.35 

+6.65 

RE 

30 

-1.40 

—7.00 

+ 0.35 

LE 

64 

+ 2.45 

-1.75 

+ 7.00 

12. 

SR 

RE 

54 

+ 4.55 

-0.70 

0.0 

LE 

32 

+ 10.50 

+ 5.95 

— 

RE 

59s 

+ 2.10 

-0.70 

+ 3.50 

LE 

29^ 

+ 10.85 

0.0 

+ 2.45 

RE 

53 

+ 3.85 

+ 3.85 

+ 5.60 

LE 

40 

+ 0.70 

+ 0.70 

+ 7.35 

13. 

JCW 

RE 

57 

+ 23.80 

+ 8.40 

+ 9.10 

LE 

58 

+ 5.60 

-3.50 

+ 0.70 

RE 

54 

+ 33.60 

+ 23.80 

+ 25.55 

14. 

AWM 

RE 

48 

+ 9.80 

-15.40 

-3.85 

LE 

41 

-4.55 

-5.60 

+ 1.75 

15. 

RBC 

RE 

41 

+ 5.60 

+ 7.00 

+ 9.80 

LE 

33 

+ 3.50 

-3.15 

+ 2.80 

16. 

JS 

RE 

49 

-8.40 

-16.10 

-11.20 

LE 

43 

+ 11.20 

+ 9.45 

+ 12.25 

17. 

HM 

RE 

43s 

+ 7.35 

+ 5.60 

+ 15.05 

LE 

32s 

-2.10 

-9.45 

-2.80 

RE 

45 

+ 14.00 

+ 7.00 

+ 14.00 

LE 

34 

-1.05 

-3.85 

+ 6.65 

RE 

41 

+ 16.45 

+ 8.40 

+8.75 

18. 

PW 

RE 

37 

+2.10 

-0.35 

+ 1.75 

LE 

54 

+ 12.25 

+ 4.55 

+ 3.85 

RE 

26 

-15.40 

-15.40 

+3.50 

LE 

44 

+ 3.85 

+ 1.75 

+ 11.90 

19. 

JAY 

RE 

43 

+ 2.10 

-4.55 

+ 2.10 

LE 

32 

-5.60 

-17.85 

-10.85 

20. 

WS 

LE 

48 

+ 7.00 

+ 9.80 

+ 15.40 

21. 

VF 

RE 

47s 

-6.65 

-6.65 

+ 2.45 

LE 

43 

-20.65 

-21.00 

-15.05 

22. 

BN 

RE 

40 

-8.40 

-15.40 

-11.55 

LE 

43 

+ 9.80 

-10.85 

-7.70 

23. 

SB 

RE 

41 

-23.80 

-23.80 

-0.35 

LE 

48 

-10.85 

-10.85 

+ 4.55 

RE 

40 

— 12.60 

-12.60 

— 

LE 

44 

-26.95 

—26.95 

+ 4.20 

RE 

42 

-22.40 

-22.40 

-3.50 

24. 

HI 

RE 

51s 

+ 11.90 

+ 1.40 

+ 4.90 

25. 

PB 

RE 

43 

+ 3.50 

+ 4.90 

+ 9.45 

LE 

48 

+2.45 

+ 2.45 

+ 14.00 

December, 

1974, 

VOL. 

70,  No. 

12 

Summary 

Previously  the  relationship  of  the  OSP  to  the 
IOP  has  been  studied  clinically;  however,  indi- 
rectly. The  direct  OSP  has  been  well  described 
in  animals  but  its  relationship  to  the  IOP  can 
only  be  superficially  inferred.  The  purpose  of 
this  work  is  to  study  the  relationship  of  the  OSP 
to  the  IOP. 

The  OSP  in  control  patients  was  compared 
with  that  of  patients  in  whom  the  IOP  was  41 
mg.  Hg.  or  more.  The  characteristics  of  the  OSP 
in  these  two  groups  made  it  possible  to  dis- 
tinguish between  them.  This  implies  a strong 
relationship  between  the  OSP  and  the  IOP.  Fea- 
tures of  the  OSP  demonstrated  in  patients  with 
an  IOP  of  41  mm.  Hg.  or  more  if  found  in  pa- 
tients with  an  IOP  of  40  mm.  Hg.  or  less,  prob- 
ably indicates  the  presence  of  glaucoma. 

Addendum 

Summary  of  work  to  be  published  entitled: 
“Direct  Clinical  Ocular  Steady  Potentials:  Role 
of  The  Corneal  Epithelium  Potential.” 

The  Corneal  Epithelium  Potential  has  been 
well  described  in  animals:  on  theoretical 

grounds  the  CEP  would  have  to  be  accounted 
for  in  any  discussion  of  the  Ocular  Steady  Po- 
tential because  one  electrode  is  placed  on  the 
cornea.  An  outstanding  clinical  characteristic 
of  the  corneal  epithelium  is  its  vulnerability  to 
trauma.  By  deliberately  injuring  the  corneal 
epithelium  with  a calomel  half-cell  electrode  on 
the  one  hand  and  protecting  it  from  injury  with 
a soft  contact  lens  on  the  other,  it  is  possible  to 
delineate  the  role  of  the  CEP  in  the  OSP. 

When  the  corneal  epithelium  is  injured  its  po- 
tential is  either  partially  or  completely  elimi- 
nated from  the  OSP.  If  the  corneal  epithelium 
is  protected  from  damage  by  an  electrode 
placed  on  its  surface  this  potential  alone  is  re- 
corded and  the  OSP  is  not  represented  in  the 
recording.  In  studying  potentials  from  the  globe 
where  one  electrode  is  placed  on  the  cornea  it 
is  important  to  know  if  the  corneal  epithelium 
is  damaged.  Depending  on  this  a CEP  or  OSP 
will  be  recorded. 
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The  Future  Of  Aphasia  Therapeutics 

Glen  P.  McCormick,  Ph.D. 


A N increasing  amount  of  attention  is  being 
paid  to  the  long  term  needs  of  patients 
who  have  suffered  language  disturbances  as  a 
result  of  stroke  or  trauma.  Such  patients,  gen- 
erally referred  to  as  aphasics,  have  character- 
istically received  adequate  medical  care  for 
their  acute  health  needs,  only  to  be  released 
upon  physical  stabilization  to  face  prolonged 
periods  of  social  inadequacy  and  personal 
frustration. 

While  the  medical  and  surgical  care  of  stroke 
or  trauma  patients  has  improved  steadily,  it  is 
distressing  that  the  progress  made  to  date  in 
language  rehabilitation  has  not  paralleled  the 
successes  made  in  the  medical  area.  It  is  per- 
haps more  distressing,  however,  that  the  slower 
rate  of  progress  in  language  therapy  has  led 
some  persons  to  conclude  that  additional  im- 
provements in  aphasia  therapeutics  will  not  be 
forthcoming. 

Pessimism  Toward  Aphasia  Rehabilitation 

The  pessimism  which  surrounds  language  re- 
habilitation for  stroke  and  trauma  patients 
speaks  poorly  for  the  communication  extant  be- 
tween the  disciplines  involved,  and  one  can 
parallel  today’s  pessimism  toward  aphasia  re- 
habilitation to  yesteryear’s  pessimism  with  can- 
cer patients.  The  horizons  will  not  be  elevated 
until  all  the  health  disciplines  involved  more 
objectively  assess  the  attitudes,  facilities  and 
specialists  engaged  in  aphasia  therapeutics. 

It  is  now  clear  to  most  aphasiologists  that 
“aphasia”  is  a syndrome  of  communicative  dis- 
orders relating  to  far  more  modalities  than  the 
traditional  concepts  of  expressive  and  receptive 
speech.  The  language  disturbances  currently  as- 
sessed within  the  framework  of  “aphasia”  in- 
clude: gesture  speech,  reading,  writing,  and 
thinking  (inner  speech),  as  well  as  speaking 
and  listening.  The  schematic  attempts  to  relate 
the  modalities  to  the  transmission  channels  are 
shown  in  Figure  1. 
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Bedside  diagnostics  fail  to  properly  identify 
the  intact  versus  impaired  modalities  of  lan- 
guage and  are  a poor  excuse  for  detailed  and 
properly  administered  tests  for  aphasia.  While 
bedside  screenings  offer  some  information  of 
value  to  physicians,  the  modern,  formal  aphasia 
batteries  appear  best  for  the  long-term  needs  of 
the  patients,  and  they  provide  important  prog- 
nostic information  as  well.  Until  the  language 
functions  of  the  stroke  and  trauma  populations 
are  more  adequately  assessed,  we  will  continue 
to  fail  in  identifying  those  persons  capable  of 
responding  positively  to  language  therapy. 

At  present  there  is  controversy  as  to  the  ef- 
ficacy of  language  re-education  with  aphasics. 
The  controversy  appears  to  persist  because  of 
misinterpretations  applied  to  existing  literature, 
because  of  the  relative  absence  of  controlled 
studies  with  aphasic  populations,  and  because 
of  our  utilization  of  assumptive  rather  than 
scientific  evidence. 

A good  example  of  misinterpretation  sur- 
rounds the  report  by  Sarno,  Silverman  and 
Sands.1  Sarno  et  al  reported  on  a total  of  31 
patients  who  were  subdivided  into  a pro- 
grammed instruction,  non-programmed  instruc- 
tion and  an  untreated  control  group.  After  a 
mean  of  17.1  weeks  of  treatment  it  was  con- 
cluded that  there  were  no  significant  differences 
in  outcome  under  the  treatment  conditions  and 
that  current  speech  therapy  did  not  modify 
verbal  behavior  in  the  population  studied. 


Reception 


Gesturing  Reading  Writing  Thinking  Listening  Speaking 


Expression 
Figure  1 
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In  a series  of  comments  related  to  Sarno’s  ar- 
ticle, others  concluded,  as  reported  by  Darley,2 
that  Sarno’s  findings  would  not  endear  the  au- 
thor to  fellow  speech  pathologists  but  would 
confirm  the  long  standing  contentions  of  many 
physicians,  namely  that  speech  therapy  with 
aphasics  was  generally  regarded  as  uneventful 
as  far  as  improvement  was  concerned. 

Obviously,  Sarno’s  conclusions  were  subjected 
to  a process  of  over-generalization,  since  the 
work  was  related  from  the  beginning  to  severe 
aphasics  and  was  not  intended  to  pertain  to 
less  involved  patients  receiving  any  other  kind 
of  treatment. 

Review  of  Studies  on  Aphasia 

Smith  et  al3  in  a comprehensive  report  sup- 
ported by  a Social  and  Rehabilitation  Services 
grant,  reviewed  a series  of  modern  studies  on 
aphasia  which  indicated  that  significant  im- 
provement had  indeed  resulted  from  language 
therapy  when  controls  were  applied  to  both  the 
patients  and  the  therapy  techniques.  Smith, 
however,  lamented  at  the  number  of  researchers 
who  attempted  to  reach  conclusions  on  the  ef- 
fectiveness of  therapy  with  patients  who  were 
poorly  screened  for  inclusion  in  the  studies, 
and  for  conclusions  which  were  reached  after 
abysmally  short  periods  of  actual  therapy  time 
— some  for  fewer  than  10  clock  hours  (3;  p.  93). 

Negative  or  suspicious  attitudes  as  to  the 
effectiveness  of  other  than  speech  therapy  with 
stroke  patients  is  also  in  evidence,  witness  the 
comments  made  about  the  value  of  physical 
therapy  by  Browne  and  Poskanzer,4  who  indi- 
cated that: 

...  It  has  not  yet  been  demonstrated 
that  patients  receiving  formal  physical 
therapy  after  strokes  recover  more 
quickly  or  more  completely  than  those 
who  receive  no  therapy.  Where  studies 
have  been  carried  out,  a judgement  has 
been  required  by  the  authors  about 
whether  or  not  the  patient  has  been 
improved;  such  judgement  obviously 
is  open  to  observer  bias  (4;  p.  599)  . . . 

Browne  and  Poskanzer  developed  their  line 
of  reasoning  to  a slightly  greater  degree  later 
in  their  article  but  cited  only  two  studies  which 
supported  their  contention  as  to  the  apparent 
ineffectiveness  of  formal  versus  informal,  func- 
tionally-oriented medical  care.  The  goals  set  in 
therapy  were  not  stated  for  the  research  eval- 
uated and  this  writer  takes  exception  to  the 
manner  in  which  Browne  and  Poskanzer 
reached  their  conclusions,  feeling  certain  that 
solid  decisions  cannot  be  objectively  reached  on 


such  a small  sample  of  research,  and  feeling  too 
that  physical  therapists  all  across  the  nation 
could  challenge  such  findings. 

Controlled  Studies  Needed 

It  would  appear  that  now  is  the  time  for  all 
persons  engaged  in  stroke  patient  care  to  under- 
take carefully  controlled  studies  which  measure 
the  effectiveness  of  treatment  against  clearly 
stated  research  hypothesis.  The  period  of  “eye- 
balling” progress  should  have  passed,  leading  us 
to  studies  which  categorize  stroke  and  trauma 
patients  according  to  such  variables  as:  age, 
sex,  education,  measured  levels  of  motivation, 
etiology,  actual  time  in  therapy,  sophistication 
of  therapists,  techniques  applied,  etc.  In  short, 
until  some  kind  of  controls  are  applied  to 
aphasiology  as  are  applied  to  Petri  dishes,  drug 
research,  etc.,  all  knowledge  obtained  will  be 
open  to  suspicion. 

In  1969,  the  Department  of  Health,  Educa- 
tion and  Welfare  published  a report  prepared 
by  The  Subcommittee  on  Human  Communica- 
tion and  Its  Disorders5  which  stipulated  that 
in  the  United  States  there  were  approxi- 
mately 2,000,000  persons  who  had  survived 
strokes,  estimating  further  that  400,000  of  these 
persons  could  be  expected  to  be  aphasic.  By 
adding  to  this  figure  the  200,000  trauma-related 
aphasics  and  1,500,000  children  with  neurolog- 
ically  based  central  language  dysfunctions,  it 
seems  fair  to  place  the  nation’s  total  of  central 
communicative  disorders  at  the  impressive  fig- 
ure of  2,100,000  ( 5;  p.  16). 

Given  the  figures  provided  by  the  above- 
cited  subcommittee,  our  country  seems  to  have 
devoted  very  little  attention  to  facilities  which 
could  offer  longitudinal  care  for  language  re- 
habilitation with  aphasics.  This  issue  bears  at- 
tention at  high  levels,  especially  when  one  un- 
derstands that  language  therapy  does  not  or- 
dinarily demand  large  amounts  of  space  or  in- 
ventories of  expensive  equipment. 

Few  Hospitals  Equipped  for  Treatment 

Currently,  military,  Veterans  Administration, 
and  a select  few  private  hospitals  and  treat- 
ment centers  appear  devoted  to  the  compre- 
hensive needs  of  aphasics  and  are  administra- 
tively equipped  to  bear  the  expenses  of  la- 
borious, repetitive  types  of  treatment.  In  those 
centers,  however,  where  aphasia  specialists  are 
engaged  in  intensive  aphasia  therapy  impres- 
sive results  are  being  reported  which  lend  op- 
timism to  the  future  of  aphasia  therapeutics. 

The  attention  of  aphasia  therapists  is  not  cen- 
tered on  the  severe  aphasic,  or  on  those  whose 
age  and  medical  condition  is  against  them.  The 
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current  emphasis  is  appropriately  placed  on 
those  language-disturbed  persons  who  are 
young  enough  and  healthy  enough  to  overcome 
that  part  of  their  communicative  defect  which  is 
correctable.  With  the  successes  currently  being 
realized  by  selected  patients,  there  is  every 
reason  to  believe  that  new  horizons  have  been 
reached  in  aphasia  therapy. 

The  degree  of  improvement  in  therapy  tech- 
niques and  the  speed  with  which  the  improve- 
ment will  occur  will  be  influenced  across  our 
country  by  the  attitudes,  facilities  and  specialists 
operating  at  the  local  level.  Until  each  medical 
region  can  boast  of  an  aphasia  therapy  center 


and  staff,  we  will  continue  to  “waste”  those 
stroke  and  trauma  patients  who  have  potential 
for  language  recovery. 

If  cancer  care  has  progressed  as  it  has  “against 
the  odds,”  perhaps  the  forthcoming  generation 
of  aphasiologists  can  progress  in  kind  with 
aphasia  therapy;  however,  until  a new  era  of 
optimism  breeds  new  diagnostic  and  therapy 
centers,  additional  years  of  pessimism  will  stall 
progress  for  aphasics. 


A list  of  references  may  be  obtained  by  writing 
The  Journal. 


Manuscript  Information 

Manuscripts  to  be  presented  for  publication  in  The  West  Virginia  Med- 
ical Journal  should  be  typewritten,  triple-spaced,  on  one  side  only  of  firm 
(not  onion  skin  or  flimsy),  standard  letter  sized  (8  1/2  by  11  in.)  white 
paper.  Wide  margins  (at  least  1 1/4  in.  on  left)  should  be  left  free  of  typ- 
ing. On  the  first  or  title  page  should  be  shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author,  and  his  degrees.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right  upper  corner 
along  with  the  surname  of  the  author. 

Authors  are  requested  to  submit  a carbon  copy  with  the  original  or  re- 
tain same  in  the  event  the  manuscript  is  lost  in  transmittal. 

Illustrations  should  be  numbered  and  their  approximate  locations  shown 
in  the  text.  Each  should  be  identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its  “top.”  Drawings  and  charts  in- 
tended for  cuts  should  be  done  in  black  (India)  ink  on  pure  white. 
Photographs  should  be  on  glossy  paper  and  minimum  of  about  5 by  7 in. 
in  size.  A legend  should  be  provided  for  each  illustration  and,  preferably, 
attached  to  it.  The  author  will  bear  the  cost  of  all  over  two  one-column 
halftone  cuts. 

All  scientific  material  appearing  in  The  Journal  is  reviewed  by  the 
Editorial  Board.  Manuscripts  should  be  mailed  to  The  Editor,  West  Vir- 
ginia Medical  Journal,  Box  1031,  Charleston,  W.  Va.  25324. 


328 


The  West  Virginia  Medical  Journal 


A Token  Economy  On  A Geographic  Psychiatric  Ward 

W illiam  J.  W yatt , M.  S. 


The  Author: 

• William  J.  Wyatt,  M.  S.,  Staff  Psychologist, 
Huntington  State  Hospital. 


TN  recent  years  the  use  of  token  reinforcement 
programs  in  treating  chronic  psychiatric  pa- 
tients has  been  on  the  increase.  At  Huntington 
State  Hospital  an  experimental  token  economy 
program  was  established  on  a geographic  ward. 
The  Geographic  Unit  System  necessarily  renders 
impractical  some  treatment  methods  while  serv- 
ing as  a suitable  ground  for  others.  A major 
advantage  of  the  token  economy  is  that  it  lends 
itself  to  the  wide  variety  of  functional  diag- 
noses and  intellectual  levels  found  within  the 
geographic  ward. 

Additional  advantages  in  the  use  of  gen- 
eralized conditioned  reinforcers  which  have 
been  pointed  out  by  Kazdin  and  Bootzin  ( 1972 ) 
include:  (1)  tokens  bridge  the  delay  between 
target  response  and  back-up  reinforcement;  (2) 
tokens  permit  reinforcement  of  a response  at 
any  time;  and  (3)  provide  the  same  reinforce- 
ment for  individuals  who  have  different  pref- 
erences. Ayllon  and  Azrin  ( 1968 ) listed  several 
other  advantages  of  using  token  reinforcement: 
(4)  the  number  of  tokens  can  bear  a simple 
quantitative  relationship  to  the  amount  of  rein- 
forcement; (5)  being  portable,  the  tokens  can 
remain  in  the  individual’s  possession;  (6)  any 
number  of  tokens  can  be  earned;  and  (7)  token 
operated  machines  can  be  used  to  dispense 
reinforcement. 

A number  of  token  reinforcement  program 
descriptions  are  available  including  those  of 
Ayllon  and  Azrin  (1965),  Winkler  (1970),  At- 
thowe  and  Krasner  (1968),  Wince,  Leitenberg 
and  Agras  (1972),  Schaeffer  and  Martin 
(1969),  McConahey  (1972),  and  Lent  (1968). 

Method 

Subjects— Thirty-four  male  patients  on  Ward 
Six  at  Huntington  State  Hospital  participated 
in  the  program.  The  patients  ranged  in  age 
from  12  to  68  years  at  the  start  of  the  program 
in  September,  1973.  The  average  age  was  41.5 
years.  Most  patients  were  long-term  residents 
of  the  hospital— the  average  length  of  previous 
hospitalization  being  14  years,  while  the  length 
of  prior  hospitalization  covered  a range  of  one 
month  to  35  years. 

As  was  expected  within  the  Geographic  Unit 
System,  a variety  of  diagnoses  characterized  the 


34  patients.  The  diagnoses  and  number  of  pa- 
tients so  diagnosed  are  presented  below: 

Severe  mental  retardation— 7. 

Schizophrenia,  chronic  undifferentiated 
type— 6. 

Moderate  mental  retardation— 5. 

Non-psychotic  organic  brain  syndrome— 3. 

Moderate  mental  retardation  with 
psychosis— 2. 

Paranoid  schizophrenia— 2. 

Adjustment  reaction  to  adolescence— 2. 

Severe  mental  retardation  with  psychosis— 1. 

Mild  mental  retardation  with  non-psychotic 
OBS-1. 

Moderate  mental  retardation  with  CBS— 1. 

Schizophrenia,  simple  type— 1. 

Schizophrenia,  schizo-affective  type— 1. 

Reactive  depression— 1. 

Alcoholism— 1. 

Total-34. 

Three  of  the  34  were  discharged  prior  to  the 
end  of  the  study.  A few  newly  admitted  short- 
term patients  also  participated  in  the  program. 
Their  presence  probably  did  not  confound  the 
results  of  the  study  as  their  ranks  were  kept  at 
a relatively  constant  number. 

Procedure 

Behaviors  generally  considered  necessary  for 
satisfactory  placement  and  maintenance  of  the 
patient  outside  the  hospital  were  specified  as 
target  behaviors.  These  included  the  elements 
of  basic  personal  hygiene  (brushing  teeth,  shav- 
ing, bathing,  changing  clothes,  etc. ) and  per- 
formance of  useful  activity.  Various  forms  of 
useful  activity  were  available  to  the  patients  in- 
cluding attending  assignments  in  remedial  ed- 
ucation, special  education,  the  hospital  green- 
house, occupational  therapy  and  recreation. 
Other  specified  useful  activity  consisted  of  ward 
work  such  as  sweeping,  mopping,  dusting,  mak- 
ing beds,  carrying  out  trash,  gathering  laundry 
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and  helping  care  for  severely  and  profoundly 
mentally  retarded  patients.  Baseline  data  on  the 
target  behaviors  was  recorded  prior  to  the  start 
of  the  token  program. 

An  area  on  the  ward  was  designated  as  the 
“ward  store"  and  stocked  with  cigarettes,  candy, 
coffee,  transistor  radios,  clothing  and  toiletry 
items.  The  cost  in  tokens  of  each  item  in  the 
ward  store  was  decided  upon  as  was  the  num- 
ber of  tokens  paid  for  each  target  behavior  per- 
formed. 

The  staff  conducting  the  program  consisted 
of  the  existing  ward  staff.  No  additional  staff 
was  added  to  the  ward  for  purposes  of  carrying 
out  the  program. 

Following  the  base-line  observation  period 
the  actual  token  program  began.  The  first  four 
weeks,  however,  consisted  of  an  acquisition  pe- 
riod during  which  patients  were  acquainted 
with  the  general  framework  of  the  program.  Be- 
cause many  patients  were  rather  severely  re- 
gressed or  retarded,  a step-by-step  program  was 
undertaken  to  educate  the  patients  concerning 
basic  program  considerations: 

Week  One 

After  a brief  explanation  of  the  program,  each 
patient  was  given  one  token  (poker  chips  served 
very  adequately  as  tokens)  and  advised  to  keep 
the  token  so  that  he  could  buy  something  with 
it.  Thirty  seconds  later  the  patient  was  allowed 
to  buy  an  item  from  the  ward  store,  thereby 
reinforcing  the  concept  of  “value”  of  the  token. 
This  procedure  was  repeated  three  times  each 
day  during  the  first  week. 

Week  Two 

As  in  the  first  week,  each  patient  was  given 
one  token.  The  patient,  however,  was  required 
to  hold  the  token  for  90  minutes  before  buying 
an  item,  thus  familiarizing  patients  with  the 
“open”  and  “closed”  hours  of  the  ward  store. 

Week  Three 

In  order  for  patients  to  learn  that  they  would 
be  able  to  possess  more  than  one  token  at  any 
given  time,  two  tokens  were  given  to  each  pa- 
tient. After  two  hours  the  ward  store  opened 
and  patients  purchased  two  items.  Throughout 
the  third  week  this  procedure  was  carried  out 
twice  each  day. 

Week  Four 

Patients  were  first  given  one  token  each. 
After  an  hour  another  token  was  given  to  the 
patient.  Both  tokens  were  spent  in  the  ward 
store  at  the  end  of  two  hours.  The  sequence 
was  carried  out  twice  per  day.  The  procedure 


of  the  fourth  week  was  designed  to  make  pa- 
tients aware  that  tokens  were  available  at  var- 
ious times. 

Fifth  Week 

Beginning  with  the  fifth  week  patients  re- 
ceived tokens  only  on  performance  of  target 
behavior.  Social  reinforcement  in  the  form  of 
praise  accompanied  token  reinforcement.  Pa- 
tients received  tokens  immediately  after  per- 
forming the  desired  behavior  and  the  ward  store 
opened  twice  each  day  for  30-minute  intervals. 
Ward  staff  kept  daily  records  on  the  total  num- 
ber of  tokens  spent  as  an  indirect,  although 
telling,  record  of  the  general  increase  in  the 
level  of  adaptive  behavior  exhibited  by  the 
patients. 

Results 

Over  a six-month  period  the  steady  increase 
in  the  number  of  adaptive  behaviors  being  ex- 
hibited was  evidenced  by  the  increase  in  token 
spending.  During  the  base-line  period  patients 
were  observed  and  behaviors  which  were  later 
made  token  contingent  were  recorded.  It  was 
found  that  during  the  base-line  period  the  group 
of  34  patients  exhibited  enough  target  behavior 
to  have  been  earning  and  spending  tokens  at  a 
rate  of  48.5  per  day. 

When  the  receipt  of  tokens  was  made  con- 
tingent on  performance  of  target  behavior 
(November)  the  patients’  adaptive  behavior 
began  to  increase.  During  that  first  month  pa- 
tients spent  an  average  of  97.6  tokens  per  day. 
The  average  number  of  tokens  spent  per  day 
during  the  succeeding  months  is  presented 
below. 

Average  Daily  Percent  Increase 


Month 

Token  Spending  Over 

Baseline 

September 

48.5  (base-line) 

— 

October 

Acquisition  period 

— 

November 

97.6 

101% 

December 

128.4 

164% 

January 

153.2 

215% 

February 

183.8 

279% 

March 

141.0 

190% 

April 

205.5 

323% 

Subsequent  months  showed  steady 
in  target  behaviors  exhibited  leading 

increases 
to  a 323 

per  cent  increase  in  spending  during  the  sixth 
month  (April).  During  only  one  month 
(March)  did  token  spending  and  adaptive  be- 
havior decrease.  This  was  traceable  directly  to 
the  temporary  suspension  of  program  funding 
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and  resulting  scarcity  of  items  for  the  ward 
store. 

Discussion 

Ward  Staff  was  encouraged  to  participate  in 
planning  of  the  program.  At  the  end  of  six 
months  covered  by  the  study,  a number  of  pro- 
cedural changes  were  enacted  by  the  staff,  to 
the  betterment  of  the  program.  Changes  in- 
cluded allowing  for  a modest  rate  of  inflation 
of  costs  of  ward  store  items,  institution  of  a 
system  of  fines  to  be  exacted  as  penalties  for 
tantrum  and  other  maladaptive  behavior,  and 
the  presentation  of  a wider  variety  of  goods 
and  services  which  patients  were  able  to  buy 
with  tokens. 

An  additional  observed  advantage  of  the 
token  system  was  the  apparent  ease  with  which 
new  patients  became  involved.  Usually  within 
two  to  three  days  after  being  admitted  to  the 
ward  the  newly  hospitalized  patient  was  found 
to  be  earning  tokens  and,  thus,  improving  his 
behavior. 

A major  difficulty  was  reached  during  the 
fifth  month  when,  as  a result  of  insufficient 
funding,  ward  store  supplies  were  no  longer 
available.  It  was  no  surprise  that  token  earn- 
ing and  spending  declined  and  with  them  the 


general  level  of  adaptive  behavior  exhibited  by 
the  patients  also  declined.  After  additional  fund- 
ing became  available,  the  ward  store  was  re- 
stocked, and  the  level  of  adaptive  behavior 
reached  new  heights. 

Summary 

Thirty-four  male  patients  on  a geographic 
ward  at  Huntington  State  Hospital  were  in- 
volved in  a token  economy  program.  The  pa- 
tients' daily  token  spending  rates  served  as  the 
dependent  variable.  An  increase  of  323  per  cent 
in  the  number  of  target  behaviors  exhibited  was 
noted  over  a six-month  period.  Two  primary  ad- 
vantages of  the  token  system  are  its  appli- 
cability to  the  geographic  unit  where  patients 
with  a variety  of  diagnoses  are  found,  and  the 
ease  with  which  the  new  patient  becomes  in- 
volved. 
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AMA  Publication  Honors  Doctor  Bean 

William  Bennett  Bean,  M.D.,  noted  medical  scientist,  philosopher,  teacher,  edi- 
tor and  writer,  was  honored  in  a special  issue  of  Archives  of  Internal  Medicine, 
a scientific  publication  of  the  American  Medical  Association. 

The  November  issue  of  the  Archives  was  a “Festschrift”  to  Doctor  Bean,  who 
is  Director  of  the  Institute  for  the  Humanities  in  Medicine  of  the  University  of 
Texas  Medical  School  at  Galveston.  Festschrift  means  a group  of  articles  published 
as  a memorial  tribute  to  a scholar.  The  issue  contains  a number  of  articles  about 
Doctor  Bean  written  by  his  colleagues.  It  also  republishes  several  articles  by  Doctor 
Bean  himself. 

Doctor  Bean  studied  medicine  at  the  University  of  Virginia  and  taught  there 
for  several  years.  After  advanced  training  in  Baltimore  and  Boston,  he  was  at  the 
University  of  Cincinnati  College  of  Medicine  for  a number  of  years. 

In  1948,  Doctor  Bean  became  Professor  of  Medicine  and  Head  of  the  Depart- 
ment of  Internal  Medicine  at  the  University  of  Iowa  College  of  Medicine  and 
Physician-in-Chief  at  University  Hospital,  Iowa  City.  He  remained  at  Iowa  until 
accepting  the  Galveston  appointment  last  year. 
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FOLLOW  THE  STAR 

A bit  less  than  2,000  years  ago,  a spirit  for  the  quality  of  life  came 
over  the  civilized  world  in  the  person  of  Jesus  Christ.  Other 
religions  of  the  world  have  experienced  a similar  announcement  before 
and  after  the  birth  of  The  Messiah.  The  underlying  themes  for  all  has 
been  the  exposure  and  improvement  in  the  quality  of  life  for  mankind. 

Waves  of  spirituality  and  decadence  have  alternately  washed  over 
the  world  since  that  day.  Anybody  with  enough  years  to  have  graduated 
from  medical  school  has  experienced  some  of  both! 

Among  others  in  Medicine,  Hippocrates,  Maimonides  and  Sir  William 
Osier  have  brought  fresh  breath  and  substance  to  our  profession.  Since 
the  early  20th  century,  a virtual  parade  of  physicians,  surgeons  and 
allied  scientists  have  given  their  professional  lives  to  improving  the 
quality  of  medical  care;  indeed,  the  quality  of  life.  More  than  in  any 
other  profession,  there  is  just  cause  to  be  proud  of  our  heritage. 

Lest  we  lose  our  balance,  however,  as  Men  and  Women  of  Medicine 
we  also  are  citizens  of  the  world.  In  this  high  responsibility,  shared  with 
all  humankind,  we  have  not  achieved  nearly  so  well.  Many  of  the  ills  of 
the  world  inaccurately  have  been  laid  on  Medicine’s  threshold.  Infant 
mortality,  poor  housing,  poverty,  malnutrition,  ignorance  and  ethnic 
differences  are  Social  ills— not  products  of  poor-quality  medical  care. 

As  citizens  of  the  world,  as  brothers,  wouldn’t  it  be  appropriate  in 
this  Christmas  Season,  in  the  Christmas  Spirit,  to  reflect  upon  the  past, 
to  assemble  our  skills  of  the  moment,  and  project  ourelves  in  a solid 
wave  to  again  improve  the  quality  of  life. 

Merry  Christmas  and  Happy  New  Year  to  All! 


William  E.  Gilmore,  M.  D.,  President 
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EDITORIALS 


How  can  you  honor  a man  that  has  through 
his  own  accomplishments  brought  so  much 
honor  to  his  fellow  physicians,  his  medical  or- 
ganizations and  to  his 
CARL  BEMIS  HALL  State?  Those  of  us  who 
have  had  the  privilege 
of  knowing  Carl  Hall  for  many  years  are  aware 
of  his  tremendous  capacity  for  work  and  his 
enduring  dedication  to  furthering  the  causes  of 
organized  medicine  and  the  primary  needs  of 
our  patients. 

Doctor  Hall  was  one  of  the  original  organizers 
of  the  West  Virginia  Chapter  of  the  American 
Academy  of  General  Practice.  He  helped  for- 
mulate their  Constitution  and  By-Laws,  and 
acted  as  their  Secretary  for  many  years.  Carl 
continued  to  serve  in  many  capacities,  and  his 
drive  and  interest  never  faltered. 

After  serving  as  President  of  the  West  Vir- 
ginia Chapter,  Carl  went  on  to  serve  in  the  na- 
tional organization.  As  a member  of  their  Con- 
gress of  Delegates  for  over  10  years,  he  was 
called  on  to  assume  greater  responsibility  as 
chairman  of  various  reference  committees  and 
as  chairman  of  several  important  standing  com- 
mittees. 

Finally  in  1971,  Doctor  Hall  won  election  to 
the  Board  of  Directors  of  the  American  Acad- 
emy of  Family  Physicians.  This  position  became 
a greater  opportunity  for  service,  which  culmi- 
nated in  his  election  to  the  Chairman  of  the 
Board  of  Directors  in  1973. 


All  of  these  events  were  but  a prologue  to 
the  high  honor  that  was  accorded  Doctor  Hall 
when  in  Los  Angeles  on  October  14,  1974,  he 
was  elected  to  the  high  office  of  President  Elect 
of  the  American  Academy  of  Family  Physicians. 


Carl  B.  Hall,  M.  D. 
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Next  year  at  their  annual  meeting  in  Chicago, 
Dr.  Carl  B.  Hall  will  be  installed  as  President. 
The  summit  will  have  been  reached,  but  from 
this  point  of  view  new  horizons  of  service  will 
become  evident  to  this  man  of  vision.  He  de- 
serves all  the  honor,  and  in  his  accomplishments 
he  has  brought  honor  to  all  those  who  have  had 
the  pleasure  of  knowing  him  and  working  along 
side  of  him. 

I am  sure  that  somewhere  along  this  road 
there  were  times  of  discouragement  and  dis- 
appointment, but  in  Doctor  Hall’s  mind  there 
were  goals  to  be  reached  and  programs  to  be 
implemented.  His  high  ideals  and  drive  kept 
him  going  and  his  dedication  did  not  waver. 
As  we  follow  his  progress  in  the  future,  we  can 
anticipate  his  goals  will  never  be  entirely  satis- 
fied, but  he  will  always  be  reaching  out  to  find 
new  ways  and  means  to  expand  the  role  of  the 
Family  Physician  in  the  total  health  care  of  the 
patient  and  his  family. 

We  wish  him  well  and  congratulate  him  on 
his  accomplishments.— Seigle  W.  Parks,  M.  D. 


Many  words  of  commendation  have  been 
written  and  published  in  The  Journal  about  Dr. 
Carl  B.  Hall— especially  in  recent  years  while 
he  has  gone  through  the  chairs  to  reach  the  top 
in  the  official  ranks  of  the  American  Academy 
of  Family  Physicians. 

We  believe,  therefore,  it  would  be  difficult  to 
attempt  to  add  to  the  above  editorial  written  for 
The  Journal  by  one  of  his  closest  personal 
friends  and  colleagues,  Dr.  Seigle  W.  Parks. 

We  simply  will  furnish  the  following  brief 
biographical  information  concerning  this  cordial 
and  wonderful  physician  and  gentleman  so  the 
record  will  be  complete  when  younger  men  and 
women  refer  back  to  bound  issues  of  The 
Journal  for  historical  purposes: 

Doctor  Hall  was  born  in  Williamson  and  was 
graduated  from  West  Virginia  University.  He 
received  his  M.D.  degree  in  1940  from  the  Med- 
ical College  of  Virginia  and  interned  at  Charity 
Hospital  of  Louisiana  in  New  Orleans,  1940-41. 

He  served  as  a Major  in  the  Medical  Corps 
of  the  United  States  Army  during  World  War 
II  and  has  been  in  the  active  practice  of  medi- 
cine in  Charleston  since  1946.  He  immediately 
became  active  in  the  affairs  of  organized  medi- 
cine and  has  participated  in  many  activities  of 
the  Kanawha  Medical  Society  and  the  West 
Virginia  State  Medical  Association.  He  served  as 
President  of  the  county  society  in  1959  and  has 
been  a member  of  many  key  committees  of  the 


State  Medical  Association.  He  served  as  Chair- 
man of  the  Association’s  Program  Committee  in 
1966  and  several  of  his  scientific  papers  have 
been  published  in  The  Journal. 

A charter  member  of  the  West  Virginia  Chap- 
ter of  the  AAFP,  Doctor  Hall  served  as  the  or- 
ganization’s first  Secretary-Treasurer  and  for  a 
number  of  years  has  been  Editor  of  the  Chap- 
ter’s publication,  “Mister  Doc.” 

On  the  national  level  he  first  was  elected  a 
Delegate  to  the  AAFP  in  1960  and  in  subse- 
quent years  was  named  to  serve  as  Chairman 
of  that  organization’s  Insurance  Committee  and 
the  Committee  on  Legislation  and  Public  Pol- 
icy. This  dedicated  involvement  led  to  his 
election  to  a three-year  term  as  a member  of 
the  Board  of  Directors  of  the  AAFP  in  1971 
and  he  was  named  Chairman  of  the  Board  at 
the  conclusion  of  the  Annual  Meeting  in  Octo- 
ber, 1973. 

Fortunately,  Doctor  Hall’s  many  friends 
throughout  the  State  and  country  convinced  him 
to  run  for  President  Elect  of  the  AAFP  during 
the  Annual  Meeting  in  Los  Angeles  in  October 
this  year.  His  victory  against  a highly  qualified 
opponent  speaks  well  for  the  ability  of  Doctor 
Hall  and  we  know  he  will  be  a decided  asset 
as  spokesman  for  the  AAFP  during  the  next  few 
years.  We  feel  sure  Doctor  Hall  realizes  he  can 
always  turn  to  his  many  friends  whenever  he 
needs  assistance  in  helping  to  lead  the  national 
organization  composed  of  more  than  35,000 
family  physicians. 


Abortionist  has  never  been  a term  of  approba- 
tion. It  has  always  carried  with  it  the  image  of  a 
sleazy  person  carrying  out  a bloody,  clandestine 
act  for  purposes  of  sordid  venality.  The  picture 
is  changing.  We  now  have 
THANAT0L0GY?  college  professors  in  Brooks 
Brothers  suits  giving  papers 
at  prestigious  medical  meetings  describing 
methods  and  statistics  from  their  pregnancy 
termination  programs,  which  are  dedicated  to 
the  most  humanitarian  ideals. 

As  a result  of  the  new  image  among  abor- 
tionists, an  impression  is  somehow  developing 
that  the  profession  of  medicine  has  given  its  un- 
qualified approval  to  abortion  as  a medical 
procedure  to  correct  the  unfortunate  conse- 
quences of  indiscreet  passion.  Nothing  could  be 
further  from  the  truth.  Controversy  burns  in- 
tensely within  the  profession  on  this  subject. 

Opponents  of  liberal  abortion  have  not  been 
as  noisy  as  proponents.  The  relative  silence  of 
opponents  has  resulted  partly  from  shame  and 
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an  unwillingness  to  point  up  the  fact  that  they 
are  professionally  identified  with  people  they 
would  as  soon  condemn,  just  as  they  might  not 
want  to  broadcast  it  about  that  their  cousin  has 
just  been  caught  robbing  a bank.  Partly  too, 
they  have  been  intimidated  into  silence  by  the 
academic  credentials  of  the  new  abortionists  and 
their  social-sexual  revolutionary  supporters.  It  is 
only  in  hospital  dressing  rooms  and  cafeterias, 
at  medical  society  meetings  or  quiet  gatherings 
of  doctors  that  the  depth  of  the  controversy  can 
be  appreciated. 

It  is  just  not  easy  for  doctors  who  have  dedi- 
cated their  lives  to  saving  and  preserving  life  to 
become  executioners.  It  can  be  said  without  fear 
of  contradiction  that  there  is  a unanimity  of 
opinion  that  in  an  abortion  life  is  destroyed. 

The  legalisms  cited  by  abortionists  in  defense 
of  charges  of  destroying  life  are  woefully  weak 
and  shamefully  unscientific— as  well  as  medi- 
cally pointless.  The  fact  that  the  Law  does  not 
legally  establish  nor  effectively  protect  the 
rights  of  the  unborn  is  meaningless  from  a 
biological  standpoint.  That  the  government  will 
not  issue  a social  security  number  nor  are  life 
insurance  policies  issued  on  the  unborn  are 
facts  which  would  be  laughable  were  they  not 
so  pathetically  inappropriate  to  the  real  issue  of 
the  presence  or  absence  of  life  in  a fetus. 

Abortion  is  not  a moral  problem  for  doctors. 


Problems  of  sin  can  be  left  to  the  preachers  and 
theologians.  Most  doctors  have  a difficult 
enough  time  dealing  with  problems  of  the 
mortal  body  without  volunteering  to  deal  with 
the  problems  of  a patient’s  immortal  soul.  The 
problem  is  simply  that  if  we  lose  reverence  for 
life,  we  will  be  unworthy  of  and  will  quickly 
lose  the  respect  and  trust  of  our  patients.  This 
is  a serious  problem  for  the  entire  profession. 

The  medical  profession  is  being  asked  to 
endorse,  at  least  tacitly,  the  turning  of  a corner 
the  direction  of  which  is  away  from  the  preser- 
vation of  life.  When  such  an  endorsement  is 
forthcoming,  our  patients  will  have  good  reason 
to  be  apprehensive  about  the  imminence  of 
euthanasia  for  the  chronically  sick,  the  halt  and 
the  lame,  the  weak  and  the  feeble  and  the  un- 
productive. That  solution  to  these  other  social 
problems  is  certainly  on  the  horizon  in  the  di- 
rection of  the  proposed  new  compass  heading. 
Will  we  then  need  a new  specialty— the  spe- 
cialty of  life  termination? 

Proponents  of  liberal  abortion  within  the  pro- 
fession are  not  necessarily  venal.  They  can  be 
honest  and  sincere  in  their  humanitarian  ration- 
alizations. The  profession  of  medicine,  however, 
cannot  allow  them  to  speak  for  it.  We  are  duty 
bound,  at  the  very  least,  to  acknowledge  the 
existing  controversy. 


Sugarplums 


1974 


A Christmas  tree.  A table  set. 

An  oil  rig.  A minaret. 

Noel,  Noel.  Praise  Allah  too. 

Mohammed  grins  Good  Will  to  yon. 

A croivded  shop.  A tiny  gift. 

A desert  waste.  Sand  dunes  adrift. 

Three  Eastern  Kings  enraged  because 
Muezzin  choirs  sing  Glorias. 

A Midnight  Mass.  An  airplane  crash. 
Curved  scimitars.  A tiny  creche. 

Sweet  Babe,  God's  Son,  Thy  will  he  done. 
Forgive  me  my  delirium. 

Stephen  D.  Ward,  M.  D. 
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GENERAL  NEWS 


Clinical  Conference  Announces 


Four  Additional  Speakers 

Plans  are  nearing  completion  for  the  Eighth 
Mid-Winter  Clinical  Conference  to  be  held  in 
Charleston  next  January  24-26  at  the  Daniel 
Boone  Hotel. 

The  program  will  include  15  scientific  speakers, 
beginning  at  2 p.  m.  on  Friday,  January  24,  and 
concluding  at  noon  on  Sunday,  January  26.  In  ad- 
dition to  the  scheduled  speakers,  there  will  be  a 
Cardiopulmonary  Resuscitation  demonstration  Fri- 
day afternoon  and  all  day  on  Saturday.  With  em- 
phasis on  lay  education,  the  demonstration  will  be 
sponsored  by  the  Cardiopulmonary  Resuscitation 
Committee  of  the  American  Heart  Association, 
West  Virginia  Affiliate. 

The  Conference  will  begin  with  opening  remarks 
by  Dr.  Hartwell  G.  Thompson,  Dean  of  the 
Charleston  Division,  West  Virginia  University  Med- 
ical Center. 


Conference  Faculty  Completed 


The  faculty  for  the  Conference  has  been  com- 
pleted with  the  acceptance  of  speaking  invitations 
by  four  physicians — Drs.  Stafford  G.  Warren  and 
William  H.  Carter,  Charleston  cardiologists;  Dr. 
Paul  Travis  of  the  Washington,  D.  C.  area;  and 
Dr.  Raymond  H.  Bunshaw  of  Atlanta. 


H.  G.  Thompson,  M.D. 


Richard  S.  Crampton,  M.D. 


Doctor  Warren  will  be  the  first  speaker  at  the 
Friday  afternoon  session  on  the  topic  of  “The  Use 
and  Abuse  of  Cardiac  Drugs.”  Doctor  Carter  also 
will  speak  at  the  Friday  afternoon  session  on 
“Pre-Hospital  Coronary  Care  in  West  Virginia.” 
Doctor  Travis  will  discuss  “Drugs  and  Alcoholism 


Among  Teenagers”  at  the  public  session  Friday 
evening  and  the  medically-oriented  session  Satur- 
day morning  on  “The  Problems  of  Adolescents.” 
Doctor  Travis  is  Director  of  the  D.  C.  Department 
of  Human  Resources  Rehabilitation  Center  for  Al- 
coholics at  Occoquan,  Virginia. 

Doctor  Bunshaw,  who  is  Southern  Area  Vice 
President  for  Medical  Affairs,  American  Cancer 
Society,  will  speak  at  the  Sunday  morning  ses- 
sion. His  topic  will  be  “Cancer  Rehabilitation  and 
the  American  Cancer  Society.” 

Presiding  Physicians  Announced 

The  Conference  Co-Chairmen,  Drs.  Ralph  H. 
Nestmann  and  Joseph  T.  Skaggs  of  Charleston, 
also  have  announced  the  physicians  who  will  pre- 
side at  the  Conference  sessions.  They  are: 

Drs.  John  W.  Traubert,  Chairman,  Department 
of  Family  Practice,  WVU  School  of  Medicine,  Fri- 
day afternoon;  Harry  S.  Weeks,  Jr.,  Wheeling, 
President  of  the  West  Virginia  Medical  Institute, 
Inc.,  Friday  evening  session  on  “PSRO  Revisited 
One  Year  Later;”  Herbert  H.  Pomerance,  Director 
of  Pediatrics,  Charleston  Area  Medical  Center;  and 
Professor  of  Pediatrics,  Charleston  Division,  WVU, 
Friday  evening  public  session  on  “The  Problems  of 
Adolescents;” 

W.  Gene  Klingberg,  Professor  and  Chairman, 
Department  of  Pediatrics,  WVU,  medically-oriented 
session  on  “The  Problems  of  Adolescents”  Satur- 
day morning;  Hartwell  G.  Thompson,  Saturday 
afternoon;  and  Robert  C.  Parlett,  Vice  President 
of  Health  Sciences  and  Dean  of  the  medical  school 
at  Marshall  University,  Sunday  morning. 

Attendance  at  the  Conference  will  be  acceptable 
for  12  hours  of  Category  1 credit  toward  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical 
Association;  the  Conference  also  has  been  ap- 
proved for  12  hours  of  Prescribed  Credit  by  the 
American  Academy  of  Family  Physicians. 

Other  Conference  Topics 

Speakers  and  their  topics  previously  announced 
are: 

“Cardiac  Emergencies  in  Children” — Nancy 
Wanderman,  M.  D.,  Assistant  Professor  of  Pedi- 
atrics, Pediatric  Cardiology,  Charleston  Division, 
WVU;  and  “Mobile  Coronary  Care  Unit” — Richard 
S.  Crampton,  M.  D.,  Associate  Professor  of  Medi- 
cine and  Director,  Coronary  Care  System,  Univers- 
ity of  Virginia  (Friday  afternoon); 

“PSRO  Revisited  One  Year  Later” — James  C. 
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Respess,  M.  D.,  Department  of  Internal  Medicine, 
University  of  Virginia  School  of  Medicine;  and 
William  C.  Felch,  M.  D.,  Rye,  New  York  (Friday 
evening) ; 

“Human  Sexuality  and  Youth,  A Timely  Chal- 
lenge”— U.  G.  Turner,  III,  M.  D.,  Assistant  Profes- 
sor, Department  of  Obstetrics  and  Gynecology, 
University  of  Virginia  School  of  Medicine;  and 
“Teenage  Suicides” — Ralph  S.  Smith,  Jr.,  M.  D. 
Charleston  psychiatrist  (Friday  evening  concurrent 
public  session); 


Stanley  E.  Preiser 


“The  Diagnosis  and  Medical  Management  of 
Cerebral  Vascular  Disease” — Arthur  L.  Poffenbar- 
ger,  M.  D.,  Charleston  neurologist;  “The  Surgical 
Management  of  Cerebral  Vascular  Disease” — G. 
Robert  Nugent,  M.  D.,  Professor  and  Chairman, 
Division  of  Neurosurgery,  WVU;  and  “Vascular 
Changes  in  Diabetes  M e 1 1 i t u s” — Harvey  C. 
Knowles,  Jr.,  M.  D.,  Professor  of  Medicine,  Uni- 
versity of  Cincinnati  College  of  Medicine; 

“Pulmonary  Disease  in  Adolescents” — C.  E. 
Buckley,  III,  M.  D.,  Associate  Professor  of  Medi- 

Kanawha  Medical  Society 
Offers  Social  Event 

Physicians,  wives  and  others  attending 
the  Mid- Winter  Clinical  Conference  are 
invited  to  the  annual  dinner  dance  of  the 
Kanawha  Medical  Society  which  will  be 
held  Saturday,  January  25,  in  the  Daniel 
Boone  Hotel  ballroom  beginning  at  7 P.  M. 

The  affair  will  include  cocktails,  dinner 
and  dancing.  Dress  will  be  formal. 

The  cost  will  be  $12.50  per  person.  Ad- 
vance registration  is  requested.  Registra- 
tions and  advance  payment,  if  desired, 
should  be  sent  to  the  Kanawha  Medical 
Society,  405  Atlas  Building,  Charleston 
25301.  Payment  also  may  be  made  at  the 
door.  Checks  should  be  made  payable  to 
the  Kanawha  Medical  Society. 

All  registrations  should  be  in  by  Jan- 
uary 21. 


cine,  Assistant  Professor  of  Immunology,  Depart- 
ments of  Medicine  and  Microbiology-Immunology, 
Duke  University  Medical  Center;  and  “How  To 
Avoid  Malpractice  Suits” — Stanley  E.  Preiser, 
Charleston  attorney. 

Other  Groups  Meeting  During  Conference 

Meeting  Friday  evening  at  7:30  at  the  Charles- 
ton National  Plaza  auditorium  will  be  the  Ameri- 
can Diabetes  Association,  West  Virginia  Affiliate, 
at  which  Dr.  Harvey  C.  Knowles,  Jr.  will  be  the 
speaker.  Other  groups  meeting  at  the  headquarters 
hotel  in  conjunction  with  the  Conference  will  be 
the  Section  on  Orthopedic  Surgery  of  the  State 
Medical  Association,  the  Board  of  Directors  of  the 
American  Diabetes  Association,  West  Virginia  Af- 
filiate; and  the  West  Virginia  Thoracic  Society 
(Annual  Meeting),  all  at  noon  on  Saturday.  There 
will  be  a breakfast  meeting  of  the  West  Virginia 
Chapter,  American  Society  of  Internal  Medicine, 
on  Sunday  morning. 

A fee  of  $15  for  the  entire  Conference  will  be 
charged  all  registrants  except  nurses,  medical  stu- 
dents, interns  and  residents. 

The  annual  Mid- Winter  Clinical  Conference  is 
sponsored  by  the  State  Medical  Association  in  con- 
junction with  some  of  its  component  medical 
groups,  and  volunteer  health  organizations. 

The  complete  program  and  final  details  will  be 
provided  in  the  January  issue  of  The  Journal. 


January  1 Deadline  For  Heart 
Post-Doctoral  Fellowship 

January  1,  1975,  is  the  deadline  for  applying  for 
a Post-Doctoral  Research  Fellowship  in  cardio- 
vascular diseases  and  related  basic  sciences  spon- 
sored by  the  American  Heart  Association,  West 
Virginia  Affiliate. 

The  Heart  Association  also  announced  it  is  ac- 
cepting applications  for  grants-in-aid  for  research 
in  the  field  of  cardiovascular  disease.  The  deadline 
for  these  applications  is  March  1,  1975. 

The  recipient  of  the  Post-Doctoral  Research  Fel- 
lowship is  required  to  devote  100  per  cent  of  his 
time  to  his  research.  He  must  be  under  the  direct 
sponsorship  of  a mature  investigator  in  the  car- 
diovascular field  or  in  basic  sciences  related  to  it. 

Candidates  must  hold  an  M.  D.,  Ph.D.,  or  equiva- 
lent domestic  or  foreign  degree.  The  stipend  will 
range  from  $8,000  to  $12,000,  depending  upon  qual- 
ifications and  experience.  Matching  funds  may  be 
competitively  applied  for  from  the  AHA  to  bring 
the  total  stipend  to  a maximum  of  $16,000.  The 
duration  of  the  award  will  be  for  one  year,  be- 
ginning as  early  as  January  15,  1975. 

The  heart  research  grants-in-aid  are  not  re- 
stricted to  any  particular  discipline,  although  the 
investigator  must  be  an  M.  D.,  Ph.D.  or  equivalent 
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qualified  and  have  available  facilities  necessary 
to  pursue  the  investigation. 

Individual  requests  for  grants  should  not  exceed 
$4,000.  Awards  will  be  based  on  merit,  need  and 
available  funds. 

The  candidate  must  submit  an  official  applica- 
tion for  either  award.  Additional  information  and 
application  blanks  for  both  awards  may  be  ob- 
tained by  writing  either:  Charles  Sikorski,  Execu- 
tive Director,  American  Heart  Association,  West' 
Virginia  Affiliate,  211  Thirty-Fifth  Street,  S.  E., 
Charleston  25304;  or  Allen  F.  Bowyer,  M.  D., 
Chairman,  AHA-WVHA  Research  Committee, 
WVU  Medical  Center,  Morgantown  26506. 


Ophthalmology  Association  Elects 
Drs.  Ryan  and  Esposito 

Dr.  Ralph  W.  Ryan  of  Morgantown  was  installed 
as  President  of  the  American  Association  of  Oph- 
thalmology at  the  conclusion  of  that  organization’s 
annual  meeting  which  was  held  in  Dallas,  Texas, 
October  5-10. 

Another  West  Virginia  physician,  Dr.  Albert  C. 

Esposito  of  Huntington, 
was  named  President 
Elect  and  will  succeed 
Doctor  Ryan  at  the  next 
annual  meeting. 

Doctor  Ryan,  who  has 
practiced  his  specialty 
of  ophthalmology  in 
Morgantown  since  1955, 
succeeded  Dr.  Charles 
E.  Jaeckle  of  Defiance, 
Ohio. 

Doctor  Ryan  was 
graduated  from  West 
Virginia  University  and 
received  his  M.D.  de- 
gree from  the  University  of  Michigan  School  of 
Medicine.  He  also  received  an  M.S.  degree  in 
ophthalmology  from  the  same  institution  in  1953. 
He  interned  at  St.  Joseph’s  Mercy  Hospital  and 
served  a residency  at  the  Wayne  County  General 
Hospital.  Prior  to  locating  his  practice  in  Morgan- 
town, he  was  involved  in  research  with  the  United 
States  Public  Health  Service  at  the  Clinical  Center 
of  the  National  Institutes  of  Health. 

Doctor  Esposito,  who  has  practiced  in  Hunting- 
ton  since  1946,  is  a Past  President  of  the  West  Vir- 
ginia State  Medical  Association  and  the  Southern 
Medical  Association.  A more  complete  biographical 
sketch  on  Doctor  Esposito  may  be  found  elsewhere 
in  this  issue  of  The  Journal  in  an  article  concern- 
ing his  selection  as  recipient  of  the  1974  “Stritch 
Medal”  award  at  a ceremony  which  was  to  be 
held  in  Chicago  on  November  19. 


Dr.  Esposito  Receives  High  Honor 
From  Loyola  University 

Dr.  Albert  C.  Esposito  of  Huntington  was  se- 
lected by  the  Board  of  Trustees  of  Loyola  Univers- 
ity in  Chicago  as  the  recipient  of  the  1974  “Stritch 
Medal”  award  which  is  named  after  the  late  Car- 
dinal Stritch  of  Chicago. 

Doctor  Esposito  was  scheduled  to  receive  the 
Medal  at  the  annual  award  dinner  at  the  Conrad 
Hilton  Hotel  in  Chicago  on  November  19. 


Albert  C.  Esposito,  M.  D. 


The  award  is  given  each  year  to  an  outstanding 
American  who  has  distinguished  himself  in  a spe- 
cial field  of  endeavor.  In  the  field  of  ophthalmol- 
ogy, the  Board  of  Trustees  announced  that  the 
only  other  award  of  the  Stritch  Medal  was  made 
five  years  ago  to  Dr.  Frank  W.  Newell,  Professor 
of  Ophthalmology  at  the  University  of  Chicago 
and  President  Elect  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology.  Doctor  Espo- 
sito and  Doctor  Newell  were  classmates  while  stu- 
dents in  medical  school. 

In  a letter  to  Doctor  Esposito  announcing  the 
award,  the  Chancellor  of  Loyola  University,  Father 
James  F.  Maguire,  S.  J.,  noted  that  the  committee 
had  chosen  Doctor  Esposito  because  of  “your  years 
of  dedicated  service  to  your  profession,  your  spe- 
cialty and  your  community,  and  acceptance  of  this 
honor  will  allow  us  to  acknowledge  your  efforts 
in  behalf  of  the  profession  of  medicine.” 

A native  of  Pittsburgh,  Pennsylvania,  Doctor 


Ralph  W.  Ryan,  M.  D. 
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Esposito  was  graduated  from  the  University  of 
Pittsburgh  and  received  his  M.D.  degree  cum  laude 
in  1938  from  the  Stritch  School  of  Medicine  of 
Loyola  University.  He  served  his  internship  at  the 
University  of  Pittsburgh  Teaching  Hospital  and  St. 
Francis  Hospital,  1938-39,  and  a residency  in  oph- 
thalmology at  the  Ohio  State  University  College 
of  Medicine,  1940-41.  He  was  an  Instructor  in  the 
Department  of  Ophthalmology  at  the  Ohio  State 
University  College  of  Medicine,  1944-47. 

He  was  certified  by  the  American  Board  of  Oph- 
thalmology in  1950  and  that  same  year  he  was 
elected  a Fellow  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology. 

During  World  War  II,  Doctor  Esposito  served 
in  the  Medical  Corps  of  the  United  States  Army 
and  was  released  with  the  rank  of  Major. 

Doctor  Esposito  immediately  became  active  in 
organized  medicine  when  he  located  his  practice 
in  Huntington  and  served  terms  as  President  of 
the  Cabell  County  Medical  Society,  West  Virginia 
Academy  of  Ophthalmology  and  Otolaryngology, 
and  the  West  Virginia  State  Medical  Association. 
He  also  served  as  President  of  the  Southern  Medi- 
cal Association,  1970-71. 

Recently,  Doctor  Esposito  has  been  one  of  the 
prime  movers  in  the  effort  to  establish  a medical 
school  at  Marshall  University. 

His  most  recent  achievement  was  his  successful 
candidacy  for  a seat  in  the  West  Virginia  House 
of  Delegates  from  Cabell  County. 


Institute  Renames  Officers,  Sets 
Sights  on  Challenges  Ahead 

The  West  Virginia  Medical  Institute’s  Board  of 
Trustees  has  reelected  its  President,  Harry  S. 
Weeks,  Jr.,  M.D.,  of  Wheeling,  and  its  other  officers 
to  serve  until  early  1976;  and  has  set  its  sights  on 
growing  educational  and  other  challenges  ahead. 

The  non-profit,  non-stock  Institute,  with  mem- 
bership open  on  a voluntary,  dues-free  basis  to  all 
doctors  of  medicine  and  osteopathy  licensed  and 
practicing  in  the  state,  had  847  members  as  of 
November  1.  That  figure  represented  47  per  cent 
of  the  physicians  holding  permanent,  unrestricted 
licenses  in  West  Virginia. 

At  an  October  27  annual  membership  meeting, 
discussion  centered  about  a number  of  key  topics — 
including  how  professional  standards  review  might 
be  implemented  in  the  state;  general  educational 
objectives,  and  a new  medical  consultant  agree- 
ment under  which  the  Institute  provides  profes- 
sional review  and  other  services  to  Southern  West 
Virginia  Blue  Plans. 

Completed  prior  to  the  October  meeting,  under 
Board  of  Trustees  direction,  was  a 113-page  draft 
of  a professional  standards  review  plan  for  West 
Virginia — a draft  which,  at  this  writing,  was  un- 


dergoing detailed  review  by  the  U.  S.  Department 
of  Health,  Education  and  Welfare. 

Still  uncertain — in  the  light  of  complex  funding 
and  guideline-development  problems  faced  by 
HEW — was  when,  and  in  what  particular  form, 
further  implementation  of  professional  review 
might  be  brought  about. 

The  Institute  decided,  however,  to  provide  a 
summary  of  key  components  of  its  plan  draft  to 
all  its  physician  members  with  its  October  infor- 
mation bulletin;  and  that  summary  also  is  offered 
with  this  article  in  an  effort  to  obtain  even  broader 
understanding  of  it. 

As  of  early  November,  Institute  officers  empha- 
sized, the  plan  was  in  draft  form,  with  some  re- 
visions certain  before  final  approval  of  it  by  HEW, 
perhaps  by  the  end  of  1974.  The  Institute  leader- 
ship stressed  it  would  appreciate  any  reaction, 
comments,  etc.,  with  regard  to  the  draft. 

Other  officers  reelected  by  the  Institute  Trustees 
were  Oscar  J.  Bailes,  D.O.,  Princeton,  Vice  Presi- 
dent; J.  L.  Mangus,  M.D.,  Charleston,  Secretary, 
and  Robert  R.  Weiler,  M.D.,  Wheeling,  Treasurer. 

The  Board  of  Trustees  session  followed  imme- 
diately the  October  27  membership  meeting  at 
which  Worthy  W.  McKinney,  M.D.,  and  Richard 
G.  Starr,  M.D.,  both  of  Beckley;  David  Z.  Morgan, 
M.D.,  of  Morgantown,  and  Joseph  T.  Skaggs,  M.D., 
Charleston,  were  elected  to  three-year  terms  as 
Trustees. 

Holdover  Trustees  include  Doctors  Weeks,  Bailes, 
Mangus  and  Weiler;  George  R.  Callender,  Jr.,  M.D., 
Charleston;  Winfield  C.  John,  M.D.,  Huntington; 
William  E.  Gilmore,  M.  D.,  Parkersburg,  and  Philip 
M.  Sprinkle,  M.D.,  Morgantown. 

In  other  action  at  its  meeting,  the  Institute  mem- 
bership: 

— Voted  to  hold  its  next  meeting  in  conjunction 
with  the  January,  1976,  Mid-Winter  Clinical  Con- 
ference, probably  to  be  held  in  Charleston. 

— Heard  the  Institute  staff  report  completion  of 
a medical  care  evaluation  study  process — a major 
component  of  pending  professional  standards  re- 
view activity — and  hopes  to  have  a pilot  study 
underway  in  November  in  cooperation  with  a 52- 
bed  hospital. 

—Reviewed  other  staff  plans  to  make  initial 
contacts  with  hospitals  in  November  toward  of- 
fering funds  available  to  the  Institute  to  help  those 
hospitals  now  without  such  systems  to  obtain — if 
they  desire — clinical  information  or  medical  rec- 
ords systems  (PAS-MAP  or  HUP). 

In  a preface  to  its  summary  of  the  draft  of  the 
proposed  professional  standards  review  organiza- 
tion (PSRO)  plan  for  West  Virginia,  the  Institute 
emphasized  several  points. 

— The  draft  is  designed  to  permit  maximum 
flexibility  in  implementing  any  review  structure 
in  close  harmony  with  patterns  of  medical  prac- 
tice as  they  exist  in  different  parts  of  the  state. 
It  also  recognizes  current  activity  toward  medical 
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audit  and  related  systems  at  many  hospitals,  with 
provisions  for  delegation  of  review  authority  to 
hospital  medical  staffs  when  they  demonstrate 
capability  to  handle  such  responsibilities. 

— Major  emphasis  has  been  placed  on  interrela- 
tionships between  professional  review  activity  and 
continuing  medical  education. 

— While  initial  PSRO  activity  will  center  about 
hospitalized  Medicare,  Medicaid  and  Maternal  and 
Child  Health  Program  cases,  the  plan  will  permit 
development  of  a uniform,  all-patient  review  sys- 
tem as  recommended  by  the  West  Virginia  State 
Medical  Association. 

Here  is  the  summary  of  the  draft  of  the  proposed 
State  PSRO  Plan: 

PROPOSED  PSRO  PLAN  FOR  WEST  VIRGINIA; 

Summary  of  a Draft  Document 
The  Overall  Picture 

Until  January  1,  1976,  (under  terms  of  present 
statute)  the  Secretary  of  the  U.  S.  Department  of 
Health,  Education  and  Welfare  can  enter  into  con- 
tracts ONLY  with  organizations  of  physicians  to 
implement  the  Professional  Standards  Review  Or- 
ganization (PSRO)  law.  West  Virginia  has  been 
designated  by  the  Secretary  as  a single  PSRO  area; 
and  the  West  Virginia  Medical  Institute,  Inc.,  as 
a free-standing  non-profit,  non-stock  corporation 
of  physicians,  has  entered  into  a planning  contract 
with  HEW  to  develop  a mechanism  for  implement- 
ing PSRO  in  West  Virginia. 

Under  this  contract,  the  Institute  was  obligated 
to  submit  a draft  of  its  proposed  operational  plan 
by  October  24.  The  contract  calls  for  completion 
of  work  on  a final  version  of  the  plan  by  Decem- 
ber 24.  The  draft  reflects  work  by  the  Institute 
staff  under  direction  and  guidance  of  the  Board 
of  Trustees,  with  input  from  individual  physicians 
on  the  Board  and  a three-member  Board  subcom- 
mittee on  some  specific  organizational  components 
—and  that  draft  now  is  in  the  hands  of  the  HEW 
staff. 

The  Organizational  Components 

Initial  implementation  of  PSRO  in  West  Virginia 
— to  be  done  as  the  Institute  members  and  leader- 
ship direct — -will  embrace  inpatient  care  provided 
Medicare,  Medicaid  and  Maternal  and  Child  Health 
Program  cases  in  short-stay  hospitals.  This  is  the 
care  paid  for  from  federal  funds — and  the  overall 
objective  of  PSRO  is  to  assure  that  such  care  falls 
within  professionally  established  (by  doctors)  crit- 
eria with  respect  to  the  quality,  necessity  and  ap- 
propriateness of  the  care.  The  initial  PSRO  plan 
framework  must  contain  three  basic  components — 
mechanisms  for  admission  certification;  continued 
stay  review,  and  generally  continuous  medical  care 
evaluation  studies. 

Although  all  of  West  Virginia  is  included  in  a 
single  PSRO  area,  the  PSRO  statute  requires  local- 
level  professional  review  to  the  greatest  possible 
degree,  with  revision  or  adoption  of  criteria  and 
standards,  including  length-of-stay  parameters,  to 
meet  varying  local  patterns  of  practice. 

The  draft  of  the  West  Virginia  PSRO  Plan  ac- 
cordingly proposes  the  division  of  the  state  into 
nine  districts  for  professional  review,  while  at  the 
same  time  emphasizing  that  such  a district  struc- 
ture must,  itself,  be  the  subject  of  continuous  re- 
view and  probable  reshaping  as  medical  service 
areas,  for  example,  might  undergo  change  because 
of  new  highway  construction  and  other  factors. 
The  initial,  and  tentative,  districts  have  been  pro- 
posed on  the  basis  of  numbers  of  physicians;  num- 


bers of  hospitals  and  hospital  beds,  and  certain 
patient-flow  patterns  developed  by  a recent  West 
Virginia  Regional  Medical  Program  study. 

The  tentative  lineup  looks  like  this:  District  1, 
Brooke,  Hancock,  Ohio,  Marshall,  Wetzel  and  Ty- 
ler Counties;  District  2,  Wood,  Pleasants,  Ritchie, 
Wirt,  Calhoun,  Gilmer  and  Roane;  District  3,  Mo- 
nongalia, Preston,  Marion,  Harrison,  Taylor,  Dod- 
dridge and  Lewis;  District  4,  Upshur,  Randolph, 
Pocahontas,  Barbour  and  Tucker;  District  5,  Mor- 
gan, Berkeley,  Jefferson,  Hampshire,  Mineral, 
Hardy,  Grant  and  Pendleton;  District  6,  Jackson, 
Clay,  Putnam,  Kanawha,  Boone  and  Braxton;  Dis- 
trict 7,  Mason,  Cabell,  Wayne,  Lincoln,  Logan  and 
Mingo;  District  8,  Webster,  Nicholas,  Fayette, 
Greenbrier,  Raleigh  and  Summers;  and  District  9, 
Mercer,  McDowell,  Monroe  and  Wyoming. 

The  Operational  Format — at  the  State  Level 

The  state  PSRO  plan  draft  establishes  the  Medi- 
cal Institute  Board  of  Trustees,  as  the  elected  rep- 
resentatives of  the  Institute  membership,  as  the 
overall  policy-making  board;  with  PSRO  policy 
to  be  carried  out  through  a State  PSRO  Coordi- 
nator and  his  staff  reporting  to  the  Board  through 
the  Institute  Executive  Director.  The  state  struc- 
ture also  will  include  a number  of  committees 
(criteria  and  standards,  utilization  and  evaluation, 
and — among  the  potentially  more  important — a 
multi-specialty  advisory  committee  to  handle  re- 
views and/or  any  appeals  necessary  at  the  state 
level  in  view  of  small  numbers  or  uneven  distri- 
bution of  specialists  at  the  local  and/or  district 
level).  The  PSRO  mechanism,  to  also  include  ad- 
visory groups  as  required  by  law,  is  envisioned 
as  one  of  the  two  major  Institute  components — 
with  the  other  Continuing  Medical  Education.  The 
overall  Institute  structure  will  be  further  planned 
for  maximum  integration  of  PSRO  and  education 
activities,  largely  through  a Medical  Director  serv- 
ing in  a staff  capacity  for  both  components. 

District  Level  Operations 

The  plan  draft  provides,  in  the  nine  districts,  for 
review  committees  of  physicians  (which  will  vary 
in  size)  representing  the  specialists  and  patterns 
of  practice  in  the  individual  districts.  Committee 
members  will  be  appointed  by  the  Board  of  Trus- 
tees after  consultation  with  medical  staffs  at  hos- 
pitals and/or  institutions  in  the  districts;  local 
medical  societies;  local  or  other  specialty  groups, 
and  with  other  physicians  the  Board  deems  advis- 
able and  appropriate.  District  Review  Committee 
responsibilities  will  include  service  as  appeal 
bodies;  assistance  in  the  developing,  or  adapting, 
of  criteria  and  standards  to  meet  patterns  of  prac- 
tice in  their  areas;  assessment  of  educational  needs 
and  resources;  help  toward  assuring  effective,  and 
rotating,  panels  of  physicians  for  professional  re- 
view and  related  activity;  and  several  other  duties. 
The  plan  calls  for  PSRO  Field  Coordinators  to 
work  from  the  State  PSRO  Office,  with  and 
through  the  District  Committees,  in  an  overall  link 
with  professional  review  activities  at  the  local  hos- 
pital and  medical  staff  level. 

The  Hospital-Medical  Staff  Level  of  Operations 

It  is  recognized  that  (1)  some  hospitals  and  their 
medical  staffs  will  seek  from  the  PSRO  full  dele- 
gation of  authority  for  all  phases  of  basic  activity 
covered  by  the  state  plan  (admission  certification, 
continued  stay  review  and  the  conduct  of  medical 
care  evaluation  studies);  (2)  some  may  seek  and 
obtain  a partial  delegation  of  authority;  and  (3) 
in  other  instances,  all  phases  of  review  activity 
will  be  carried  out  by  the  PSRO.  This  is  in  line 
with,  among  other  things,  provisions  in  the  current 
federal  statute  stipulating  that  where  hospital  re- 
view committees  can  meet  professional  review  re- 
quirements and  standards,  they  shall  be  permitted 
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to  carry  out  those  responsibilities  with  the  PSRO 
serving  in  a monitoring,  surveillance  and  data- 
collecting  role. 

This  means  that — under  provisions  of  the  draft 
plan — the  PSRO  will  join  with  each  hospital  med- 
ical staff  and  other  appropriate  personnel  for  a 
detailed  measuring  of  the  effectiveness,  and  cap- 
ability, of  current  in-house  review  activities — and 
then  will  enter  into  a memorandum  of  agreement 
with  each  such  institution  defining  specific  review 
processes,  including  the  delegation  to  the  hospital 
staff  of  any  part  of  the  review  responsibility. 

The  plan  thus  also  provides  that  such  mechan- 
isms as  those  for  employment  and  reimbursement 
of  such  key  local-level  personnel  as  Program  Co- 
ordinators and  Physician  Advisors  will  be  matters 
for  negotiation  in  completion  of  the  various  mem- 
oranda of  agreement.  The  draft  further  provides 
that  where  there  is  NO  delegation  of  any  review 
responsibility  at  a hospital,  the  Program  Coordi- 
nator and  Physician  Advisor  will  be  chosen  by  the 
PSRO,  with  the  latter  to  be  appointed  by  the  Dis- 
trict Review  Committee  with  the  concurrence  of 
the  state  PSRO  structure  and  the  Institute  Board 
of  Trustees. 

Functions  of  the  Program  Coordinator  at  the 
hospital  level  will  include  initial  admission  certifi- 
cation and  continued  stay  review  determinations 
in  line  with  PSRO  policy,  including  criteria  and 
length-of-stay  parameters;  the  monitoring  of  pa- 
tients and  patients’  records  during  hospital  stay; 
and  assistance  to  the  Physician  Advisor  and/or 
other  hospital  and  community  personnel  in  dis- 
charge planning. 

The  Physician  Advisor  will  review  questions 
about  admission  certification,  continued  stay  re- 
view, compliance  with  criteria  and/or  other  ap- 
propriate matters  brought  to  him  by  the  Program 
Coordinator;  confer  with  the  attending  physician 
regarding  professional  review  questions;  and  grant 
or  deny  admission  certification  and/or  extensions 
of  stay  as  he  feels  documentation  justifies. 

Where  whole  or  partial  professional  review  au- 
thority is  delegated  by  the  PSRO  to  a hospital, 
and/or  when  the  memorandum  of  agreement  with 
the  PSRO  so  stipulates,  the  Utilization  Review 
Committee  will  serve  as  the  initial  level  of  review 
in  disagreements  between  the  Physician  Advisor 
and  attending  physicians.  Under  other  circum- 
stances, the  District  Review  Committees  of  physi- 
cians will  serve  as  the  first  level  of  review. 

Miscellaneous  Items 

Criteria  and  Standards — The  plan  calls  for  the 
Institute-PSRO  structure  to  (1)  adopt  criteria  in 
more  than  270  diagnoses  developed,  field-tested 
and  revised  by  the  Medical  Advances  Institute 
(MAI)  in  Ohio;  (2)  submit  these  first  to  a general 
Institute  Criteria  and  Standards  Committee  for 
adaptation  to  West  Virginia  patterns  of  practice; 
and  (3)  then  subject  the  criteria  to  further  approp- 
riate adaptation  in  line  with  district  and/or  local 
practice  patterns  as  the  professional  review  sys- 
tem is  progressively  developed  in  the  state. 

Training  and  Indoctrination — to  be  developed 
with  the  PSRO  structure — and,  in  fact,  already  in 
preparation — will  be  training  and  manual  material 
for  instruction  and  Program  Coordinators,  Physi- 
cian Advisors  and  others  involved  in  the  review 
process. 

Involvement  of  Non-Physician  Health  Care  Pro- 
viders— While  specific  HEW  guidelines  still  are  in 
preparation,  the  draft  makes  provisions  for  involv- 
ing non-physician  health  care  providers  (podia- 
trists, doctors  of  dental  surgery,  nurses,  therapists, 
etc.)  in  the  professional  review  program  as  they 
might  have  working  relationships  with  it. 


Drs.  Esposito  and  Wells  Elected 
To  Serve  in  Legislature 

Drs.  Albert  C.  Esposito  of  Huntington  and  Hawey 
A.  Wells,  Jr.,  of  Princeton,  were  successful  in  their 
initial  bids  for  election  to  the  West  Virginia  House 
of  Delegates  in  the  November  5 general  election. 

Doctor  Esposito’s  bid  for  a seat  in  the  House 
of  Delegates  was  his  first  attempt  to  be  elected  to 
public  office.  As  the  final  results  were  tallied  he 
emerged  as  one  of  only  two  new  Republican  mem- 
bers of  the  Legislature  who  will  be  sworn  into 
office  when  that  body  is  convened  in  Charleston 
next  month. 

Doctor  Esposito  will  serve  as  one  of  six  mem- 
bers of  the  Cabell  County  delegation  which  makes 
up  the  Eleventh  District. 

Doctor  Esposito  has  practiced  his  specialty  of 
ophthalmology  in  Huntington  since  1946  and  has 
been  active  in  civic  and  public  affairs  for  many 
years.  In  organized  medicine,  he  is  a Past  Presi- 
dent of  the  Cabell  County  Medical  Society,  the 
West  Virginia  State  Medical  Association  and  the 
Southern  Medical  Association.  He  has  served  as 
a member  and  chairman  of  several  key  committees 
of  the  State  Medical  Association  and  was  just  re- 
cently named  President  Elect  of  the  American 
Academy  of  Ophthalmology.  In  recent  years,  Doc- 
tor Esposito  has  been  among  the  leaders  of  a 
movement  toward  the  establishment  of  a medical 
school  at  Marshall  University. 

Doctor  Wells,  who  practices  his  specialty  of 
pathology  in  Princeton,  attended  the  two-year 
West  Virginia  University  School  of  Medicine  and 
received  his  M.D.  degree  in  1960  from  the  Med- 
ical College  of  Virginia.  He  interned  and  served 
a residency  at  the  Medical  College  of  Virginia 
and  served  as  a Senior  Assistant  Surgeon  in  the 
field  of  pathology  with  the  United  States  Public 
Health  Service.  Prior  to  establishing  his  practice 
in  Princeton,  he  served  as  a pathologist  at  the 
Uniontown  Hospital  in  Pennsylvania  and  also  as 
Assistant  Professor  of  Pathology  at  the  West  Vir- 
ginia University  School  of  Medicine. 

Doctor  Wells  has  practiced  in  Princeton  since 
1971  and  currently  is  serving  as  President  of  the 
Mercer  County  Medical  Society.  In  his  only  other 
bid  for  public  office  he  was  defeated  for  a seat  in 
the  United  States  House  of  Representatives  several 
years  ago. 

His  wife,  Margaret,  a graduate  of  the  WVU 
School  of  Medicine,  is  a family  physician  and  also 
practices  in  Princeton. 

The  wives  of  two  physicians  were  unsuccessful 
in  the  November  election.  Mrs.  J.  A.  B.  Holt  of 
Charleston  was  defeated  in  an  attempt  to  seek  re- 
election  as  a member  of  the  House  of  Delegates 
while  Mrs.  William  D.  Crigger  of  South  Charles- 
ton failed  in  her  initial  bid  for  a seat  in  the 
House. 
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Doctor  Bobbitt  Elected  Member 
Of  Foundation  Board 

Dr.  John  M.  Bobbitt  of  Huntington  has  been 
elected  a member  of  the  Board  of  Trustees  of  the 
Huntington  Clinical  Foundation,  Inc.,  succeeding 
his  late  father,  Dr.  Ray  M.  Bobbitt,  one  of  the  first 
medical  members  of  the  Board.  Other  physicians 
and  dentists  serving  on  the  Board  are  Walter  R. 
Wilkinson,  M.D.,  Winfield  C.  John,  M.D.,  and  J. 
Bernard  Poindexter,  Jr.,  D.D.S.,  who  is  currently 
serving  as  President  of  the  Foundation. 

The  Foundation  was  founded  in  1948  to  receive 
one-third  of  the  residuary  estate  of  the  late  Rufus 
Switzer,  a former  Mayor  of  Huntington,  to  expend 
its  funds  for  the  “treatment,  study  or  research 
of  human  disease.”  The  other  two-thirds  of  the 
residuary  of  the  estate  goes  to  the  Huntington  Gal- 
leries, Inc. 

The  late  Drs.  Walter  E.  Vest  and  Robert  J. 
Wilkinson,  who  like  Doctor  Bobbitt,  were  Past 
Presidents  of  the  West  Virginia  State  Medical  As- 
sociation, were  among  the  original  nominees  to  the 
Board.  Doctor  Bobbitt  at  one  time  served  as  Presi- 
dent of  the  Foundation  while  Doctor  Wilkinson 
was  Treasurer. 

Original  incorporators  were:  H.  K.  Eutsler,  Hun- 
tington lumber  executive;  Robert  J.  Wilkinson,  Jr., 
at  the  time  a clinic  administrator  and  now  a resi- 
dent and  educator  of  Roanoke,  Virginia;  the  late 
Douglas  C.  Tomkies,  Mayor  of  Huntington  in  1948; 
the  late  Elliott  Vawter;  and  the  late  Harry  P.  Hen- 
shaw,  a Vice  President  of  the  Chesapeake  and  Ohio 
Railway  Company. 

When  the  Foundation  was  in  its  infancy  its 
projects  included  the  providing  of  office  space — 
rent  free — to  the  American  Cancer  Society  and 
the  American  Heart  Association.  It  purchased  and 
donated  to  St.  Mary’s  Hospital  a special  type 
camera  for  taking  enlarged  pictures  of  pathologic 
specimens. 

The  Foundation  also  has  financed  the  medical- 
social  service  index,  located  in  the  Cabell-Hunting- 
ton  Health  Department. 

One  of  its  more  recent  expenditures  was  for  the 
education  of  a pastoral  counselor  at  the  Men- 
ninger  Clinic  at  Topeka,  Kansas,  to  enable  him 
to  better  counsel  with  patients  in  the  hospital  en- 
vironment. 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning 
any  change  in  address.  Notices  should  be 
mailed  to  Box  1031,  Charleston,  West  Vir- 
ginia 25324. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 

and  district  medical  meetings  scheduled  in  the 

coming  months. 

1974 

Dec.  1-6 — Radiological  Society  of  N.  America, 
Chicago. 

Dec.  6 — Am.  Coll.  Chemosurgery,  Chicago. 

Dec.  7-10 — Am.  Soc.  Hematology,  Atlanta. 

Dec.  7-12 — Am.  Acad.  Dermatology,  Chicago. 

Dec.  9-12 — Southern  Surgical  Assn.,  Boca  Raton, 
Fla. 

Dec.  10-11 — Am.  Medical  Soc.  on  Alcoholism,  San 
Francisco. 

Dec.  11-15 — Am.  Psychoanalytic  Assn.,  N.  Y.  City. 

Dec.  16-17 — New  Drug  Sem.  (Natl.  Cancer 
Institute),  Washington,  D.  C. 

1975 

Jan.  9-11 — Symp.  on  Late  Consequences  of  Suc- 
cessful Cancer  Therapy,  Orlando,  Fla. 

Jan.  24-26 — 8th  Annual  Mid-Winter  Clinical  Conf., 
Charleston. 

Jan.  29-Feb.  1 — Southern  Society  for  Pediatric  Re- 
search, New  Orleans. 

Jan.  31-Feb.  2 — Southern  Radiological  Conf.,  Point 
Clear,  Ala. 

Jan.  31-Feb.  2 — AMA  Congress  on  Medical  Educa- 
tion, Chicago. 

Feb.  10-13 — Am.  College  Cardiology,  Houston. 

Feb.  13-15 — Am.  Coll.  Emergency  Physicians, 
Seattle. 

Feb.  13-15 — Southern  Neurosurgical  Soc.,  San 
Antonio. 

Feb.  15-19 — Amer.  Acad,  of  Allergy,  San  Diego. 

Feb.  17-20 — Southeastern  Surgical  Congress, 
Atlanta. 

Feb.  21-28 — Am.  Soc.  of  Clinical  Pathologists  and 
College  of  Am.  Pathologists,  Las  Vegas. 

Feb.  28-Mar.  5 — Am.  Soc.  of  Abdominal  Surgeons, 
Orlando,  Fla. 

Mar.  1-4 — Am.  Assn.  Pathologists  & Bacteriologists, 
New  Orleans. 

Mar.  1-6 — Am.  Acad,  of  Orthopaedic  Surgeons, 

San  Francisco. 

Mar.  7-9 — AMA-AMPAC  Public  Affairs  Workshop, 
Washington,  D.  C. 

Mar.  13-19 — Am.  Coll,  of  Allergists,  Bal 
Harbour,  Fla. 

Mar.  20-21 — Natl.  Conf.  of  Rural  Health, 

Roanoke,  Va. 

Mar.  30 — April  4 — Am.  Coll,  of  Radiology, 
Portland. 

Apr.  6-10 — Am.  Assn.  Neurological  Surgeons, 
Miami  Beach. 

Apr.  9-12 — Am.  Gynecological  Soc.,  Phoenix, 
Arizona. 

Apr.  14-16 — Am.  Assn,  for  Thoracic  Surgery, 

N.  Y.  City. 

Apr.  28-May  3 — Am.  Acad,  of  Neurology, 

Bal  Harbour,  Fla. 
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If  you  work  for  yourself  you  can  now  put  away 
up  to  $7500  a year  for  your  retirement.  And 
exclude  the  full  amount  on  your  federal  income 
tax  return. 

Up  to  now,  anybody  who  is  self-employed  was 
allowed  a special  tax  deduction  for  retirement 
funds  of  only  10%  of  earned  income  with  a limit 
of  $2500.  Now  a Congressional  act  has  changed 
all  that.  To  an  annual  amount  of  15%  with  a 
$7500  limit. 

To  help  you  get  the  full  benefits  under  the 
new  law,  we've  developed  a master  retirement 
plan  for  people  like  you. 

Find  out  more.  Come  in  and  talk  with  one  of 
our  experienced  trust  officers  or  phone  623-3631 


and  ask  for  John  Lowe.  We  ll  make  sure  you  get 
everything  you’ve  got  coming  to  you. 

Union  National  Bank  also  administers  all  types 
of  corporate  pension  and  profit  sharing  programs. 


Please  send  information  on  Union  National 
Bank's  Tax  Exempt  Retirement  Plans 

Name  

Address 

Phone 


Trust  Department 

Union  National  Bank 

Member  FDIC  • Member  Federal  Reserve  5ystem 

THIRD  AND  MAIN  STREETS  • CLARKSBURG,  WEST  VIRGINIA  26301 


WVU  Medical  Center 
-News  - 


One  professor  and  four  assistant  professors  have 
been  appointed  to  the  faculty  of  the  Depart- 
ment of  Pathology,  West  Virginia  University  School 
of  Medicine. 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Dr.  Winfield  S.  Morgan,  named  Professor  of 
Pathology  and  Director  of  Surgical  Pathology, 
comes  to  WVU  from  Case  Western  Reserve  Uni- 
versity School  of  Medicine,  where  he  held  the 
same  academic  rank.  He  also  previously  taught 
at  the  medical  schools  of  Tufts  and  Harvard  Uni- 
versities. 

A native  of  Takoma  Park,  Maryland,  he  received 
his  undergraduate  education  at  Albright  College 
in  Reading,  Pennsylvania,  and  his  M.  D.  degree 
from  Temple  University. 

His  special  training  includes  a year  in  Oxford, 
England,  as  a British- American  Exchange  Fellow 
of  the  American  Cancer  Society  and  as  a special 
research  Fellow  of  the  National  Cancer  Institute, 
studying  with  Dr.  Tore  Hultin  of  the  University 
of  Stockholm,  Sweden. 

Holding  a joint  appointment  as  Assistant  Pro- 
fessor in  Pathology  and  Biochemistry  is  Singanal- 
lur  N.  Jagannathan,  a native  of  India. 


tor  Shah  served  her  internship  in  that  city  before 
coming  to  the  United  States  in  1970. 

Chemotherapy  and  Breast  Cancer 

A West  Virginia  University  tumor  specialist  be- 
lieves chemotherapy  presents  the  best  chance  for 
long  term  survival  without  recurrence  for  women 
whose  pathology  report  following  removal  of  a 
cancerous  breast  shows  positive  lymph  node  in- 
volvement. 

“We  have  the  greatest  chance  of  killing  all  of 
the  remaining  cancer  cells  when  the  tumor  load 
is  lowest,’’  said  Dr.  Raymond  B.  Weiss,  Assistant 
Professor  of  Medicine  in  the  WVU  School  of  Medi- 
cine, and  University  Hospital  oncologist. 

Doctor  Weiss’  conclusion  is  based  on  his  partici- 
pation in  a cooperative  research  study  now  being 
conducted  in  30  hospitals  throughout  the  United 
States,  Canada  and  Great  Britain  under  the  spon- 
sorship of  the  National  Cancer  Institute  (NCI). 


He  was  educated  at  the  University  of  Bombay, 
where  he  received  a B.  S.  degree  in  chemistry  and 
physics  and  M.S.  and  Ph.D.  degrees  in  biochem- 
istry. He  comes  to  WVU  from  the  University  of 
Iowa,  where  he  was  an  associate  research  scientist 
at  the  Arteriosclerosis  Research  Center.  His  pri- 
mary interest  has  been  in  the  field  of  lipids  as  re- 
lated to  atherosclerosis  and  heart  disease. 

Also  a native  of  India  is  Renu  Jalota,  who  was 
educated  at  Panjab  University  and  interned  at  the 
Medical  College  Hospital  in  Amritsar. 

Her  residency  in  pathology  was  served  at  the 
Post-Graduate  Institute  of  Medical  Education  and 
Research  in  Chandigarh  and  at  the  University  of 
Utah  Medical  Center  in  Salt  Lake  City,  where  she 
also  served  as  an  Instructor  in  Pathology. 

WVU  graduate  Jesse  Jay  Jenkins,  III,  comes  to 
WVU  from  the  University  of  Pittsburgh  where  he 
was  Chief  Resident  in  Pediatric  Pathology  at  the 
University  Health  Center  and  Children’s  Hospital. 

Receiving  his  M.  D.  degree  from  Johns  Hopkins 
University,  he  served  both  his  internship  and  resi- 
dency at  the  University  of  Pittsburgh. 

Shailbala  Shah,  a native  of  Zanzibar,  Tanzania, 
joined  the  Department  of  Pathology  as  an  Assistant 
Professor  after  completing  her  residency  in  ana- 
tomic and  clinical  pathology  at  WVU. 

A graduate  of  the  University  of  Bombay,  Doc- 


Although chemotherapy  for  metastatic  breast 
cancer  has  been  in  general  use  for  more  than  10 
years,  the  treatment  of  post-surgical  patients  with 
drugs  to  prevent  recurrence  is  a recent  concept. 

“The  early  results  are  promising,”  said  Doctor 
Weiss,  “but  the  study  has  not  been  going  on  long 
enough  for  a complete  evaluation.”  Three  groups 
of  patients  are  involved  in  the  breast  cancer  studies 
at  the  Medical  Center. 

The  first  is  what  Doctor  Weiss  terms  the  high 
risk  group — those  most  likely  to  have  a recurrence 
of  their  cancer  within  five  years  following  surgery. 
Into  this  category  he  places  those  women  who 
have  four  or  more  positive  lymph  nodes. 

“These  women  have  an  85-90  per  cent  risk  of 
cancer  return  in  five  years,”  Dr.  Weiss  said.  “About 
half  will  have  a recurrence  within  18  months.  We 
want  to  prevent  this  relapse  instead  of  waiting.” 

The  second  study  is  of  pre-menopausal  women 
who  have  had  a recurrence  and  who  are  candi- 
dates for  treatment  by  hormonal  deprivation 
(ovary  removal). 

“We  believe  the  addition  of  drugs  to  the  treat- 
ment of  these  patients  will  result  in  better  control 
and  longer  survival,”  Doctor  Weiss  said. 

Chemotherapy  also  is  indicated  for  a third  group 
— post-menopausal  women  with  recurrence  not 
helped  by  standard  hormonal  therapy. 
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The  Month 


in  Washington 


Though  Senator  Russell  Long  (D-La.)  may  make 
an  attempt  to  win  Senate  approval  of  his  so- 
cial security-catastrophic  national  health  insurance 
proposal  when  the  Congress  returns  in  late  Novem- 
ber, most  Capitol  Hill  observers  believe  such  leg- 
islation’s chances  of  passage  are  less  than  that  of 
Henry  Mencken’s  snowball  in  hell. 

The  American  Medical  Association  is  now  in  the 
process  of  reviewing  and  updating  its  position  on 
national  health  insurance.  Malcolm  C.  Todd,  M.D., 
has  told  Washington  groups. 

“Our  objective  is  to  make  the  AMA’s  national 
health  insurance  proposal  more  flexible,  while  at 
the  same  time  maintaining  certain  basic  precepts,” 
Doctor  Todd  said. 

“If  necessary,  we  may  compromise  on  the  method 
of  financing  we  adopt.  But  we  are  not  willing  to 
fund  national  health  insurance  through  an  increase 
in  Social  Security  taxes;  nor  are  we  willing  to  see 
the  program  administered  by  the  Social  Security 
Administration. 

“We  want  a financing  mechanism  for  compre- 
hensive health  insurance  that  will  do  the  most  at 
the  least  cost.  This  could  involve: 

— Increase  employer-employee  contributions  for 
private  health  insurance; 

— The  use  of  general  tax  revenues; 

— Or,  an  individual  tax  credit  to  be  applied  to- 
ward full  health  care  protection.  This  latter  method 
was,  of  course,  the  method  employed  in  Medicredit. 

“The  important  point  is  that  we  cannot  counte- 
nance greater  fiscal  and  bureaucratic  authority  for 
the  Social  Security  Administration  or  an  increase 
in  the  Social  Security  tax. 

“Any  payroll  tax,  whether  collected  under  So- 
cial Security  or  not,  constitutes  the  most  insidious 
form  of  taxation  that  can  be  invoked  by  govern- 
ment. It  is  a totally  regressive  tax  that  weighs 
heavily  on  low  and  middle-income  workers  and 
lightly  on  the  affluent. 

“Finally,  the  measure  that  emerges  will  provide 
comprehensive  health  care  benefits  as  well  as  pro- 
tection against  the  catastrophic  costs  of  prolonged 
illness  for  every  American,”  Doctor  Todd  said. 

Action  Expected  on  Health  Legislation 

A batch  of  major  health  bills  are  hanging  afire 
for  the  “lame  duck”  session  of  Congress  starting 
November  18.  Comprehensive  health  planning  bills 
have  cleared  the  Senate  but  not  the  House.  Though 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


no  public  utility-type  regulation  is  in  prospect, 
other  measures  strengthening  government  planning 
authority  abound. 

Health  manpower  legislation  with  provisions  for 
federal  service  in  shortage  areas  is  through  the 
Senate.  House  action  is  expected  shortly  after  Con- 
gress returns.  There  is  a possibility  that  one  or 
both  may  be  stalled  in  conference  as  the  Adminis- 
tration now  wishes  simple  extension  of  present 
programs. 

A health  revenue  sharing  bill  will  be  taken  up 
again  by  a House-Senate  conference.  This  measure 
extends  state  health  block  grants,  community  men- 
tal health  centers,  family  planning,  migrant  health 
and  neighborhood  health  center  programs.  It 
should  secure  Congressional  enactment  this  year. 

The  Health  Education  and  Welfare  appropria- 
tions bill  still  has  to  be  completed. 

No  chance  is  seen  for  passage  of  the  Omnibus 
Drug  amendments  bill  that  would  provide  Medi- 
care outpatient  drug  benefits,  a Federal  Formulary, 
and  the  Administration’s  low-cost  drug  plan  for 
Medicare-Medicaid  patients. 

HMO  Regulations  Issued 

The  Health  Education  and  Welfare  Department 
has  issued  final  regulations  on  benefits  and  struc- 
ture of  Health  Maintenance  Organizations,  giving 
the  green  light  to  federal  grants  launching  the 
program. 

The  regulations  set  forth  the  rules  and  restric- 
tions and  benefits  that  must  be  followed  in  order 
for  organizations  to  qualify  as  HMO’s  and  receive 
federal  aid.  The  $325  million  HMO  program  was 
approved  by  Congress  in  1973. 

Grants  can  now  be  made  among  the  125  groups 
that  have  applied  for  funds  to  conduct  feasibility 
studies,  planning  and  development. 

The  HMO  Act  authorizes  federal  support  for 
five  years  “to  demonstrate  more  broadly  the  con- 
cept of  organizations  delivering  comprehensive 
health  care  services  on  a prepaid  basis.”  Last  year 
Congress  appropriated  $61  million.  The  Adminis- 
tration sought  $60  million  this  year,  but  the  Senate 
approved  only  $18  million  because  of  a delay  due 
to  the  development  of  the  complicated  regulations. 
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BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CHAIR.  M.  D. 
EDWARD  J.  FLYNN,  M.  D. 

R.  A.  RANA.  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Neurosurgery: 

WM.  F.  HILLIER,  M.  D. 

E.  L.  GAGE,  JR.,  M.  D. 

Urology: 

STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 

CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D. 
M.  S.  HAJJAR,  M.  D 
T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

NUCLEAR  MEDICINE 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  M D. 

PATHOLOGY 

DAVID  F.  BELL,  JR.,  M.  D. 

JOHN  J.  BRYAN.  M.  D. 

ROENTGENOLOGY 

S.  G.  DAVIDSON.  M.  D. 

GEORGE  C.  KING,  M.  D. 
BRENNAN  PURKALL,  JR.,  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 

EMERGENCY  SERVICE 

B.  L.  SALAS,  JR. 

BUSINESS  MANAGER 
JAMES  L.  FOSTER 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

(A  Thirty-five  Bed  Proprietary  Hospital) 

CHARLESTON,  WEST  VIRGINIA  25301 
Phone:  l-(304)-343-4371 


OPHTHALMOLOGY 

Edwin  M.  Shepherd,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Milton  J.  Lilly,  Jr.  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Robert  E.  O'Connor,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Moseley  H.  Winkler,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 

Retinal  Surgery 

Fluorescein  Angiography 

Argon  Laser  Photocoagulation 

Contact  Lenses 

Strontium  90  Beta  Irradiation 


OTOLOGY 

William  C Morgan,  Jr.,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

OTOLARYNGOLOGY 

Romeo  Y.  Lim,  M.D. 

Diplomate,  American  Board 
of  Otolaryngology 

Micro-surgery 
Maxillo-facial  Surgery 
Reconstructive  Surgery 
Head  & Neck  Surgery 
Cryosurgery 
Endoscopy 
Oncology 

OPHTHALMOLOGY  and 
OTOLARYNGOLOGY 

John  B.  Haley,  M.D. 

John  A.  B.  Holt,  M.D. 

Diplomate,  American  Board 
of  Ophthalmology 


Ancillary  Services 

Orthoptics 

Visual  Fields — Flow  Studies 

Laboratory 

X-ray 

Audiometry 

Audiology 

Nancy  McClung,  M.S. 

Anesthesia 

Catherine  Kenney,  CRNA 
Inez  Maggio,  CRNA 
Muriel  Dodds,  CRNA 
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Obituaries 


DON  V.  HATTON,  M.  D. 

Dr.  Don  V.  Hatton  of  Williamson  died  on  Octo- 
ber 19  at  his  home.  He  was  61.  A native  of  Wash- 
ington, D.  C.,  Doctor  Hatton  was  an  internist  and 
a former  staff  member  of  Williamson  Memorial 
Hospital.  He  attended  public  schools  in  Hunting- 
ton  and  was  graduated  from  Marshall  University. 
He  received  his  M.  D.  degree  in  1936  from  George 
Washington  University. 

Doctor  Hatton  served  an  internship  and  resi- 
dency at  Norton  Memorial  Infirmary  in  Louis- 
ville, Kentucky  during  1936-38  and  received  an 
M.  P.  H.  degree  in  1942  from  Johns  Hopkins  Uni- 
versity. He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Fellow  of  the 
American  College  of  Physicians.  He  was  a mem- 
ber of  the  Mingo  County  Medical  Society,  the  West 
Virginia  State  Medical  Association  and  the  Ameri- 
can Medical  Association. 

Doctor  Hatton  practiced  medicine  for  a short 
time  with  the  Departments  of  Public  Health  in 
West  Virginia  and  Kentucky,  and  briefly  practiced 
internal  medicine  with  Veterans  Administration 
hospitals  in  Huntington  and  Louisville.  He  had 
practiced  internal  medicine  since  1943  in  the  Wil- 
liamson area. 

Survivors  include  the  widow;  two  daughters, 
Mrs.  Judith  Sinkhorn  of  Louisville,  Kentucky  and 
Mrs.  Donna  Peters  of  Huntington;  two  sons,  Don 
C.  Hatton  of  Houston,  Texas  and  Russell  Hatton 
of  Buffalo,  New  York;  a brother,  Roy  Hatton  of 
Huntington;  and  two  sisters,  Mrs.  Katherine  Mc- 
Coy and  Mrs.  Josephine  Bartram  of  Huntington. 

JAMES  H.  WOLVERTON,  M.  D. 

Dr.  James  H.  Wolverton,  long-time  family  phy- 
sician in  Piedmont  (Mineral  County),  died  on  No- 
vember 6 at  his  home.  He  was  93.  Doctor  Wolver- 
ton began  his  practice  66  years  ago  in  Arizona 
and  Texas  and  was  located  in  Piedmont  for  57 
years.  A native  of  Piedmont,  he  returned  to  his 
home  town  in  1917  and  practiced  until  his  retire- 
ment last  February. 

Doctor  Wolverton  was  a graduate  of  Hampden- 
Sydney  College  and  received  his  M.  D.  degree 
in  1909  from  the  University  of  Louisville  School 
of  Medicine.  A Diplomate  of  the  American  Acad- 
emy of  Family  Physicians,  he  was  a member  and 
Past  President  of  the  Potomac  Valley  Medical  So- 
ciety, and  a member  of  the  West  Virginia  State 
Medical  Association  and  the  American  Medical 
Association. 

Doctor  Wolverton  served  as  Mineral  County 
Health  Officer  from  1929  until  1943  and  also  was 
industrial  surgeon  for  the  B&O  Railroad  and  West- 


ern Maryland  Railway.  He  served  on  the  Piedmont 
City  Council  from  1926  until  1940. 

Survivors  include  the  widow;  two  sons,  Dr. 
James  H.  Wolverton,  Jr.,  of  St.  Petersburg,  Florida 
and  Dr.  William  R.  Wolverton  of  Cumberland, 
Maryland;  and  three  daughters,  Mrs.  Ruth  Cupett 
of  Petersburg,  Mrs.  Kathryn  Carvey  of  Keyser  and 
Mrs.  Harriet  Hackney  of  Charleston. 

GEORGE  E.  SNIDER,  M.  D. 

Dr.  George  E.  Snider  of  Bluefield,  an  internist, 
died  on  October  22  in  a Roanoke  (Va.)  hospital 
following  a long  illness.  He  was  63.  A native  of 
Pulaski,  Virginia,  Doctor  Snider  was  a member 
of  the  staff  of  St.  Lukes  Hospital  in  Bluefield. 

He  earned  B.  S.  and  M.  S.  degrees  from  Virginia 
Polytechnic  Institute,  and  received  his  M.  D.  de- 
gree in  1940  from  the  Medical  College  of  Virginia. 
He  interned  at  that  institution. 

Doctor  Snider  served  as  a major  in  the  U.  S. 
Army  Medical  Corps  during  1941-46,  and  was  As- 
sistant Chief  of  Medical  Service  at  Fort  Howard 
in  Maryland  during  1946-49.  He  was  a member  of 
the  Mercer  County  Medical  Society,  the  West  Vir- 
ginia State  Medical  Association  and  the  American 
Medical  Association. 

Survivors  include  the  widow;  two  sons,  Dr. 
George  E.  Snider,  Jr.,  of  Roanoke  and  John  Tracy 
Snider  of  Bluefield;  and  two  sisters,  Mrs.  George 
Wood  of  Abingdon,  Virginia  and  Miss  Elizabeth 
Ann  Snider  of  Pulaski. 

JOSEPH  E.  MARTIN,  JR.,  M.  D. 

Dr.  Joseph  E.  Martin,  Jr.,  of  Elkins,  a pioneer 
in  the  research  and  discovery  of  pneumoconiosis, 
died  on  November  2 after  an  extended  illness.  He 
was  67. 

Doctor  Martin,  who  conducted  black  lung  re- 
search for  more  than  20  years,  was  one  of  the 
four  founders  of  the  Memorial  General  Hospital 
in  Elkins,  formerly  known  as  the  Golden  Clinic. 
A native  of  Hundred,  in  Wetzel  County,  Doctor 
Martin  was  graduated  from  West  Virginia  Wesle- 
yan College  and  received  his  M.  D.  degree  in  1933 
from  Case  Western  Reserve  University  School  of 
Medicine.  He  interned  at  City  Hospital  in  Cleve- 
land, 1933-34. 

A Major  with  the  U.  S.  Army  Medical  Corps 
during  World  War  II,  Doctor  Martin  was  an  in- 
ternist and  was  certified  by  the  American  Board 
of  Internal  Medicine  in  1949.  He  was  a member 
of  the  Tygart’s  Valley  Medical  Society,  the  West 
Virginia  State  Medical  Association  and  the  Ameri- 
can Medical  Association. 

Survivors  include  the  widow;  two  daughters, 
Mary  Schneider  of  the  Canal  Zone  and  Jane  Jes- 
son  of  Missoula,  Montana;  two  sons,  Joseph  E. 
Martin,  III,  and  John  S.  Martin;  a sister,  Mrs. 
Mary  McCoy  of  Sistersville;  a brother,  Dr.  James 
F.  Martin  of  Winston-Salem,  North  Carolina;  and 
four  grandchildren. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  up  to  $ 1 ,500  per  month  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family  up  to  $ 1 5,000  per  person 

□ LOW-COST  LIFE  INSURANCE 

In  units  of — $10,000  - $20,000  - $30,000  - $40,000  - $50,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $2,000  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR-10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

Me  Donough-Caperton -Shepherd-Goldsmith 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


County  Societies 


MERCER 

Congressman  Ken  Hechler  was  the  guest  speaker 
at  the  meeting  of  the  Mercer  County  Medical  So- 
ciety on  October  21  in  Princeton  at  the  Dinner 
Bell  restaurant.  There  were  54  members  and  guests 
in  attendance. 

Congressman  Hechler,  who  was  introduced  by 
Dr.  Hawey  A.  Wells,  Jr.,  President,  discussed  leg- 
islation which  had  been  passed  enabling  Marshall 
University  to  establish  a medical  school.  Empha- 
sizing that  West  Virginia  needs  more  primary  care 
and  general  practice  physicians,  he  stated  that  the 
first  class  of  24  students  would  definitely  be  ad- 
mitted in  1977  but  may  possibly  be  admitted  in 
September  1976.  The  Dean  of  the  Marshall  Medical 
School,  Dr.  Robert  C.  Parlett,  was  to  visit  Mercer 
County  the  following  week  to  confer  with  doctors. 
— John  J.  Mahood,  M.  D.,  Secretary. 

McDowell 

The  McDowell  County  Medical  Society  met  on 
October  23  at  Doctor’s  Memorial  Hospital  in 
Welch.  Considerable  material  from  the  previous 
summer  was  presented  and  discussed.  The  Society 
approved  the  purchase  of  an  ad  for  $35  for  “The 
Pylon,”  the  yearbook  of  the  West  Virginia  Univers- 
ity School  of  Medicine. 


A letter  from  the  State  Medical  Association  was 
read  informing  members  of  an  increase  in  State 
dues  from  $100  to  $150,  and  another  letter  from 
Dr.  C.  A.  Hoffman  of  Huntington,  Chairman  of 
the  State  Medical  Association’s  Insurance  Com- 
mittee, informing  members  of  an  increase  in  mal- 
practice insurance  premiums. 

Correspondence  was  presented  by  Dr.  John  S. 
Cook  regarding  the  use  of  Methadone  in  rural 
areas.  He  expressed  the  hope  that  arrangements 
could  be  worked  out  for  using  Methadone  in  these 
areas. — Arthur  A.  Carr,  M.  D.,  Secretary. 

MONONGALIA 

The  Monongalia  Medical  Society  met  on  October 
1 in  Morgantown  at  the  Old  Mill  Club.  The  speaker 
for  the  evening  was  Dr.  William  A.  Neal,  Assistant 
Professor  in  the  Department  of  Pediatrics  at  the 
West  Virginia  University  Medical  Center.  Doctor 
Neal  spoke  on  “Neonatal  Intensive  Care.” 

Dr.  Isaiah  A.  Wiles  gave  the  report  of  the  Public 
Health  Committee,  observing  that  October  was 
“Immunization  Month.”  Doctor  Richard  S.  Kerr 
discussed  the  time  of  giving  Rubella  and  questioned 
giving  it  in  early  infancy.  Following  this,  there 
was  a lengthy  discussion  of  the  problem  of  Ru- 
bella immunization. 

Dr.  Carl  E.  Johnson  was  elected  an  honorary 
member  of  the  Society. — H.  Summers  Harrison, 
M.  D.,  Secretary. 


PHYSICIAN  WANTED 

Major  Kanawha  Valley  plant  seeks  examining  physician.  Work 
load  includes  routine  examinations,  medical  treatments  and 
administrative  and  supervisory  responsibilities.  Attractive 
salary  and  benefits.  Excellent  facilities.  For  consideration 
write: 

The  West  Virginia  Medical  Journal 
Box  1031 

Charleston,  West  Virginia  25324 

An  Equal  Opportunity  Employer  M/F 
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Womans  Auxiliary 

to  the 

WEST  VIRGINIA  STATE  MEDICAL 
ASSOCIATION 

President  Mrs.  William  T.  Lawson.  Fairmont 
President  Elect : Mrs.  ROBERT  R.  WEILER.  Wheeling 
Vice  President : Mrs.  JAMES  H.  WALKER,  Charleston 
Eastern  Regional  Director  MRS.  E.  G.  Friera.  Romney 
Northern  Regional  Director : MRS.  ROBERT  J.  Reed.  Ill,  Wheeling 
Western  Regional  Director  Mrs.  D.  SHEFFER  CLARK,  Huntington 
Southern  Regional  Director:  MRS.  R.  JAMES  YATES.  Beckley 
Treasurer:  MRS.  LOUIS  W.  GROVES,  Richwood 
Recording  Secretary  Mrs  CLAUDE  S.  LAWSON.  Jr  . Fairmont 
Corresponding  Secretary  MRS.  KENNETH  D.  BAILEY,  Fairmont 
Parliamentarian:  MRS.  RUPERT  W.  POWELL.  Fairmont 


HARRISON 

The  regular  monthly  meeting  of  the  Woman’s 
Auxiliary  to  the  Harrison  County  Medical  Society 
was  held  at  the  Sheraton  Inn  in  Clarksburg  on 
November  7. 

An  interesting  program  on  the  ’‘Battered  Child 
Syndrome”  was  presented  and  the  two  guest 
speakers  were  Mrs.  Robert  O.  Pletcher  and  Mr. 
John  F.  McCuskey,  both  of  Clarksburg. 

Mrs.  Pletcher,  a member  of  the  Auxiliary,  has 
taken  postgraduate  work  in  community  psychology 
and  received  a Master  of  Science  degree  in  social 
work  from  West  Virginia  University. 

Mr.  McCuskey,  a member  of  the  West  Virginia 


House  of  Delegates,  spoke  on  the  legal  and  leg- 
islative aspects  of  child  abuse  and  a short  film 
was  presented. 

Guests  at  the  meeting  included  Mrs.  William  T. 
Lawson,  President  of  the  State  Auxiliary,  and  Mrs. 
Kenneth  D.  Bailey,  Corresponding  Secretary — Mrs. 
Richard  F.  Fiester,  Publicity  Chairman. 


TV  Violence  and  Human  Aggression 

“If  you  believe  there’s  a link  between  cigarette 
smoking  and  cancer,  then  you  probably  ought  to 
believe  there’s  a link  between  watching  TV 
violence  and  human  aggression.” 

That’s  the  “cautious  conclusion”  of  a communica- 
tions researcher  writing  about  the  effect  of  tele- 
vised violence  on  children  in  a recent  issue  of 
News  & Comment,  the  monthly  membership  pub- 
lication of  the  American  Academy  of  Pediatrics. 

Noting  that  “violence  in  our  society  is  becom- 
ing a major  health  problem,”  Randall  P.  Harrison, 
Ph.  D.,  said  that  “the  average  American  child  be- 
tween the  ages  of  five  and  fifteen  sees  some  13.400 
human  beings  destroyed  on  his  television  screen. 
In  growing  up,  the  typical  child  spends  as  much 
time  with  television  as  he  does  in  our  educational 
system.  He  spends  more  of  his  waking  hours  watch- 
ing TV  than  in  any  other  single  activity.” 

Does  the  viewing  of  this  much  violence  cause 
aggressive  behavior  in  children?  Doctor  Harrison 
said  the  research  indicates  it  does. 


OVER  110,000  PHYSICIANS  AND  DENTISTS  HAVE  FOUND  THE 
ANSWER  TO  THEIR  PERSONAL  AND  PROFESSIONAL 

FINANCIAL  NEEDS  . . . 

SUCH  AS: 

• Low-Cost  Group  insurance 

• Omni-Purpose  Loan  Plans 

• Mass  Buying  Discounts 

• Incorporation  and  investment  Advice 

• Personal  Estate  and  Tax  Planning 

• Practice  Management  Seminars 
® Bi-Monthly  Economic  Newsletters 

In  all,  some  40+  economic  benefits  not  available  from  any  other  single  source  . . . 

THROUGH  MEMBERSHIP  IN  THE  AMERICAN  PROFESSIONAL  PRACTICE  ASSOCIATION 
(APPA)  OR  THE  NATIONAL  ASSOCIATION  OF  RESIDENTS  AND  INTERNS  (NARI)  YOU 
TOO  CAN  BENEFIT  FROM  THESE  SERVICES. 

For  more  information  contact:  WILLIAM  W.  JONES, 

PHYSICIANS  PLANNING  SERVICE  CORP. 

(Local  Group  Plans  Administrators 
for  APPA  and  NARI) 

510  Prichard  Building 

Telephone:  (304)  529-7366  Huntington,  W.  Va.  25712 
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Book  Reviews 


ESSAYS  ON  LONGEVITY  — By  Samuel  Kahn,  M.D. 
Philosophical  Library,  Inc.,  15  E.  40th  St.,  New  York, 
N.Y.  1st  Edition  1974.  Pg.  196.  Price:  $10.00. 

The  author  of  this  small  volume — 196  pages  and 
also  22  others — is  a psychoanalyst  and  prominent 
educator  with  many  years  of  hospital  and  teach- 
ing experience. 

Longevity,  geriatrics  and  gerontology  are  im- 
portant subjects  to  all  of  us  as  we  are  influenced 
by  such  interests,  directly  or  indirectly  now  or  we 
will  be  in  the  future,  for  with  modern  medical 
and  surgical  care  our  aged  population  will  increase 
for  certain. 

The  sections  or  chapters  are  well-arranged  for 
periodic  reading,  which  is  pleasureable  and  infor- 
mative as  well. 

The  summation  of  aging  is  the  best  I have 
read.  A splendid  glossary  defines  all  medical  terms. 

Our  own  Dr.  E.  J.  Van  Liere  is  quoted  in  the 
chapter  on  “Preventive  Treatment”  on  “Exercise 
and  Marked  Weight  Reduction,”  and  he  states  for 
all  of  us  that  “The  most  telling  exercise  for  a 
trim  figure  is  to  push  the  chair  away  from  the 
dining  table.” 

The  book  is  highly  recommended. — C.  Frederick 
Fisher,  M.D. 


CURRENT  SURGICAL  DIAGNOSIS  AND  TREAT- 
MENT — By  J.  Englebert  Dunphy,  M.D.;  and  Lawrence 
W.  Way,  M.D.  Lange  Medical  Publications,  Los  Altos, 
California. 

This  volume  of  more  than  1,000  pages  is  a 
very  concise  and  detailed  history  of  surgical 
diagnosis  and  treatment  for  the  busy,  active  sur- 
gical practitioner.  Essential  information  is  listed 
in  such  a way  as  to  be  immediately  available  with 
strong  emphasis  on  points  to  consider  in  differ- 
ential diagnosis  of  the  problem  as  presented  in 
any  given  patient. 

In  its  various  sections  devoted  to  specific 
categories,  the  specialist,  as  well  as  the  general 
surgeon,  will  find  quick  reference  to  early  diag- 
nosis of  his  problems,  both  benign  and  malignant 
conditions  or  disease.  All  disease  conditions  are 
covered  adequately  and  the  specialist  will  find  in- 
formation as  useful  to  him  as  to  general  surgeons. 

In  addition,  extensive  and  detailed  listing  of 
laboratory  procedures  are  given  and  which  tests 
can  confirm  or  rule  out  any  particular  disease. 

Each  section  gives  a short  description  of  phy- 
siology and  indicates  which  abnormal  report 
points  to  which  abnormal  condition  or  disease. 

Throughout  the  book  great  emphasis  is  placed 
on  history,  symptoms,  signs  and  thorough  phy- 
sical examination.  The  meaning  and  interpreta- 
tions of  abnormal  findings  suggesting  the  most 

( Continued  On  Page  xxi) 


BURDICK’S 

EK/5A 

CARDIOGRAPH 
- NOW  WITH 
NEW  PATIENT 
ISOLATION 


automatic  lead  marking 


Engineering  advancements  that 
made  the  Burdick  EK/5  highly 
respected  by  the  medical  profes- 
sion have  been  retained  in  the 
new  EK/5A  that  also  gives  you 
new  patient  isolation  (extremely 
low  leakage  current  for  maxi- 
mum patient  safety)  and  auto- 
matic lead  marking  activated  by 
the  lead  selector  switch. 
Important  refinements  have  also 
been  added:  long-life  gold  con- 
tacts on  circuit  boards,  fewer 
and  smaller  circuit  boards,  high 
safety  margins  on  components. 
But  safety  and  service-free  oper- 
ation are  not  the  whole  story! 
Burdick  gives  you  operating  con- 
venience, diagnostic  accuracy, 
reliable  performance  — all  in  a 
smartly  styled  17-lb.  instrument. 


Write  us  today  for  a demonstration  in  your  office. 

General  Medical  WEST  VIRGINIA 

2400  — FOURTH  AVE. 
HUNTINGTON,  WEST  VIRGINIA 
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BOOK  REVIEWS— (Continued) 

likely  disease  process  is  also  brought  out.  A com- 
plete study  of  methods  of  treatment  in  any  given 
disease  is  presented  for  each  disease  condition. 

The  book  is  well-illustrated  by  anatomical 
drawings  of  embryology,  normal  anatomy  and  dis- 
ease states  with  extensive  tables  which  may  be 
consulted. 

I believe  this  is  a very  valuable  book  and  would 
be  a timely  and  welcome  addition  to  any  surgeon’s 
library.  I sincerely  recommend  it. — Andrew  J. 
Weaver,  M.D. 


Did  You  Know? 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


Surgery: 

Hu  C.  Myers,  M.  D. 
A.  Kyle  Bush,  M.  D. 
T.  H.  Chang,  M.  D. 

J.  W.  Woodford,  M.  D. 


— Modern  major  medical  expense  policies  fea- 
ture benefits  ranging  from  $10,000  to  $250,000  per 
person — and  higher. 

— These  plans  are  geared  to  help  pay  for  virtu- 
ally all  care  — in  or  out  of  hospital  — prescribed 
by  a physician. 

— Nationally,  these  plans  insure  about  80  mil- 
lion persons  through  insurance  companies  alone, 
with  about  90  per  cent  of  it  through  group  policies. 

— Overall,  including  Blue  Cross,  Blue  Shield 
plans  and  other  plans,  an  estimated  110  million 
people  in  the  U.S.,  or  more  than  1 in  every  2 
persons,  are  protected  by  this  form  of  coverage. 


Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

E.  G.  Guy,  M.  D. 

B.  G.  Thimmappa,  M.  D. 
Karl  J.  Myers,  Jr.  M.  D. 

Radiology: 

Karl  J.  Myers,  M.  D. 
Rashid  Ahmed,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


THE  MYERS  CLINIC 

Philippi,  West  Virginia 


Equipment  leasing 
can  mean  more 
working  capital 
Talk  to  the  people 
who  know  how  it 
works. 


At 

Kanawha  Valley  Bank. 

People 

yc^can 

Kuvwtfa'0 

Valley  Bank 

^ Memce-  f DK\ 

Where  Capitol  Crosses  Lee 
Charleston.  West  Virginia  25326 

Phone  348-7353 
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SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

RADFORD,  VIRGINIA  24141 
703-639-2481 

A FULLY  ACCREDITED  PRIVATE  PSYCHIATRIC  HOSPITAL  FOR  THE 
TREATMENT  OF  ALL  MAJOR  PSYCHIATRIC  ILLNESSES  INCLUDING 
ALCOHOLISM  AND  DRUG  ABUSE  PROBLEMS  OF  ADOLESCENTS  AND 
ADULTS. 

MORGAN  E.  SCOTT,  M.  D.  GEORGE  K.  WHITE 

President  of  the  Medical  Staff  Administrator 


NEW! 

Welch  Allyn 

Halogen  Diagnostic  Set 

Twice  the  light  intensity  of  conventional 
instruments 

Twice  the  life  between  lamp  replacements 
Superior  color  fidelity — closer  to  natural 
sunlight 

Higher  percentage  of  initial  output  throughout 
lamp  life 

Distinctive  black  chrome  rechargeable 
battery  handles 


WELCH 

V- 

ALLYN 

WELCH  ALLYN.  INC. 

Skaneateles  Falls,  N.  Y 13153 


Ask  for  a demonstration. 
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Extrinsic  Allergic  Alveolitis  (Hypersensitiv- 


ity Pneumonitis)  Feb.  35 

Gastrointestinal  Hormones  Apr.  88 

Three  Case  Presentations  June  136 

(1)  Superior  Vena  Cava  (SVC)  Obstruc- 
tion Syndrome 

(2)  Subacute  Thyroiditis 

(3)  Asbestosis 

Medical  Aspects  of  Bone  Malignancies  Sept.  230 

Polymyalgia  Rheumatica  and  Tophaceous 

Gout  Nov.  295 

Melanoma,  Malignant,  The  Result  of  Manage- 


ment of  Seventy  Consecutive  Cases  from  1939 
to  1972  in  the  Charleston  General  Hospital, 
Charleston,  West  Virginia — Han  Seng  Lee, 

M.D May  109 
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Mendoza.  Catalino  B.,  Jr.,  M.D.:  and  George 

W.  Easley.  M.D. — By-Pass  Procedure  for  Pal- 
liation in  Obstructive  Jaundice  Feb. 


Mendoza,  Catalino  B.,  Jr.,  M.D.;  Raymond  C. 
Bonnabeau,  Jr.,  M.D.;  William  C.  Dressier, 

M.D.;  Mansour  Jadalizadeh,  M.D.;  and  Ga- 
briel Al-Hajj.  M.D. — Acquired  Arteriovenous 
Fistula  Following  Traumatic  Amputation  of 
the  Right  Arm  Mar. 

Mentally  Retarded.  Behavior  Modification  with 
the  Severely — Jaime  E.  Lazaro,  M.D.;  and  Wil- 
liam J.  Wyatt,  M.S.  Feb. 

Metastatic  Disease.  The  Use  of  Methylmethacry- 
late for  Extensive  Internal  Bracing  of  the 
Cervical  Spine  in — K.  Douglas  Bowers.  Jr., 

M.D.;  and  Elliott  L.  Thrasher,  M.D.  . May 


Methylmethacrylate,  The  Use  of,  for  Extensive 
Internal  Bracing  of  the  Cervical  Spine  in 
Metastatic  Disease — K.  Douglas  Bowers,  Jr., 

M.D.;  and  Elliott  L.  Thrasher,  M.D.  May 

Metzger.  Philip  P.;  Albert  S.  Klainer,  M.D.;  R 
Brooks  Gainer.  M.  D.;  and  William  M.  Chad- 
duck,  M D. — Familial  Polyposis  and  Pituitary 
Chromophobe  Adenoma  Oct. 


Mid-Facial  Fractures:  Management  and  Results 


— Ghassan  A.  Khalil,  M.D.  July 

Milam,  D.  Franklin,  M.  D.;  Stanley  J.  Kandzari. 

M.D.;  and  Susan  L.  Hill,  M.D. — Renal  Neo- 
plasms in  Children  Oct. 


Murthy,  C.  S.  Krishna,  M.D.;  Mansour  Jad- 
alizadeh, M D.;  Raymond  C.  Bonnabeau.  Jr., 

M.D.;  and  Paul  P.  Williams — Acute  Volvulus 
of  the  Sigmoid  Colon:  X-Ray  Case  of  the 
Month  June 


Myocardial  Infarction,  The  Assessment  of,  with 
Serum  Enzyme  Determinations  — William  E. 

Shell,  M.D.  Mar. 


N 


Neoplasms,  Renal,  in  Children — Stanley  J. 

Kandzari.  M.D.;  Susan  L.  Hill,  M.D.;  and  D. 
Franklin  Milam,  M.D.  Oct. 

P 

Palliation,  By-Pass  Procedure  for,  in  Obstruc- 
tive Jaundice — Catalino  B.  Mendoza,  Jr., 

M.D.;  and  George  W.  Easley,  M.D.  Feb. 

Peters,  Leonard,  M.D.;  and  Alvin  L.  Watne, 

M.D. — Common  Polypoid  Lesions  of  the  Colon 
and  Rectum:  Their  Significance  and  Manage- 
ment   __ Jan. 

Pituitary  Chromophobe  Adenoma,  and  Familial 
Polyposis — Philip  P.  Metzger;  Albert  S. 
Klainer,  M.D.;  R Brooks  Gainer,  M.D.;  and 
William  M.  Chadduck,  M.D Oct. 

(Pneumonitis,  Hypersensitivity)  Extrinsic  Al- 
lergic Alveolitis:  Medical  Grand  Rounds  from 
the  West  Virginia  University  Medical  Center — 
Edited  by  Raymond  B.  Weiss,  M.D.  Feb. 

Polymyalgia  Rheumatica  and  Tophaceous  Gout: 
Medical  Grand  Rounds  from  the  West  Vir- 
ginia University  Medical  Center — Edited  by 
Raymond  B.  Weiss,  M.D.  Nov. 

Polypoid  Lesions,  Common,  of  the  Colon  and 
Rectum : Their  Significance  and  Management 
— Leonard  Peters.  M.D.;  and  Alvin  L.  Watne, 

M.D.  - Jan. 

Polyposis,  Familial,  and  Pituitary  Chromophobe 
Adenoma — Philip  P Metzger;  Albert  S. 
Klainer,  M.D  ; R Brooks  Gainer,  M.D.;  and 
William  M.  Chadduck,  M.D.  . Oct. 

Pre-Hospital  Coronary  Care  in  West  Virginia — 
William  H Carter,  M.D.  .....  Nov. 

Presidential  Address — A.  Thomas  McCoy,  M.D.  ..  Nov. 

Pressure.  Intraocular,  and  Direct  Clinical  Ocular 
Steady  Potentials — Carrol  Dunn.  B.  A.;  Al- 
fred j.  Magee,  M.D.;  and  William  S.  Randall, 

B.  S.  Dec. 

Psychiatric  Symptomatology,  Brain  Tumors 
Presenting  with:  A Five-Year  Survey  — 

David  J.  Withersty,  M.D Mar. 


R 

Randall,  William  S.,  B.  S : Carroll  Dunn,  B A.: 
and  Alfred  J.  Magee,  M.D.  — Direct  Clinical 
Ocular  Steady  Potentials  and  the  Intraocular 
Pressure  Dec. 

Rectum,  and  Colon,  Common  Polypoid  Lesions: 
Their  Significance  and  Management — Leonard 
Peters,  M.D.;  and  Alvin  L.  Watne,  M.D.  Jan. 

Rehabilitation,  Stroke,  in  the  Community  Hos- 
pital— Mary  Frances  Borgman,  R.N.;  and 
James  V.  Gainer.  Jr.,  M.D July 

Renal  Neoplasms  in  Children — Stanley  J.  Kand- 
zari. M.D.;  Susan  L.  Hill,  M.D.;  and  D.  Frank- 
lin Milam,  M.D Oct. 

Rhys-Jones,  W.,  M.  B..  B.Ch. — The  Family  Phy- 
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Shell,  William  E„  M.D. — The  Assessment  of 
Myocardial  Infarction  with  Serum  Enzyme 

Determinations  Mar.  54 

Slow  Viruses  and  Degenerative  Brain  Diseases — 

Samuel  M.  Chou,  M.D Aug.  173 

Specific  Learning  Disabilities  in  Children — Wil- 
liam B.  Svoboda,  M.D.  Jan.  1 

Spencer,  James  T.,  Jr.,  M.D. — Hyperlipoprote- 
inemia and  Inner  Ear  Disease  Sept.  215 

Sterilization.  Permanent,  By  the  Laparoscopic 
Method  at  the  Bluefield  Sanitarium  1973 — T. 

Keith  Edwards,  M.D.  Oct.  253 

Stickney,  J.  Clifford.  PhD.;  and  Edward  J. 

Van  Liere,  M.D. — The  Blood  Pressure  of  688 

Sophomore  Medical  Students  May  119 

Stroke  Rehabilitation  in  the  Community  Hos- 
pital— Mary  Frances  Borgman,  R.N.;  and 

James  V.  Gainer,  Jr.,  M.D.  July  159 

Stuppler,  Stephen  A.,  M.D. — The  Urologic  Man- 
agement of  the  Acutely  Anuric  Patient  Dec.  317 

Svoboda,  William  B.,  M.D. — Specific  Learning 

Disabilities  in  Children  Jan.  1 

Syphilis,  Congenital — A Review — Stephen  P. 

Herman,  M.D.  Nov.  290 

T 

Token  Economy  on  a Geographic  Ward,  A — 

William  J.  Wyatt,  M.S Dec.  329 

Thomas  L.  Harris  Address,  The  (1974) — Hon. 

Robert  C.  Byrd  Oct.  249 

Thrasher,  Elliott  L.,  M.D.;  and  K.  Douglas 

Bowers,  Jr.,  M.D. — The  Use  of  Methylmetha- 
crylate for  Extensive  Internal  Bracing  of  the 

Cervical  Spine  in  Metastatic  Disease  May  106 

Tumors,  Brain,  Presenting  with  Psychiatric 
Symptomatology:  A Five-Year  Survey — David 
J.  Withersty.  M.D.  Mar.  51 

u 

Urologic  Management  of  the  Acutely  Anuric 
Patient— Stephen  A.  Stuppler,  M.D.  Dec.  317 

V 

Van  Liere,  Edward  J..  M.D.;  and  J.  Clifford 
Stickney,  PhD — The  Blood  Pressure  of  688 

Sophomore  Medical  Students  May  119 

Viruses,  Slow,  and  Degenerative  Brain  Diseases 

— Samuel  M.  Chou,  M.D.  Aug.  173 

Visual  Correction  Following  Cataract  Surgery — 

James  R.  Cook,  M.D.  Jan.  13 


W 

Watne,  Alvin  L.,  M.D.;  and  Leonard  Peters. 

M.D. — Common  Polypoid  Lesions  of  the  Colon 
and  Rectum:  Their  Significance  and  Manage- 
ment   Jan.  5 

Weiss,  Raymond  B.,  M.D  (Edited  By) — Medical 
Grand  Rounds  from  the  West  Virginia  Uni- 
versity Medical  Center: 

Extrinsic  Allergic  Alveolitis  (Hypersensitivity 


Pneumonitis)  Feb.  35 

Gastrointestinal  Hormones  Apr.  88 

Three  Case  Presentations  June  136 


(1)  Superior  Vena  Cava  (SVC)  Obstruction 
Syndrome 

(2)  Subacute  Thyroiditis 

(3)  Asbestosis 


Medical  Aspects  of  Bone  Malignancies  Sept  230 

Polymyalgia  Rheumatica  and  Tophaceous 

Gout  Nov.  295 

Williams,  Paul  P.;  C S.  Krishna  Murthy,  M.D.; 

Mansour  Jadalizadeh.  M.D  : and  Raymond  C. 
Bonnabeau.  Jr.,  M.D — Acute  Volvulus  of  the 

Sigmoid  Colon:  X-Ray  Case  of  the  Month  June  144 

Withersty,  David  J.,  M.D. — Brain  Tumors  Pre- 
senting with  Psychiatric  Symptomatology:  A 

Five-Year  Survey  Mar.  51 

Wyatt.  William  J..  MS.:  and  Jaime  E.  Lazaro. 

M.D — Behavior  Modification  with  the  Severe- 
ly Mentally  Retarded  Feb.  29 

Wyatt.  William  J , M.S. — A Token  Economy  on 

a Geographic  Ward  Dec.  329 


X 

X-Ray  Cases  of  the  Month : 

Acute  Volvulus  of  the  Sigmoid  Colon — Paul 
P Williams;  C.  S Krishna  Murthy,  M.D.; 

Mansour  Jadalizadeh,  M.D.;  and  Raymond 

C.  Bonnabeau,  Jr..  M.D.  June  144 

Chronic  Berylliosis— Murray  B.  Hunter,  M.D.; 

and  Ray  A.  Harron,  M.D July  162 

Black  Lung — C.W.P. — Murray  B.  Hunter,  M.D.; 
and  Ray  A.  Harron,  M.D Aug.  183 
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CLASSIFIED 


FOR  SALE — Physician’s  office  in  Southern  West 
Virginia — 2,000  square  feet,  fully  equipped.  Inter- 
ested physican  can  take  over  present  active  and 
lucrative  general  practice.  Area  also  desperately 
needs  specialists  in  the  fields  of  obstetrics  and  pe- 
diatrics and  this  office  would  be  most  satisfactory. 
Will  be  happy  to  furnish  full  details  plus  personal 
interview.  Write  CBL,  The  W.  Va.  Medical  Journal, 
P.  O.  Box  1031,  Charleston,  W.  Va.  25324. 


WANTED — Young  physicians  for  a growing  town 
with  industry,  a college  and  a good  place  to  live. 
Town  of  7,000,  rural  setting,  pleasant  surroundings, 
accessible  to  recreation.  Openings  for  several  family 
practitioners  and  one  internist.  Must  like  to  help 
people  and  be  willing  to  work.  Contact  Dr.  Joseph 
B.  Reed,  M.  D.,  93  W.  Main  Street,  Buckhannon, 
West  Virginia  26201.  Phone  (304)  472-6041. 


EXCEPTIONAL  OPPORTUNITY— For  an  in- 
ternist to  become  established  in  a progressive  com- 
munity of  50.000  by  associating  with  an  established, 
successful  physician.  Guaranteed  annual  income, 
fringe  benefits,  and  option  to  form  own  practice 
after  one  year.  Potential  unlimited.  Contact  Mr. 
Michael  F.  Black,  5476  Big  Tyler  Road,  Charles- 
ton, West  Virginia  (304)  776-2046. 


FOR  SALE — Accu-stat  Blood  Chemistry  System, 
including  BUN,  Alkaline  Phosphatase,  Cholesterol, 
SGPT,  Glucose  and  Creatine  Modules;  also  a Bur- 
dick Ultrasonic  Therapy  Unit.  Both  are  in  good 
working  condition  and  available  at  one-half  listed 
price.  Wanted:  Hospital  size,  self-contained  Auto- 
clave (not  central  steam).  Contact  H.  J.  Fallon, 
DVM,  200  Fifth  Street,  W.,  Huntington,  W.  Va. 
Phone:  525-5122. 


WANTED — A physician  to  take  over  the  practice 
of  an  established  physician  in  the  community  of 
Middlebourne  and  surrounding  area  of  West  Vir- 
ginia. A fine  opportunity  with  unlimited  potential 
for  an  ambitious  practitioner.  Citizens  in  the  area 
will  do  everything  possible  to  help  a new  physician. 
Contact  Mr.  Philip  B.  Stealey,  Secretary,  Middle- 
bourne  Lions  Club,  Middlebourne,  W.  Va.  26149. 


PHYSICIAN  WANTED — An  experienced  practi- 
tioner to  add  to  and  work  with  an  established  group 
in  Charleston.  Excellent  working  conditions  with 
regular  hours  and  minimal  night  work.  Liberal 
vacation,  sick  leave  and  holiday  program.  Pension 
plan,  Social  Security,  and  professional  liability  in- 
surance coverage.  Apply  Charles  E.  Staats,  M.  D., 
123  West  Washington  Street,  Charleston,  W.  Va. 
25302— Telephone  346-0381  Area  Code  304. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modern  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — Excellent  opportunity  for  qualified 
obstetrician-gynecologist  and  pediatrican;  office 
space,  equipment,  staff  and  excellent  financial  ar- 
rangements. Unlimited  potential.  Call  Administrator 
“Collect”  (304)  675-4340. 


WANTED— A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfie’d  and  Green  Spring  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


WANTED — Emergency  room  physician  in  a teach- 
ing hospital.  May  develop  any  weak  areas  if  you 
desire.  Permanent  position  in  a city  of  25,000.  Safe 
friendly  area  to  live  and  bring  up  children.  Annuity 
negotiable — based  on  academic  and  practical  back- 
ground. Send  curriculum  vitae  before  calling.  Con- 
tact James  J.  Mathews,  M.  D.,  Director,  Emergency 
and  Ambulatory  Care,  Beckley  Appalachian  Re- 
gional Hospital,  Beckley,  W.  Va.  25801.  Phone: 
(304)  255-3000. 


WANTED — General  practitioner,  internist,  pedia- 
trician and  emergency  room  physician  to  associate 
with  other  specialties  in  small  town  in  Southern 
West  Virginia.  Accredited  82-bed  hospital  and  new 
clinic  building.  Excellent  working  conditions.  Short- 
term appointments  available.  Contact  Jorge  J.  San 
Pedro,  M.D.,  Man,  W.  Va.  (304)  583-6541. 


WANTED — A physician  to  serve  the  area  of 
Pennsboro  in  Ritchie  County.  A building  to  accom- 
modate two  physicians  and  one  dentist  has  been 
completed.  Citizens  of  Pennsboro  guarantee  that 
the  physician  will  receive  cordial  reception  and  the 
area  offers  a wonderful  opportunity  for  a young, 
ambitious  physician.  If  interested,  contact  Mrs.  J. 
Carl  Rinehart,  Pennsboro,  W.  Va. 


SURGICAL  RESIDENCY  AVAILABLE:  Large 

metropolitan  hospital,  fully  accredited  for  residency 
training.  Contact  Bert  Bradford,  Jr.,  M.  D.,  Director 
of  Surgery,  Charleston  Area  Medical  Center,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  W.  Va.  25304. 


EMERGENCY  ROOM  PHYSICIAN— Fully  ac- 
credited 260-bed  general  hospital  in  the  center  of 
the  Mid-Ohio  Valley  at  Parkersburg,  W.  Va.  Con- 
tact R.  C.  Cowan,  Jr.,  M.  D.  Telephone  428-8011. 


PHYSICIAN’S  OFFICE  FOR  RENT— Excellent 
opportunity  for  physician  to  relocate  or  for  young 
physician  to  become  established.  Located  at  Big 
Chimney  within  minutes  of  Charleston.  Modern 
ten-room  clinic  with  new  modem  drug  store  near- 
by. For  further  information  phone  Charleston  (304) 
965-3240. 


WANTED — Two  general  practitioners  in  Marlin- 
ton,  Pocahontas  County.  A 42-bed  general  hospital 
is  available.  Successful  practice  practically  assured 
and  assistance  will  be  offered  in  locating  office 
space.  Call  Mr.  S.  E.  Drumm,  Administrator,  Poca- 
hontas Memorial  Hospital  in  Marlinton,  collect,  for 
particulars  (304)  799-4193. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280-bed  progressive  general  hospital  in  beautiful 
Huntington,  West  Virginia;  excellent  income  and 
working  conditions;  send  resume  to  Assistant  Ad- 
ministrator, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia  25701. 
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For  your  patient  who  may  have  a psychiatric  problem  — 

HARDING  HOSPITAL  offers  complete  diagnostic,  evaluative  and  treatment 

services. 

Special  care  for  the  acutely  disturbed  patient 

Designed  program  for  the  adolescent  patient, 
including  accredited  school  program  grades  7-12 

Treatment  of  alcoholism  and  drug  abuse 

Skilled  attention  to  families 

Out  Patient  program  Partial  Hospitalization  plans 

Halfway  House  and  Family  Care  Consultation 

For  further  information,  call  (614)  885-5381 

The  H ARDING  H OSPITAL 

445  EAST  GRANVILLE  ROAD  WORTHINGTON,  OHIO  43085 

George  T.  Harding,  Jr.,  M.  D.  Donald  L.  Hanson 

Medical  Director  Administrator 

MEMBER  BLUE  CROSS  OF  CENTRAL  OHIO 
ACCREDITED  BY  THE  JOINT  COMMISSION  ON 
ACCREDITATION  OF  HOSPITALS 
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A high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter,  Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 

Before  prescribing,  please  consult  complete  product  information, 
asummary  of  which  appears  on  preceding  page. 
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